
What you should know 
about insurance

RiverStone Health accepts most 
insurance, including Medicare, 
Medicaid and Healthy Montana Kids!

On Medicaid? Make sure RiverStone Health is your assigned provider!
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?s about what will be covered from your visit?
        Contact your insurance provider about your    	
       plan details and what they will cover.

What our Care Managers can help you with:
•	 Understanding different plans on the Health Insurance Marketplace
•	 Medicaid coverage
•	 Understanding redetermination timelines and required documents

About our Discount Program (Sliding Fee Scale)
RiverStone Health medical, behavioral health and dental services offer a discount based on your ability to pay. 
The discount is for individuals and families with an annual income up to 200% of federal poverty guidelines. 
To see if you qualify, talk to a RiverStone Health staff member or see the Income Level Attestation form in your 
patient packet.
For patients at or below 100% of the federal poverty guidelines, the lowest fees are:
•	 $25 one-time fee for all medical and behavioral health visits on the same day;
•	 Depending on the type of dental service received, a fee of $25, $50 or $75 plus an amount to cover laborato-

ry fees will be due on the day of service.
•	 Our discounts range from 25% to 75% of the standard charges for patients between 100% and 200% of the 

federal poverty guidelines.

Coverage for prescriptions
If you qualify for our Discount Program (Sliding Fee Scale), you may qualify for a discount 
in our pharmacy for medications prescribed by your RiverStone Health provider.
For other coverage or discount questions, talk to your pharmacist or insurance provider.

RiverStone Health Fiscal Services can provide a Good Faith Estimate for services provided by RiverStone Health.
For services provided by other organizations, contact that healthcare provider or your insurance company.
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Definitions:

Premium: The amount that must be paid for your health insurance or plan. You and/or your employer usually 
pay it monthly, quarterly or yearly.

Deductible: The amount you owe before your health insurance begins to pay for healthcare services. For 
example, if your deductible is $1000, your plan won’t pay anything until you’ve met your $1000 deductible for 
covered healthcare services subject to the deductible. The deductible may not apply to all services.

Co-Insurance: Your share of the costs of a covered healthcare service, calculated as a percent (for example, 20%) 
of the allowed amount for the service. You pay co-insurance plus any deductibles you owe. For example, if the 
health insurance or plan’s allowed amount for an office visit is $100 and you’ve met your deductible, your co-
insurance payment of 20% would be $20. The health insurance or plan pays the rest of the allowed amount.

Preauthorization: A decision by your health insurer or plan that a healthcare service, treatment plan, 
prescription drug or durable medical equipment is medically necessary. Sometimes called prior authorization, 
prior approval or precertification. Your health insurance or plan may require preauthorization for certain services 
before you receive them, except in an emergency. Preauthorization isn’t a promise your health insurance or plan 
will cover the cost.

Primary Care Provider: A physician (M.D. – Medical Doctor or D.O. – Doctor of Osteopathic Medicine), nurse 
practitioner, clinical nurse specialist or physician assistant, as allowed under state law, who provides, coordinates 
or helps a patient access a range of health care services.

Preferred Provider: A provider who has a contract with your health insurer or plan to provide services to you 
at a discount. Check your policy to see if you can see all preferred providers or if your health insurance or plan 
has a “tiered” network and you must pay extra to see some providers. Your health insurance or plan may have 
preferred providers who are also “participating” providers. Participating providers also contract with your health 
insurer or plan, but the discount may not be as great, and you may have to pay more.

Allowed Amount: Maximum amount on which payment is based for covered health care services. This may 
be called “eligible expense,” “payment allowance” or “negotiated rate.” If your provider charges more than the 
allowed amount, you may have to pay the difference. (See Balance Billing.)

Balance Billing: When a provider bills you for the difference between the provider’s charge and the allowed 
amount. For example, if the provider’s charge is $100 and the allowed amount is $70, the provider may bill you for 
the remaining $30. A preferred provider may not balance bill you for covered services.

More definitions available here: cms.gov/cciio/resources/files/downloads/dwnlds/uniform-glossary-final.pdf


