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SUMMARY OF MAIN FINDINGS

» The European Health Insurance Card (EHIC) proves the entitlement to necessary
healthcare in kind during a temporary stay in a Member State other than the
competent Member State. This report presents data concerning the use of the EHIC
from 1 January to 31 December 2015, practical and legal difficulties in using the
EHIC and information about the amount of reimbursements related to the use of the
EHIC. Data was collected through a questionnaire launched in the framework of the
Administrative Commission for the Coordination of Social Security Systems.

» On average, half of the total number of insured persons living in a reporting
competent Member State has a valid EHIC, but strong differences in coverage exist
among Member States. This can be explained by the issuing procedure and the
period of validity, which the competent Member States apply. For instance, in some
Member States, such as Italy, the Czech Republic and Switzerland, the EHIC is
issued automatically, whilst others issue it on request. Moreover, the period of
validity varies significantly among Member States, ranging from six months in Poland
to six years in Italy. Both the issuing procedure and the period of validity will also
influence the number of Provisional Replacement Certificates (PRC) issued by the
competent Member States. Either the insured person or the institution of the State
of stay may request the PRC when exceptional circumstances prevent the issuing of
an EHIC. In particular, Member States with a short period of validity of the EHIC
issue more PRCs compared to the number of EHICs in circulation.

= Most of the reimbursement claims (more than nine in ten claims) are settled
between the Member State of stay and the competent Member State, and not
between the insured person and the competent Member State, indicating a
widespread and routinised payment and reimbursement procedure and use of the
EHIC. The share of the payments involved is even higher via this procedure, which
indicates that the reimbursement claimed by the insured person directly in the
competent Member States is related to smaller amounts. It also shows the added
value of having an EHIC, namely insured persons do not need to pay upfront for the
necessary healthcare, which limits the financial burden considerably.

= About 0.1% of total health expenditure in kind is related to necessary healthcare
treatment during a temporary stay abroad. Moreover, the EU-13 Member States’
show a relatively higher cross-border healthcare expenditure compared to the EU-15
Member States.

» Despite many efforts, many of the reported refusals of an EHIC by healthcare
providers are still related to healthcare providers’ lack of knowledge about the EHIC.
A stronger involvement of tour operators, but also of the hotel sector, in the
dissemination of information about cross-border healthcare rights has been
introduced in some countries and could be promoted by more Member States.

» Insured persons sometimes encounter difficulties in finding healthcare providers
which are part of the public healthcare scheme of the Member State of treatment.
Moreover, it is also difficult for insured persons to know whether certain private
healthcare providers are contracted or not under the public scheme, and as such
whether they should accept the EHIC or not.

! EU-15: Austria (AT), Belgium (BE), Denmark (DK), Finland (FI), France (FR), Germany (DE), Greece (EL),
Ireland (IE), Italy (IT), Luxembourg (LU), Netherlands (NL), Portugal (PT), Spain (ES), Sweden (SE), and
the United Kingdom (UK). EU-13: Bulgaria (BG), Croatia (HR), Cyprus (CY), Czech Republic (CZ), Estonia
(EE), Hungary (HU), Latvia (LV), Lithuania (LT), Malta (MT), Poland (PL), Romania (RO), Slovakia (SK), and
Slovenia (SI). EFTA: Iceland (IS), Liechtenstein (LI), Norway (NO) and Switzerland (CH).
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= Despite the Decisions of the Administrative Commission® and the European
Commission’s explanatory notes® on the matter, almost all Member States still report
difficulties in connection with the interpretation of ‘necessary healthcare’.

® The share of rejected invoices between Member States is 1% of the total number of
claims of reimbursement received. However, many Member States observed an
increase in the number of rejections, which could lead to an increase in the
administrative burden for Member States as well as in the delay of payments.

2 Decisions and Recommendations in force of the Administrative Commission for the Coordination of Social
security systems (Regulations (EC) No 883/2004 and No 987/2009):
http://ec.europa.eu/social/BlobServlet?docld=4987&langld=en
3 European Commission's explanatory notes on the key concepts of modernised coordination:
http://ec.europa.eu/social/BlobServiet?docId=6481&langIld=en
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1. INTRODUCTION

The European Health Insurance Card (EHIC) is proof that a person is an ‘insured
person’ within the meaning of Regulation (EC) No 883/2004* and entitles the holder to
be treated on the same terms as other persons insured within the public health
system of the Member State of stay. At the same time it is for Member States to
determine what tariffs, if any, to impose for healthcare treatment. EU law does not
restrict Member States in that regard, other than the requirement that all persons
covered by the Regulation are treated equally. This means that if nationals have to
pay, the persons seeking treatment with the EHIC will have to pay too; and if
nationals receive reimbursement, patients having shown an EHIC can be reimbursed
as well. In cases where the national healthcare systems require payment for medical
care which can later be reimbursed by the health insurers, the persons using an EHIC
can claim reimbursement either in the country that they are visiting while they are still
there, or when they go back to the country where they are insured.

This report presents data concerning the use of the European Health Insurance Card
(EHIC) from 1 January to 31 December 2015 (i.e. reference year 2015), practical and
legal difficulties in wusing the EHIC and information about the amount of
reimbursements related to the use of the EHIC. Data was collected from Member
States through a questionnaire launched in the framework of the Administrative
Commission for the Coordination of Social security Systems (the Administrative
Commission). Despite Member States’ many efforts, most of the reported refusals of
an EHIC by healthcare providers in previous years were still related to their lack of
knowledge about the EHIC.°> Moreover, many Member States reported cases of
inappropriate use of the EHIC and refusals of invoices. It is important to monitor these
topics on a yearly basis and if necessary to take action at national or European level.
For instance, at European level the Commission has taken several initiatives to
increase awareness of the correct application of the cross-border healthcare rules.®
This should lead to a lower financial burden for patients where the reimbursement of
healthcare costs is done directly between the Member State of stay and the competent
Member State in countries where there is no need to pay upfront for necessary
healthcare, and to a lower administrative burden for the competent institutions (i.e.
because of a decline in the number of refused invoices).

The quantitative and qualitative data presented in this report should provide important
information about the application of Regulation (EC) No 883/2004, and, in the future,
also about some potential impact of Directive 2011/24/EU on the application of
patients’ rights in cross-border healthcare. For instance, the evolution of the number
of EHICs in circulation and of the number of claims of reimbursement could be an
indication of the impact of Directive 2011/24/EU.’

4 Regulation (EC) No 883/2004 of the European Parliament and of the Council of 29 April 2004 on the
coordination of social security systems.
5 Pacolet, J. and De Wispelaere, F. (2014), The European Health Insurance Card - Reference year 2013,
Network Statistics FMSSFE, European Commission, June 2014; Pacolet, J. and De Wispelaere, F. (2015),
The European Health Insurance Card - Reference year 2014, Network Statistics FMSSFE, European
Commission, June 2015. Link to the reports: http://ec.europa.eu/social/main.jsp?catld=1154&langld=en
6 For example, information concerning the EHIC is published on the website of DG EMPL
http://ec.europa.eu/social/main.jsp?catld=509&langld=en. Also, some important decisions of the
Administrative Commission have been published and points of concern have been discussed within this
Commission. Finally, in 2013 the European Commission launched infringement proceedings against Spain
due to the administrative practice of various Spanish hospitals - concentrated mainly in tourist areas - to
refuse to accept the EHIC if the patient was in possession of travel insurance.
7 A separate questionnaire is dedicated to collect data from the Member States concerning the operation of
Directive 2011/24/EU. Taking into account that the transposition deadline of Directive 2001/24/EU was
October 2013, and since some Member States were late in its transposition, it is too early to assess the
impact which this Directive may have had for the reference year 2015. However, it is planned that the EHIC
report for the reference year 2016 will assess the impact of the implementation of Directive 2001/24/EU on
the evolution of the number of EHICs in circulation and of the number of reimbursement claims.
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2. THE NUMBER OF FORMS ISSUED / IN CIRCULATION

The number of EHICs issued in 2015 and the number of EHICs in circulation give us a
first impression of the issuing procedures applied by Member States and the validity
period of the EHICs (Table 1). When confronting the number of EHICs in circulation to
the total number of insured/entitled persons, we see that approximately 40% of the
total number of insured persons living in a reporting competent Member State have a
valid EHIC.® This is likely to be an underestimation since in Germany the EHIC is
generally shown on the back of the national health insurance card and it is available
countrywide, however the precise number of EHICs in circulation in Germany is not
available due to the high number of statutory health insurances in that country. In
Italy (app. 100%), Malta (98%), the Czech Republic (96%), the Netherlands (95%)°,
Austria (94%) and Switzerland (92%) all or almost all insured persons received an
EHIC (Figure 1). The EHIC is issued automatically in some of these Member States.
Lower coverage rates will be influenced by application procedures, the validity period,
the mobility of insured persons and their awareness of their cross-border healthcare
rights. We observe a rather low percentage of EHICs issued to insured persons by
Lithuania (13%), Latvia (10%), France (10%), Spain (8%), Croatia (7%), Poland
(6%), Bulgaria (5%), Greece (2%) and Romania (1%).

Figure 1 % insured persons with a valid EHIC, 2015
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% insured persons with an EHIC

1% insured persons with an EHIC

* No data available for DE, EE, CY, PT, LI and NO.
Source Administrative data EHIC Questionnaire 2016

Paragraph 5 of the Administrative Commission (AC) Decision No S1'° of 12 June 2009
concerning the European Health Insurance Card states: "“When exceptional
circumstances!! prevent the issuing of a European Health Insurance Card, a
Provisional Replacement Certificate (PRC) with a limited validity period shall be issued
by the competent institution. The PRC can be requested either by the insured person
or the institution of the State of stay”. In particular Member States with a low period
of validity of the EHIC, such as Greece and Romania, issue more PRCs compared to
the number of EHICs in circulation (see last column of Table 1). However, this could
also be an indicator for the lack of awareness of insured persons. The issuing of a PRC
implies an additional administrative burden for competent institutions.

8 Only calculated for Member States which reported the total number of EHICs in circulation and the number
of insured persons for 2015.
° NL: Two healthcare insurers have not provided data for this questionnaire.
10 Decision S1 of 12 June 2009 concerning the European Health Insurance Card, C 106, 24/04/2010, p. 23-
25.
1 “Exceptional circumstances may be theft or loss of the European Health Insurance Card or departure at
notice too short for a European Health Insurance Card to be issued” (Recital 5 of Decision No S1 of 12 June
2009 concerning the European Health Insurance Card).
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Table 1 The number of EHICs issued / in circulation / as a percentage of the insured
population and the number of PRCs issued, 2015

MS Number of Number of PRCs Total number of Number of % insured Ratio PRCs
EHICs issued issued (A) EHIC in insured persons persons witha  issued compared
circulation (B) (c) EHIC (B/C) to EHICs in
circulation (A/B)

BE 3,225,449 181,592 3,882,230 11,177,731 34.7% 4.7%

BG 159,267 27,521 299,047 6,222,079 4.8% 9.2%

cz App. 1,500,000 1,043 App. 10,000,000 10,430,223 95.9% 0.0%

DK 688,707 94,030 3,494,847 App. 5,600,000 62.4% 2.7%

DE n.a. n.a. o 70,728,389 n.a. n.a.

EE 94,992 11,706 n.a. 1,237,336 n.a. n.a.

IE 439,158 114,445 1,569,867 n.a. App. 33% 7.3%

EL 192,884 101,727 157,776 App. 9000000 1.8% 64.5%

ES 2,084,168 839,296 3,811,083 47,762,374 8.0% 22.0%

FR 5,571,880 2,456,047 5,571,880 57,000,000 9.8% 44.1%

HR 257,516 4,022 279,105 4,326,925 6.5% 1.4%

IT 15,979,091 52,868 60,216,084 60,216,084 100.0% 0.1%

cY 39,898 19 n.a. 606,620 n.a. n.a.

Lv 86,019 403 231,954 2,264,954 10.2% 0.2%

LT 148,306 30,191 376,887 2,959,784 12.7% 8.0%

LU 91,279 9,742 709,452 875,066 81.1% 1.4%

HU 419,625 35,394 1,285,069 9,899,383 13.0% 2.8%

MT 23,416 23 215,001 219,691 97.9% 0.0%
3,196,179 47,373 App. 16,000,000 16,825,883 95.1% 0.3%

AT 4,514,331 App. 20,000 8,209,920 8,750,759 93.8% 0.2%

PL 2,624,803 17,679 1,849,664 33,594,006 5.5% 1.0%

PT 458,641 20,632 1,556,336 n.a. n.a. 1.3%

RO 279,308 19,811 132,476 17,191,563 0.8% 15.0%

Sl 511,776 122,879 809,221 2,177,983 37.2% 15.2%

SK 576,766 77,830 2,625,358 5,163,561 50.8% 3.0%

Fl 913,880 11,165 1,578,400 5,490,376 28.7% 0.7%

SE 1,198,614 5,161 4,162,822 7,841,769 53.1% 0.1%

UK 5,788,673 10,890 27,778,636 64,875,165 42.8% 0.0%

IS 54,115 5,036 141,354 332,529 42.5% 3.6%

LI n.a. n.a. n.a. n.a. n.a. n.a.

NO 665,311 7,055 App. 1,500,000 n.a. n.a. 0.5%

CH 2,130,240 n.a. App. 7,500,000 8,140,000 92.1% n.a.

Total 40%

* n.a.: not available.

**  DK: residents of DK.

*** RO: issued in 2015 and still valid on 31 December 2015.

**** DE: in Germany the EHIC is generally shown on the back of the national health insurance card and it
is available countrywide, however the precise number of EHICs in circulation in Germany is not available
due to the high number of statutory health insurances in that country.

**xx*x NL: Two healthcare insurers have not provided data for this questionnaire.

**xxx*k Total: only calculated for Member States which reported the total number of EHICs in circulation
and the number of insured persons for 2015

Source Administrative data EHIC Questionnaire 2016

If many patients have and use their EHIC when they are accessing necessary
healthcare during a temporary stay abroad, this should result in a high percentage of
reimbursement claims settled directly between the Member State of stay and the
competent Member State (via the E125 form/SED S080). If the patients do not have
an EHIC or its PRC, or if the national healthcare system of the country they are visiting
is organised in a way where the patients need to pay for the full cost and subsequently
seek reimbursement, the insured persons will pay upfront and claim afterwards the
reimbursement. In the first case, having an EHIC available will mean that insured
persons will have to deal with a lower financial burden (or no financial burden at all in
countries where healthcare is provided free of charge) whenever receiving necessary
healthcare abroad.

Table 2 gives an overview of the evolution of the number of EHICs issued/in
circulation and the number of PRCs issued between 2009 and 2015. A change of the
issuing procedures or of the period of validity could have a significant impact on these
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numbers. For instance, it could result in a temporary increase of the number of forms
issued.'? Therefore, it is more accurate to look at the evolution of the number of EHICs
in circulation. For most of the Member States one can observe a positive evolution of
the number of EHICs in circulation. In particular for Latvia, the Netherlands and
Denmark a strong increase of the number of EHICs in circulation between 2009 and
2015 can be observed. Table 2 shows The evolution of the number of PRCs issued
between 2009 and 2015. Lithuania and the Netherlands have issued a much higher
number of PRCs in 2015 compared to 2014 (see Table 2). Also, Belgium®® and
Greece!® show a much higher number of PRCs in 2015 compared to previous years
due to specific circumstances.

12\We observed a strong increase of the number of EHICS issued for 2014 in Denmark and Luxembourg. The
increase in Denmark is considered to be a consequence of the termination of the coverage by the Danish
public tourist health insurance during the first month of vacation in an EU/EEA country or Switzerland and
the application of Article 19 of Regulation (EC) No 883/2004 as of 1 August 2014. As a result, a large
number of persons applied for an EHIC. While in Luxembourg all EHICs were renewed in 2014 due to a
change of the composition of the national personal identification number.
13 A decision was taken by one health insurance fund to issue PRCs to insured persons who moved internally
to another institutional body in order to enable them to have the name of the right institution on their
document when going abroad.
4 About 1,000,000 insured persons from OPAD (Sickness Insurance Fund for the civil servants) merged into
IKA-ETAM which caused administrative difficulties in issuing the EHIC during the whole transitional period.
13



Table 2 Evolution of the nhumber of EHICs issued and in circulation and the number of PRCs (2009= 100)
EHICS issued EHICS in circulation PRCs

MS 2009 2010 2011 2012 2013 2014 2015 2009 2010 2011 2012 2013 2014 2015 2009 2010 2011 2012 2013 2014 2015
BE 100 114 110 133 138 134 165 100 115 127 125 125 144 157 100 91 78 77 62 65 360
BG 100 235 92 122 132 145 154 100 246 113 184 293 226 243 100 191 192 122 122 108 106
cz 100 96 2 2 2 79 29 100 103 103 103 103 103 103 n.a. n.a. n.a. n.a. n.a. n.a. n.a.
DK 100 55 39 36 71 376 114 100 114 148 166 146 306 306 n.a. n.a. n.a. n.a. n.a. n.a. n.a.
DE n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
EE 100 107 134 147 151 149 182 n.a. n.a. n.a. n.a. n.a. n.a. n.a. 100 118 125 110 114 111 106
IE 100 114 181 166 150 161 192 100 90 81 84 92 74 105 100 111 165 172 189 206 218
EL 100 140 131 124 117 104 149 100 138 90 115 107 94 136 100 154 169 104 195 202 589
ES 100 110 109 96 101 106 117 100 109 191 199 187 192 214 100 475 493 409 417 445 459
FR 100 107 105 118 91 103 121 100 107 105 118 91 103 100 109 117 125 136 164 159
HR n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
IT 100 100 100 115 114 114 204 100 102 103 103 101 101 103 100 122 128 57 57 n.a. 30

cY 100 91 73 74 67 66 68 n.a. n.a. n.a. n.a. n.a. n.a. n.a. 100 81 57 97 49 49 51

LV 100 95 109 133 140 140 161 100 197 298 333 385 417 444 100 122 117 120 127 112 108
LT 100 128 149 160 206 227 189 100 113 128 128 154 185 197 100 147 308 159 217 96 608
Lu 100 70 54 62 62 327 39 100 104 110 116 121 167 155 100 132 128 120 126 86 85

HU 100 107 86 78 110 103 98 100 120 165 197 298 288 225 100 80 97 115 131 131 125
MT 100 82 72 100 92 56 38 100 106 112 113 115 142 155 100 273 113 140 120 67 153
NL 100 113 284 162 121 223 147 100 85 137 192 387 439 439 100 75 127 100 103 96 566
AT 100 653 142 135 145 155 631 100 101 100 101 102 102 102 n.a. n.a. n.a. n.a. n.a. n.a. n.a.
PL 100 106 118 126 163 188 213 100 110 157 167 196 215 237 100 93 91 95 107 100 101
PT 100 106 103 108 107 111 121 100 104 95 111 112 126 133 100 96 91 97 86 79 82

RO 100 149 204 178 163 162 173 100 111 181 98 114 113 119 100 23 45 152 168 135 39

Sl 100 106 117 120 123 89 89 100 113 124 124 125 139 155 100 109 116 107 100 85 83

SK 100 72 182 299 254 238 193 100 103 88 105 150 149 149 100 49 79 65 65 52 48

Fl 100 44 129 210 265 271 308 100 124 184 214 240 263 284 100 103 179 115 122 113 110
SE 100 122 124 111 144 181 133 100 94 94 94 94 94 130 100 82 77 47 48 50 30

UK 100 105 165 118 77 119 128 100 75 68 71 77 79 82 100 124 48 104 55 97 112
EU28 100 115 110 104 96 130 147 100 97 98 101 106 109 87 100 131 142 134 143 158 168
IS 100 140 144 173 149 197 208 100 88 118 131 134 143 225 100 140 142 131 235 261 1,325
Ll 100 12 12 109 13 15 n.a. 100 105 106 107 108 110 n.a. 100 126 158 253 282 197 n.a.
NO 100 101 140 156 133 130 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
CH 100 176 108 116 48 32 85 100 158 168 120 103 121 115 n.a. n.a. n.a. n.a. n.a. n.a. n.a.

* n.a.: not available. NL: two healthcare providers have not provided data for reference year 2015.

Source Administrative data EHIC Questionnaires 2010 - 2016
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3. CHANGES IN THE ISSUING PROCEDURE

The EHIC Questionnaire did not explicitly ask the Member States to describe their
issuing procedures but rather to report the changes occurred in 2015 compared to
previous years. A more detailed overview of the issuing procedures applied by the
different Member States can be found in the 2013 EHIC report.*®

3.1. The period of validity and the issuing procedure of the EHIC

The period of validity of the EHIC is limited in all Member States. As already observed
in 2015, changes mostly imply an extension of the validity period. Poland is currently
considering a possible extension of the validity period of the EHIC, and Romania
announced in 2016 the extension of the period of validity from 6 months to 1 year.

In general, the period of validity varies significantly among Member States, within
certain Member States, and between categories/situations (active population, posted
workers, family members, children, students, pensioners etc) (Table 3). It generally
varies from six months in Poland to a maximum of six years in Italy. Some Member
States have also defined a (much) longer validity period of EHICs issued to pensioners
(e.g. BG (10 years), PL (5 years), SI (5 years), IS (5 years)). As mentioned before,
the length of the validity period has an impact on the annual number of EHICs issued
by the Member States.

The EHIC report of 2013 provides a more detailed overview of the issuing and
withdrawal procedures. For 2015 only Denmark, the United Kingdom and Iceland have
reported a change in their national issuing procedure. The Danish Parliament adopted
a new legislation in 2015 according to which the competencies within the field of
international health insurance is centralised in Udbetaling Danmark and thus no longer
administered by local municipalities. The EHIC could be requested on-line. In certain
cases the EHIC may be requested by telephone or by filling in a questionnaire. It is no
longer possible to request the EHIC in person. Since November 2015 PRCs are sent
automatically to the insured persons’ digital mailbox whenever they request an EHIC.
The validity of this PRC is one month - until the EHIC arrives. The reason for the new
administration is the fact that many people request the EHIC shortly before going
abroad and it overloads the telephone system when PRCs are needed within a short
notice. The United Kingdom now requires an additional proof of entitlement and,
where relevant, residency and customers are required to confirm a mandatory
declaration, which includes an acknowledgement of possible penalties for misuse.

5 Coucheir, M. (2013), EHIC Report 2013, trESS - Ghent University, 27 p.
6 |ast year France, Croatia, Greece, Hungary and the Netherlands reported a change by the introduction of
a longer validity period of the EHIC.
7 Included in Annex 5 of the EHIC report of 2014.
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Table 3

The validity period of the EHIC, 2015

MS Validity period of the EHIC

BE 1 to 2 years (i.e. until 31/12 of the next year)

BG 1 year (economically active persons), 5 years (children), 10 years (pensioners)

Ccz 5 years

DK (max) 5 years, shorter periods for specific cases

DE several days/weeks to several years (same period of the national card)

EE max 3 years (adults), max 5 years (children)

IE 4 years

EL 1 year (employed and self-employed), 1 to 3 years (pensioners), app. 6 months
(students)

ES 2 years, 12 months (one competent institution)

FR 2 years

HR 3 years (all insured persons), 4 to 5 years (diplomatic personnel)

IT 6 years

CY max 5 years

LV 3 years

LT max 2 years (active population), up to 6 years (those insured by State means), max
1 year (students)

LU 3-60 months (proportionate to the length of the insurance record), min 1 year for
defined groups registered with an S1

HU max 3 years (insured persons), max. 4 years for posted civil servants

MT 5 years (subject to the applicant moving to another country throughout the validity
period)

NL 1, 3 and 5 years
Most competent institutions issue an EHIC for a period of 5 years.

AT 1 or 5 years, 10 years (pensioners)

PL 6 months, 5 years (pensioners), shorter periods in defined cases

PT 3 years

RO 1 year

SI1 1 year, 5 years (pensioners and their family members, children)

SK indefinite (possibility of a limited duration for foreign workers on fixed-term
contracts)

FI 2 years

SE 3 years

UK 5 years, 1 year maximum for frontier workers — Gibraltar residents

IS 3 years, 5 years (pensioners)

LI 5 years

NO 3 years

CH between 3 and 10 years (5 years on average)

Source Update EHIC report 2015 - Table 2 (Pacolet and De Wispelaere, 2015)

3.2. Raising awareness

Most Member States provide information on EHIC to insured persons, sometimes just
before the start of the winter or summer season (e.g. BG, EE, PL and SI), by means of
websites (BE, EL, ES, HR, IT, LT, PL, UK and SI), brochures/guides/leaflets/flyers (BE,
DE, UK and ES), a mobile application (CZ), Facebook (CZ and NO) and telephone
assistance (IT, PL and SI) (see also Annex II — Table A1). Good practices, amongst

others,

are:

On the website of DVKA (the German Liaison Office Health Insurance -
International) insured persons can find a series of leaflets 'Urlaub in '
[Holidays in ...]. These leaflets explain how to obtain healthcare in the Member
State concerned using the EHIC;

Information on the website of the Greek National Organisation for Healthcare
Provision (EOPYY) is made available in English regarding the access to the
Greek healthcare system;

Information guides and brochures are sometimes produced in other languages
as reported by Italy;
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- Spain reported that information is disseminated and updated through leaflets
prepared by tour operators. A stronger involvement of tour operators and the
hotel sector will probably lead to a higher awareness of cross-border healthcare
rights among tourists.

Frequently, information is published in magazines (BE and DE) and newspapers (EE
and LV), distributed by press releases (EE, SI and NO) or communicated on TV (EE,
LV, MT, PL and SI) and radio (EE and MT). To inform the population about the
importance of the EHIC, a campaign was held in Estonia during the spring and
summer of 2015. Also the National Health Service (NHS) in the United Kingdom and
the Greek National Organisation for Healthcare Provision (EOPYY) launched an
information campaign about the use of the EHIC. Finally, the Polish National Health
Fund (NFZ) organised an art competition for children titled ‘Healthy family travels with
EHIC'.

Healthcare providers are informed by the competent institutions (and liaison bodies)
via leaflets/brochures (DE), websites (DE, PL, PT, SI, NO and CH), training courses
(EE, PL, IT and MT), personal advice and support (IE, PL, MT and LV), (in)formal
instructions (BE, BG, DK, DE, EL and SI) and consultations/visits/meetings (LV) (see
also Annex II - Table A1). Especially in tourist areas, it is important that healthcare
providers are well informed. The ongoing initiative in Croatia to improve healthcare
providers' knowledge of the EHIC is therefore a good initiative. Following the entry
into force of the provisions implementing Directive 2011/24/EU in the Polish legal
system, the Polish National Health Fund NFZ carried out a project on ‘Increasing the
quality of healthcare system management through support of National Contact Point
for cross-border healthcare’ (‘"KPK NFZ’). Training courses on cross-border healthcare
were organised under this project. The topics covered included the comparison of
cross-border healthcare under the Directive and under the rules on coordination of
social security systems. As part of the project, the NFZ employees prepared a
publication titled ‘Coordination and the Directive - the similarities and differences in
cross-border healthcare’.

4. THE USE OF THE EHIC

4.1. Introduction

Regulation (EC) No 987/2009 describes two different procedures to meet the costs of
the necessary healthcare provided in the Member State of stay. The insured person
could ask the reimbursement directly from the institution of the Member State of
stay'® (in this case the Member State of stay will later claim the reimbursement from
the competent Member State), or pay upfront the cost of the necessary healthcare
receivlegd and ask for reimbursement by the competent Member State after returning
home™’.

The reimbursement of the costs related to the necessary healthcare provided during a
temporary stay could be settled via an E125 form (‘Individual record of actual
expenditure’)/SED S080 ('Claim for reimbursement’) or an E126 form ('Rates for
refund of benefits in kind’)/SED S067 ('Request for reimbursement rates — stay’).?°
The Member State of stay will claim reimbursement from the competent Member State
using the E125 form/SED S080 on the basis of the real expenses of the healthcare
provided abroad. The competent Member State will use an E126 form/SED S067 to
establish the amount to be reimbursed to the insured person who paid the healthcare
treatment upfront. The form will be sent to the Member State of stay in order to

8 Article 25(4) of Regulation (EC) No 987/2009.
9 Article 25(5) of Regulation (EC) No 987/2009.
20 See also Annex III.
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obtain more information on the reimbursement costs. The reimbursement to the
insured person without determining reimbursement rates by means of an E126 form is
provided in some cases based on other (national) provisions.

The period between treatment and reimbursement may differ significantly if the
reimbursement is asked by the Member State of stay (using the E125 form/SED S080)
or by the insured person. In any case, all claims related to an E125 form/SED S080
should be introduced within 12 months following the end of the calendar half-year
during which those claims were recorded by the Member State of stay. This implies
that for 2015 the E125 forms/SEDs 080 received/issued are (mainly) applicable to
necessary healthcare provided in 2014.

4.2. Reimbursement claims in numbers and amounts
4.2.1. From the perspective of the competent Member State

In 2015, on average 72% of the claims were settled by an E125 form (only selecting
those Member States which reported both the number of E125 forms received and the
number of E126 forms issued) (Figure 2). Most claims of reimbursement of the costs
of medical treatments provided by the Member State of temporary stay were received
by Germany (485,000 E125 forms received) (Table 4 and Figure 3).

Almost all reporting competent Member States (which reported both the number of
E125 forms received and the number of E126 forms issued) received the majority of
the claims via an E125 form (Table 4 and Figure 2). Especially Bulgaria, the Czech
Republic, Ireland, Greece, Cyprus, Latvia, Hungary, Malta, the Netherlands, Austria,
Portugal, Romania and Slovak Republic show a high percentage of claims settled via
an E125 form (above 96% of total claims received). For Spain (58%), Iceland (55%),
Slovenia (32%), Denmark (20%) and Belgium (14%) we observe a high percentage of
claims issued by insured persons and verified via an E126 form. Moreover, Belgium
(54%) and France (43%) have settled a high percentage of claims via an internal
method other than those defined in Articles 25(4) and (5) of Regulation (EC) No
987/2009. Nonetheless, the total amount which is claimed/paid to/by Belgium (16%
of total amount) and France (12% of total amount) via this other procedure is much
lower compared to amounts claimed using the E125 or E126 forms.

The amounts for reimbursement of medical treatment claimed via E125 forms are
outlined in Table 4. Most of the claims of reimbursement of the costs of medical
treatments provided by the Member State of temporary stay were paid by Germany
(€ 173.2 million related to the number of E125 forms received) (Table 3 and Figure 3).
On average, 91% of the claims paid were settled via an E125 form (only selecting
those Member States which reported both the number of E125 forms received and the
number of E126 forms issued) (Figure 2). It appears that the share of the amount
settled via an E125 form in the total expenditure is much higher compared to their
share as a proportion of the total number of forms received. This implies a higher
amount per E125 form compared to the amounts per E126 form or per claim not
verified via an E126 form.

Under the social security coordination rules, the budgetary impact of cross-border
expenditure related to unplanned healthcare treatment during a stay abroad on
average amounts to 0.1% of total health expenditure in kind (Figure 4). Only BG and
Cyprus show a cross-border expenditure of more than 1% of total health expenditure.
Moreover, the EU-13 Member States show a (much) higher relative cross-border
expenditure compared to the EU-15 Member States.
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Table 4 Reimbursement by the competent Member State, 2015
E125 received E126 issued Claims not verified by E126 Total Number of forms Amount
MSs Number of forms  Amount (in €)| Number of forms Amount (in €)| Number of claims Amount (in €) Number of Amount (in E125 E126 Other E125 E126 Other
forms/claims €)

BE 57,158 41,084,251 25,326 4,463,991 96,447 8,335,711 178,931 53,883,953 31.9% 14.2% 53.9% 76.2% 83% 15.5%
BG 43,227 27,930,451 338 718,558 43,565 28,649,009 99.2% 0.8% 0.0% 97.5% 2.5% 0.0%
cz 38,416 16,472,135 918 n.a. 39,334 n.a. 97.7% 2.3% 0.0% n.a. n.a. n.a.
DK 15,353 8,100,000 3,962 246,000 19,315 8,346,000 79.5% 20.5% 0.0% 97.1% 2.9% 0.0%
DE 485,000 173,200,000 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
EE 7,063 3,672,966 402 53,073 7,465 3,726,039 94.6% 5.4% 0.0% 98.6% 1.4% 0.0%
IE 18,262 4,209,794 200 n.a. 18,462 n.a. 98.9% 1.1% 0.0% n.a. n.a. n.a.
EL 45,000 n.a. 57 55,602 45,057 n.a. 99.9% 0.1% 0.0% n.a. n.a. n.a.
ES 5,293 1,925,952 7,263 n.a. 12,556 n.a. 42.2% 57.8% 0.0% n.a. n.a. n.a.
FR 146,006 97,119,555 8,630 1,352,481 115,630 13,881,263 270,266 112,353,299 54.0% 3.2% 42.8% 86.4% 1.2% 12.4%
HR 13,815 7,722,217 907 n.a. 14,722 n.a. 93.8% 6.2% 0.0% n.a. n.a. n.a.
IT n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
cYy 3,491 7,630,899 39 n.a. 3,530 n.a. 98.9% 1.1% 0.0% n.a. n.a. n.a.
Lv 5,531 4,106,934 119 22,467 28 31,965 5,678 4,161,366 97.4% 2.1% 0.5% 98.7% 0.5% 0.8%
LT 7,547 8,014,139 721 69,400 8,268 8,083,539 913% 8.7% 0.0% 99.1% 0.9% 0.0%
LU n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
HU 28,559 13,536,689 904 163,225 29,463 13,699,914 96.9% 3.1% 0.0% 98.8% 1.2% 0.0%
MT 866 501,167 10 3,393 8 3,391 884 507,951 98.0% 1.1% 0.9% 98.7% 0.7% 0.7%
NL 22,926 108,743,108 169 n.a. 23,095 n.a. 99.3% 0.7% 0.0% n.a. n.a. n.a.
AT 79,656 15,052,054 22 5,514 157 98,312 79,835 15,155,880 99.8%  0.0% 0.2% 99.3%  0.0% 0.6%
PL 87,574 40,280,181 6,715 797,509 3,328 1,934,259 97,617 43,011,949 89.7%  6.9% 3.4% 93.6% 1.9% 4.5%
PT 30,636 21,413,749 607 119,099 31,243 21,532,848 98.1% 1.9% 0.0% 99.4% 0.6% 0.0%
RO 28,262 36,219,921 166 26,772 28,428 36,246,693 99.4%  0.6% 0.0% 99.9% 0.1% 0.0%
Sl 9,867 3,990,972 4,589 303,505 14,456 4,294,477 68.3% 31.7% 0.0% 92.9% 7.1% 0.0%
SK 45,761 18,110,066 1,618 132,921 157 6,519 47,536 18,249,506 96.3% 3.4% 0.3% 99.2% 0.7% 0.0%
FI 14,390 n.a. 610 n.a. 15,000 n.a. 95.9% 4.1% 0.0% n.a. n.a. n.a.
SE 47,361 23,635,634 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
UK n.a. n.a. 16,496 2,088,969. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
IS 1,231 1,566,212 1,520 2,209,031 2,751 3,775,243 44,7% 55,3% 0,0% 41,5% 58,5%. 0,0%
LI n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
NO n.a. n.a. 716 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
CH 52,572 31,953,764 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
Total 1,340,823 716,192,810 83,024 12,831,510 71.8% 90.7%

* BE: only E125 forms received electronically.
** DK: In a part of the 3,962 E126 forms issued the reimbursement was paid according to Danish national rules, implementing the directive
2011/24/EU on patients” rights on cross-border healthcare.
**x Reporting both E125 forms and SED S080 received: IE, ES, HR, CY, LV, LT, MT, PL and RO.
**x* Only selecting Member States which have reported both the number of E125 forms received and the number of E126 forms issued.
Source Administrative data EHIC Questionnaire 2015
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Figure 2 Breakdown by type of procedure, competent Member State, 2015
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Source Administrative data EHIC Questionnaire 2016
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Figure 3 Number of E125 forms received (in ,000) and corresponding amounts (in million €),

2015
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Figure 4 Expenditure related to necessary healthcare treatment (E125 forms received + E126
forms issued + other) as share of total health expenditure in kind (2013), 2015
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In Member States with a low healthcare expenditure per inhabitant the relative share

of costs for unforeseen cross-border healthcare in relation to the total health
expenditure is higher (Figure 5).
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Figure 5 Correlation between relative necessary cross-border healthcare expenditure (2015)
and healthcare expenditure in kind per inhabitant (2013)
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Source Administrative data EHIC Questionnaire 2015; EUROSTAT [spr_exp_fsi]

4.2.2. From the perspective of the Member State of stay or the insured person

In 2015, some 2 million E125 forms were issued (Table 5)?’. On average, 96% of the
claims were settled via an E125 form (only selecting those Member States which
reported both the number of E125 forms received and the number of E126 forms
issued) (Figure 6). This confirms an earlier conclusion that most of the claims are
settled between Member States and not between insured persons and their competent
Member State. Most claims of reimbursement of the costs of medical treatments
provided by the Member State of temporary stay were issued by Germany (425,551
forms, of which 407,000 E125 forms issued) and Spain (365,008 forms, of which
358,024 E125 forms issued) (Figure 7). Both Member States and France claimed also
the highest amount of reimbursement (DE: about € 187 million, FR: about € 179
million and ES: about € 162 million).

A number of Member States of temporary stay received a relatively high number of
E126 forms (compared to the total number of forms (E125 forms issued + E126 forms
received)) (CH (30%), RO (23%), NO (23%), FI (20%), BG (17%), EL (15%) and
Latvia (13%)) (Table 5 and Figure 6). However, the amount covered by the E126
forms compared to the amount covered by the E125 forms appears to be (much)
lower.

21 No data available for IT, LU, IS and LI.
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Table 5 Reimbursement to the Member State of stay or the insured person, 2015
E125 issued E126 received Total Number of forms Amount

MSs Number of forms Amount (in €) Number of forms Amount (in €) Number of forms Amount (in €) E125 E126 E125 E126
BE 64,310 80,839,945 5,174 860,448 69,484 81,700,393 92.6% 7.4% 98.9% 1.1%
BG 2,486 1,009,526 493 232,325 2,979 1,241,851 83.5% 16.5% 81.3% 18.7%
cz 44,757 10,832,395 1,309 2,435,726 46,066 13,268,121 97.2% 2.8% 81.6% 18.4%
DK 10,670 4,300,000 176 n.a. 10,846 n.a. 98.4% 1.6% n.a. n.a.
DE 407,000 186,700,000 18,551 n.a. 425,551 n.a. 95.6% 4.4% n.a. n.a.
EE 7,727 2,002,800 149 n.a. 7,876 n.a. 98.1% 1.9% n.a. n.a.
IE 16,806 1,746,193 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
EL 33,957 23,862,665 5,781 49,851 39,738 23,912,516 85.5% 14.5% 99.8% 0.2%
ES 358,024 161,150,117 6,984 1,070,630 365,008 162,220,747 98.1% 1.9% 99.3% 0.7%
FR 86,018 178,867,602 n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
HR 111,541 10,721,747 3,857 n.a. 115,398 n.a. 96.7% 3.3% n.a. n.a.
IT n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
cY 4,629 3,491,561 220 n.a. 4,849 n.a. 95.5% 4.5% n.a. n.a.
Lv 1,162 151,947 180 46,893 1,342 198,840 86.6% 13.4% 76.4% 23.6%
LT 2,629 482,076 174 24,448 2,803 506,524 93.8% 6.2% 95.2% 4.8%
LU n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
HU 21,461 4,369,185 202 20,094 21,663 4,389,279 99.1% 0.9% 99.5% 0.5%
MT 4,522 504,926 176 3,230 4,698 508,156 96.3% 3.7% 99.4% 0.6%
NL 42,000 82,000,000 3,806 n.a. 45,806 n.a. 91.7% 8.3% n.a. n.a.
AT 212,983 117,535,106 2,685 16,781 215,668 117,551,887 98.8% 1.2% 100.0% 0.0%
PL 161,104 18,896,823 1,089 71,427 162,193 18,968,250 99.3% 0.7% 99.6% 0.4%
PT 168,880 36,051,148 4,215 210,171 173,095 36,261,319 97.6% 2.4% 99.4% 0.6%
RO 1,011 454,478 308 18,219 1,319 472,697 76.6% 23.4% 96.1% 3.9%
Sl 14,450 4,030,953 261 27,950 14,711 4,058,903 98.2% 1.8% 99.3% 0.7%
SK 80,285 5,373,717 487 818 80,772 5,374,535 99.4% 0.6% 100.0% 0.0%
FI 6,766 4,444,359 1,669 n.a. 8,435 n.a. 80.2% 19.8% n.a. n.a.
SE 25,766 21,739,517 850 n.a. 26,616 n.a. 96.8% 3.2% n.a. n.a.
UK 6,632 12,599,885 376 n.a. 7,008 n.a. 94.6% 5.4% n.a. n.a.
IS 3,984 n.a. 161 67,963 4.145 n.a. 96.1% 3.9% n.a. n.a.
LI n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
NO 1,446 6,508,838 419 n.a. 1,865 n.a. 77.5% 22.5% n.a. n.a.
CH 48,025 83,252,420 20,291 n.a. 68,316 n.a. 70.3% 29.7% n.a. n.a.
Total 1,951,031 1,063,919,929 80,043 5,156,974 95.9% 4.1% 98.9% 1.2%

* BE: concerns 2" semester of 2014 and 1% semester of 2015
** CZ and PT: Only SEDs S080 were issued. Since October 2015 LT has started issuing SEDs S080.
**x EL: Number of E126 received: 4,565 new and 1,216 reminders.
**x* DE: The amount of the individual requests was not recorded. However, the number of requests in each of the following ranges was documented:

less than € 100: 6,729 requests; between € 100 EUR and € 1000:10,130 requests, more than: 1,692 requests.

**x** Only selecting Member States which have reported both the number of E125 forms issued and the number of E126 forms received.
Source Administrative data EHIC Questionnaire 2016
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Figure 6 Breakdown by type of procedure, Member State of stay, 2015
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Source Administrative data EHIC Questionnaire 2016
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Figure 7 The number of E125 forms issued (in ,000) and corresponding amounts (in
million €), 2015
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* No data available for IT, LU and LI.
Source Administrative data EHIC Questionnaire 2015

5. PRACTICAL AND LEGAL DIFFICULTIES IN USING THE EHIC

5.1. Inappropriate (abusive or fraudulent) use of the EHIC

Many Member States?? reported cases of inappropriate use of the EHIC by persons
who were no longer insured (Annex II — Table A2). The result of this inappropriate use
may be problematic for both the Member State of stay which has to claim a
reimbursement and the competent Member State which has to cover it.

Actions to avoid such cases of misuse are defined by the Decision of the
Administrative Commission No S1 concerning the EHIC (i.e. cooperation between
institutions in order to avoid misuse of the EHIC, the EHIC should contain an expiry
date ...). In addition, some Member States (BE and FI) reported some error cases. For
instance, Belgium reported on a case where a person who changed sickness fund
continued to use the EHIC issued by the original sickness fund.

Only a limited number of Member States were able to quantify the inappropriate use
of the EHIC (e.g. CZ: 40 confirmed cases and 300 suspected cases, EE: 130 cases,
HR: 7 cases, LV: often, LT: 173 cases, HU: more than 100 cases, LU: only a few
cases, AT: 563 cases, FI: some occasional cases, CH: minor humber of cases). Those
cases could be compared with the number of EHICs issued. However, it is probably
better to compare the number of fraudulent cases with the number of reimbursement
claims received via an E125 form. The inappropriate use compared to the total
reimbursement claims is rather limited. Bulgaria reported the reimbursement of
€ 750,000 or 3.2% of the total sum reimbursed to the Member States of stay on the
basis of an EHIC, for EHIC holders who were not entitled to healthcare under

22 BE, BG, CZ, DE, EE, ES, LV, LT, LU, HU, NL, AT, PL, PT, SK, FI, UK, IS, NO and CH.
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Bulgarian legislation in the period of receiving benefits in kind. Also for Lithuania
(2.3%), Estonia (1.8%), the Czech Republic (0.9%) and Austria (0.7%) the number of
cases of inappropriate use of the EHIC compared to the total reimbursement claims
received is known. Finally, the Member States who were able to quantify the number
of cases show an increase of the number of cases of inappropriate use of the EHIC
compared to last year (EE: from 42 to 130 cases, LT: from 112 to 173 cases, AT: from
423 cases to 563 cases).

Isolated cases of inappropriate use of counterfeited EHICs were reported by Spain and
Finland. Other cases of inappropriate use where reported by Poland (another person
using the EHIC) and Estonia (aim of the temporary stay was to receive healthcare).
Finally, Belgium reported the (mis)use of the EHIC for the generalised purchase of
medicines in the Netherlands. This case was already described more in detail in the
EHIC report for the reference year 2013.

In previous years Ireland and the United Kingdom reported that they were aware of
intermediaries charging for advice on the application of the EHIC. For the reference
year 2015, Ireland reported that this issue seemed resolved as no cases were
recorded. However, the United Kingdom provided a list of the known copycat websites.
The NHS Business Service Authority is currently helping the National Trading
Standards Board (NTSB) with the criminal prosecution of some websites purporting to
provide government services, including EHIC.

5.2. Refusal of the EHIC by healthcare providers

Despite Member States' efforts to raise awareness among healthcare providers, many
of the reported problems could be related to a lack of knowledge (see also Annex II -
Table A3). Also interpretation problems arise regarding the scope of ‘necessary
healthcare’ and the (thin) line between necessary healthcare and planned healthcare.
This proves the necessity of awareness-raising campaigns vis-a-vis healthcare
providers.

Insured persons could also benefit from a higher awareness about the applicable rules.
There may be a general (false) expectation that the EHIC provides healthcare free of
charge across the EU, while the EHIC entitles holders to be treated under the same
conditions and at the same cost as nationals in the country concerned. If nationals pay
for a certain treatment, persons seeking treatment with the EHIC will have to pay too;
and if nationals receive reimbursement for a certain treatment, patients having shown
an EHIC are also entitled to reimbursement. Therefore insured persons who expected
free of charge treatment may consider their EHIC was refused, even if under the
conditions of the system in the country they were visiting the healthcare providers
charged all patients with a fee, in line with national and EU rules.

Some competent Member States (BE, EE, EL, ES, HR, LV, NL, AT, PL and RO) reported
that even with a valid EHIC some healthcare providers still request payment upfront or
send invoices to the patient's home address. Also the material scope of the Regulation
(limited to public healthcare) causes some challenges for insured persons to identify if
the healthcare provider in the Member State of stay has a public or private character.
Some healthcare providers sometimes avoid reimbursement procedures due to
administrative burden.

Among the reasons for a refusal of the EHIC by healthcare providers, Member States

reported the following:
= a lack of knowledge of procedures;
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= to avoid administrative burden;

= considered as planned healthcare;

= the scope of ‘necessary healthcare’;

= fear about failure to pay, insufficient payment, or late payment;
= a private healthcare provider;

= preference of cash payments;

= unreadable EHIC;

= doubts about the validity of the EHIC or the PRC.

Member States of stay try to solve these cases by explaining the rules or by
investigating the reported cases. The competent Member States try to solve these
cases by contacting the foreign liaison body, the foreign healthcare provider or the
competent foreign institute.

Only some Member States were not aware of refusals to accept EHICs by healthcare
providers established in another Member State (IE and SI). Some Member States were
confronted with only a few cases (e.g. DK, EE, HR, CY, LV, FI, SE, NO and CH) and
other Member States (e.g. BE, EL, ES, IT, LT, AT and PL) received numerous reports
of refusals or considered it as a continuous problem. In general, it seems that some of
the reported problems are more concentrated in certain Member States and tourist
areas.

But it could also be the result of the fact that patients find it challenging to identify
healthcare providers subject to the public scheme under the national legislation of the
Member State of treatment where it is possible to receive necessary care by using the
EHIC (as reported by Germany, Estonia and Belgium).?®> Therefore, the number of
healthcare providers subject to the national legislation of the Member State of
treatment compared to the total number of healthcare providers (including non-
contracted and private healthcare providers) could be a good indicator for the
coverage rate. Moreover, it is sometimes difficult for patients to know whether the
healthcare provider is contracted or not. This might be remedied by a uniform logo, as
proposed by Austria. Another useful indicator to measure possible problems with the
acceptance of the EHIC is the number of E126 forms as a proportion of the total
number of claims. Especially competent Member States such as Belgium, Spain,
Denmark and Slovenia show a high percentage of claims issued by insured persons
and verified via an E126 form.?* But this could also indicate a low number of persons
having a valid EHIC. It would be useful to look at the differences in bilateral flows
between Member States. However, this detailed information is not available for all
reporting Member States. In general a major part of the claims are still settled directly
among the Member State of stay and the competent Member State (Tables 4 and 5).

5.3. Alignment of rights

Despite the Administrative Commission Decisions®> and the European Commission’s
explanatory notes®® on the matter, almost all reporting Member States?’ signalled
difficulties in connection with the interpretation of ‘necessary healthcare’ (see also

3 Belgium has reported following interesting link with regard to Spanish healthcare providers:

http://www.msssi.gob.es/estadEstudios/estadisticas/sisInfSanSNS/ofertaRecursos.htm

24 However, Belgium and Denmark only reported the number of E125 forms received electronically.

25 Decision S1 indicates that all necessary care is covered by the EHIC, and Decision S3 of 12 June 2009
defines specific groups of treatment which have to be considered as ‘necessary care’.

%6 Explanatory notes on modernised social security coordination Regulation (EC) Nos 883/2004 and
987/2009 are available at http://ec.europa.eu/social/main.jsp?catld=867.

27 BE, Cz, DE, EE, ES, IT, CY, LV, LT, HU, MT, NL, AT, PL, RO, SK, FI, IS, NO and CH.
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Annex II - Table A4). Healthcare providers of the Member States of stay may refuse
to provide healthcare on the basis of an EHIC, or competent Member States may
refuse reimbursement of the provided healthcare due to a too broad interpretation of
‘necessary healthcare’.

There appears to be a lack of consistent interpretation between Member States, and
between healthcare providers. First, healthcare providers struggle to make a correct
distinction between ‘necessary healthcare’ and ‘planned healthcare’. Some Member
States report difficulties even for treatments defined in Decision S3 of the
Administrative Commission ?® and covered by the EHIC.

The following paragraph of AC Decision S3 appears to result in interpretation
problems: “Any vital medical treatment which is only accessible in a specialised
medical unit and/or by specialised staff and/or equipment must in principle be subject
to a prior agreement between the insured person and the unit providing the treatment
in order to ensure that the treatment is available during the insured person’s stay in a
Member State other than the competent Member State or the one of residence”.*
Such prior agreement is recommended between the patient and the healthcare
provider they will visit abroad, to ensure that the highly specialised treatment will be
available when they visit, for example a dialysis centre. However, this does not refer
to a prior authorisation by the authorit