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Welcome to SHICK

People with Medicareften have questions about health insurance, but all too frequently theeye
limited resources to obtain objective information. Many need information and assistance regarding their
decisions in the following areas:

1 What kinds of benefits would suit their needs;
1 What type of health insurance coverage they should have;
1 Howmuch health insurance coverage they should have;
1 How to take advantage of the coverage they already have.
Some people with Medicare have problems such as the following:
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To help with these needs, Congress credbtateHealth Insurance Assistance Programs (SHIRe)State
Health Insurance Assistance Program, or SHIP, is alstagal program that offers local orm-one
counseling and assistance to people with Medicard their families. Through CMS funded grants directed
to states, SHIPs provide free counseling and assistance via telephone ato-face interactive sessions,
public education presentations and programs, and media activities.

There is a SHIR every state as well as in Guam, Puerto Rico, the Virgin Islands, and the District of
ColumbiaSenior Health Insurance Counseling for KangadICKis the SHIP for Kansas.

What is the Mission of SHICK?

SHICK educates the public and assists consumers on topics related to Medicare and health insurance so
they can make informed decisions.

Two Primary Services Suppaf S {1 L/ Y t NPINI YQa aAaairzyy
Information and Education

Consumer education, provided in several ways, reaches a broad section of the population. Consumer
education services provide objective information about Medicare, A8 D, Medicare supplement
insurance, longerm cae insurance, prescription druggsistancereceiving Medicare through managed
care plansand other insuranceelated topics. Consumers receive information through public forums,
presentations to organizations and groups, displays, radio, television, and a variety of printed materials.

One-on-One Counseling

One-on-one confidential sessions thitrained counselors focus on specific information or problems.
Individual counseling sessions are an effective way to objectively provide information on health insurance
coverage, claims assistance, and referrals to appropriate agencies. Individualrdewaking and
problemsolving are supported at all times.
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Administrative and National Policy Requirements
SHIP Minimum Requirements

The State Health Insurance AssistafProgram (SHIP) grant is intended to strengthen the capability of
States to provide all Medicare eligible individuals information, counseling, and assistance on health
insurance matters. The grant from tAeministration for Community Livi@\Cl, U.S. Department of
Health and Human Services (DHR&Eps ensure that States have a network of staff and volunteers to
provide accurate and objective health insurance information and assistance in niafiirmged health
coverage decisions and understanding related rights and protections. Although States have adopted a
variety of methods to provide such services to individuals, Section 4360 of the Omnibus Budget
Reconciliation Act of 1990 requires that egifate program must encompass all of the following activities:

1. Counseling and assistance to eligible individuals in need of health insurance information including:

a. Information that may assist individuals in obtaining benefits and filing claims under Titles XVIII and

XIX of the Social Securigt.

b. Policy comparison information for Medicare supplemental policies (as described in section
1882g)(1) of the Social Security Act, as amended) and information that may assist eligible
individuals with filing claims under such Medicare supplemental policies.

Information regarding longerm care insurance.
d. Information regarding Medicaid progms, including Medicare Savings Programs.

e. Information regarding other types of health insurance benefits that may be provided to eligible
individuals in the State.

f. Information regarding health insurance coverage options created under the Bal&uckybt Act of
1997 and subsequent amendments under the Balanced Budget Refinement Act of 1999, the
Benefits Improvement and Protection Act of 2000, and the Medicare Prescription Drug,
Improvement and Modernization Act (MMA) of 2003.

2. Outreach programsother than oneon-one counseling, to provide health insurance information,
counseling, and assistance to eligible individuals.

3. Systems of referral to appropriate Federal or State departments or agencies that provide assistance
with problems relatedo health insurance coverage (including legal problems).

4. Establishing a sufficient number of staff positions (including volunteers) necessary to provide the
services of a health insurance information, counseling and assistance program.

5. Assuringhat SHIP staff members (including volunteers) have no conflict of interest in providing health
insurance information, counseling and assistance, and abiding byHihie Security Plan Guidelifas
safeguarding confidential beneficiary information.

6. Colecting and disseminating timely and accurate health insurance information to staff members
(including volunteers).

7. Training programs for staff members (including volunteers).
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8. Coordinating the exchange of health insurance informabetween the staff of departments and
agencies of the State government, other pertinent federal agencies inclédigand SHIP staff
(including volunteers).

9. Making recommendations concerning consumer issues and complaints related to the provision of
health care to agencies and departments of the State and federal government responsible for
providing or regulating health insurance.

Program Services
Guidelines as outlined by our Grant agreement vAtDL
Sec. 13954 b.

2)
As part of an application for a grant under this section, a State shall submit a plan for-avisiate
health insurance information, counseling, and assistance program. Such program shall
(A)
establish or improve upon a health insurance information, counseling, and assistance program that
provides counseling and assistance to eligible individuals in need of healtames information, including
0)
information that may assist individuals atrtaining benefits and filing claims under this subchapter and
subchapter XIX of this chapter;
(ii)
policy comparison information for Medicare supplemental policies (as described in s&8868$g)(1) of
this title) and information that may assist individuals in filing claims under such Medicare supplemental
policies;
(iii)
information regarding longerm care insurance; and
(iv)
information regarding other types of health insurance benefits that the Secretary determines to be
appropriate;

1-4 Chapter 1
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Responsibilities bthe State SHICK Office

= =2 =4 4 A -2
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Supmrt Sponsoring Organizations in the recruitment of Counselors and Partners.
Determine criteria for counselor certifications andaertification.

Conduct ongoing education for Counselors, Partners, and Coordinators.

Supply Sponsoring Organizati@yordinator, and Counselors with information resources.
Refer clients to Sponsoring Organizations.

Monitor performance of Sponsoring Organizations, Coordinators, and Counselors to ensure the
provisions of theSHICK Minimum Requiremeatg met.

Provide information to the public regarding SHICK, Medicane other health insurance issues.
Market the SHICK program through coordinated efforts with the Sponsoring Organizations.
Promote the SHICK program on a statewide basis.

Manage and assist the SHICK Call Centers

Responsibilitiesof the SHICK Sponsoring Organizatand the SHICK Coordinator

)l
)l

= =42 4 4 A -

Appoint a properly qualified Coairthtor of Counselor Activities and a backup in case of absence.

Monitor performance of Coordinator & local counselors to ensureSk#P Minimum Requiremerase
met.

Provide expenditure reports to the Kansas DepartnfentAgingand Disability Servesfor funds
awarded pursuant to the Program Agreement with SHICK.

Recruit Counselors and Partners in the local area.
Screen volunteers for suitability as SHICK Counselors (e.g. ensure lict obifterest exists).

Ensure that Coordinators and Counselors have fulfilled training requirements, are certified by the
SHICK program, and are competent to provide counseling services.

Work with SHICK program staff and other agencies to coordpragentations and outreach events.

Collaborate with community organizations to ensure thatliomome and hardo-reach populations
have access to SHICK counseling services.

Provide speakers for public events as requested.

Host Initial & Update traings for local Counselors and Partners.

Receive client telephone calls & assign to Counselors based on the needs of the client.
Market the SHICK program through coordinated efforts with the State SHICK Office.
Serve as a clearinghouse for supplénd materials to Counselors and Clients.

Provide Counselors access to a copy machine, telephone, and computer with Internet at the
Sponsoring Organization for the purposes of counseling Clients.
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1 Maintain frequent communication with Counselors regjiag activities and job performance. This
includes disseminating updated information necessary for counseling.

1 Complete Client Contaceportsand Public and Media reporfer each contacbr public or media
event

1 Enter Client Contact repatand Public and Media Repos the NationalSTARS data entry system
every monthby the last day of the following month

Provide a monthly calendar of events to the State SHICK Office.

Participate in SHIG#onference calls or meetings scheduled (teleconference and/or webinar).
Attend SHICK Update Training each ydRegiired eaclyearto maintainActive Counselor status.)
ReadSHICK listserv messagesl disseminate information to Counselors & Partners.

Ensure that all Volueters are registerednthe STARS data entry system

=4 =4 =4 A4 A -2

Attend other Special Trainings as announced.
Responsibilities of the BICKCounseloror SHICK Partner*
1 Satisfactorily complete certification training.

1 Attend SHICK Update Training each year

1 Read and sign the Memorandum of Understandiagh year.
1

Provide confidential individual health insurance counseling services without conflict of interest and in
compliance withSHIP Security Plan Guidelif@ssafeguarding confidential beneficiary information.

Provide referrals to appropriate resources.
Maintain frequent communication with their Coordinator.

Complete Client Contaceports for each contacind Public ad Media reports for each public or
media eveniand complee the online reports on STARS

Email/internet access is required.
Subscribe t&HICK listserand read listsermessages

Provide information to the public regarding Mieare and other health insurance issues as outlined in
the SHIP Minimum Requirements.

Optional:
1 Give public presentations
1 Help with Health Fairs & Other Events

FEKS a{ |l L/i¥trainddant! bighswtiie Memorandum of Understanding just as the Volunteer
Counselor does. Other SHIP Minimum Requirements apply as well, though the Partner takes this training
for use in his or her job (e.g. social worker, case manager, discharge planner
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KDADSPrograms

SHICK is a program of the Kansas Department for Aging and Disability Services under the Commission o
Aging. It is part of the Medicare Grants Division, which encompasses the following three grant programs
funded by a grant from th&.S. Administration for Community Living (ACLS. Department of Health and
Human Services (DHHS

SHICK

Senior Health Insurance Counseling for Kansas (SHICK) provides free, unbiased, and confidential assiste
tokKr yalya ¢gK2 KI @S 1jdzSadAz2ya o62dzi aSRAOFNS I yR
counselors provide information and assistance with MediecssaesMedicareclaims and appeals,

Medicare Prescription Drug Coverage (Part D), Medicare sugpieinnsurance (Medigap) policies, leng
term care financing and options, and other health insurance issues. SHICK counselors also help eligible
consumers access the assistance programs offered by pharmaceutical companphsce meedication

costs.

Kansa SMP

The Kansas SMBenior Medicare Patrpproject educates Medicare and Medicaid beneficiaries and
providers about health care fraud, error, and abuse. Kansas SMP has created a statewide coalition of
regulaory agencies, law enforcement officials, and community organizations to help alert the public to
potential fraud activities. Trained SMP volunteers provide education, outreachomoge assistance, and
problem resolution to beneficiaries, helping themitentify and report health care fraud and abuse.

MIPPA

On July 15, 2008, Congress enacted into law the Medicare Improvements for Patients and Providers Act
2008 (MIPPA), Pub. Law 121¥5. In 2013, KDADS régd a grant to promote outreach and assistance for
Medicare beneficiaries eligible for Medicare Part D Extra Help and Medicare Savings Programs. This act
also provided funding to promote Medicare Part D counseling and assistance in rural areas, as well as
funding to promote preventive services covered by Medicare Part B.

In the state of Kansas in 2015, KDADS contracted with 11 organizations across the state to implement the
MIPPA grant, including Area Agencies on Aging, SHICK Sponsoring Organizatisesit &idability

Resource Centers. These organizations have gone across the state to promote Medicare Part D to rural
areas, preventive services, Extra Help, and Medicare savings programs through many venues including
health fairs, enrollment events, satimedia, and media outlets including television and newspapers, as
well as providing information to Medicare beneficiaries who come into their office. SHICK trained
counselors within these organizations also provide assistance with applications for ke8aangs

Programs and Extra Help.
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Area Agencies on Aging

There are 11 Area Agencies on Adik§A)in Kansas, each covering a sfiegieographical area. These

agencies coordinate service and programs for persons age 60 and over in each area. The numbers on the
above map refeto Area Agencieh ¥ G KS wmm !''!1'1 Qas wmn FNB {1 L/Y {LRY
County AAA (11) is not a SHICK sponsoring organization. The SHICK program for Johnson County is
coordinated through the East Central Kansas AAA.

SHICK Sponsaog Organizations

Wyandotte/Leavenworth County Area Agency on Aging
9135738545/ 1-888661-1444 / (fax) 9136738577

849 N 47 St, Kansas City, Kan$6102

Counties: Leavenworth Wyandotte

Sedgwick County Extension & SHICK Call Center
316-660-010Q ext. 0117/ 316-722-1432(fax)

7001 W. 21st North, Wichita, KS 67205

County: Butler, Harvey, Sedgwick

Central Plains Area Agency on Aging
3166605120 / 806367-7298ext. 5132
2622 W. Central Suite 500, Wichita 67203
County: Butler, Harvey, Sedgwick

Northwest Kansas Area Agency on Aging

7856288204 / 800432-7422 | 7856286096 (fax)

510 West 29th, Suite B, P O Box 610, Hays, KS 67601

Counties:Cheyenne, Decatur, Ellis, Gove, Graham, Logan, Norton, Osborne, Phillips, Rawlins, Rooks,
Russell, Sheridan, Sherman, Smith, Thomas, Trego,c&/alla
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Douglas County Senior Services

7858420543 /877-295-3277 | 785-842-0562 (fax)
745 Vermont, Lawrence, KS 66044

County: Douglas

Jayhawk Area Agency on Aging

7852351367 /800-798-1366 (outside Topeka) / 78354-5346(fax)
2910SW Topeka Boulevard, Topeka, KS 6661

County: Jefferson, Shawnee

Southeast Kansas Area Agency on Aging

620-431-2980 / 800794-2440 / 620431-2988 (fax)

1 West Ash, P. O. Box J, Chanute, KS 66720

County: Allen, Bourbon, Cherokee, Crawford, Labette, Montgomery, Neosho, Wilson, Woodson

Southwest Kansas Area Agency on Aging

6202258230 / 800742-9531 / 6202258240 (bx)

236 San Jose DR, O. Box 1636, Dodge City, KS 67801

County: Barber, Barton, Clark, Comanche, Edwards, Finney, Ford, Grant, Gray, Greeley, Hamilton, Haske
Hodgeman, Kearny, Kiowa, Lane, Meade, Morton, Ness, Pawnee, Pratt, Rush, Scott, Seward, Stevens,
Stafford, Stanton, Wichita

East Central Kansas Area AgencyAging

7852427200 / 800633-5621 / 785242-7202 (fax)

117 South Main, Ottawa, KS 66067

County: Anderson, Coffey, FranklidighnsonLinn, Miami, Osage

North CentraFlint Hills Area Agency on Aging

7857769294 / 800432-2703 / 7857769479 (fax)

401 Houston, Manhattan, KS 66502

County: Chase, Clay, Cloud, Dickinson, Ellsworth, Geary, Jewell, Lincoln, Lyon, Marion, Mitchell, Morris,
Ottawa, Pottawatonie, Republic, Riley, Saline, Wabaunsee

Northeast Kansas Area Agency on Aging

785742-7152 / 800883-2549 / 785742-7154 (fax)

18030regon Hiawatha, KS 66434

County: Atchison, Brown, Doniphan, Jackson, MarsiNgmaha, Washington

South Central Kans#@geaAgency on Aging

620-442-0268 / 800362-0264 / 620442-0296 (fax)

P. O. Box 1122, 304 S Summit, Arkansas City, KS 67005

County: Rice, McPherson, Reno, Kingman, Harper, Sumner, Cowley, Chautauqua, Elk, Greenwood
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TOLEFREE HOTLINE8Q0O-860-5260
SHICK WEB SITE
http://www.kdads.ks.gov/shick

How to FindSHIPs Outside the state of Kansas
7 Call1-800-MEDICARE(1-800-6334227)
9 Ask the SHICKall Center Operator at-800-860-5260
1 Go to:https://www.shiptacenter.org/
o! YRSNI GCAYR I {0GFGS {1 Lté&gx Of AO]
A Select the peferred state
A Click on the Go button
A¢KS aidrasSQa {1 Lt tNRFAES LI 3S
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Privacy Practices and Conflict of Interest

All SHICK counselors are required to complete annual training in Privacy practices and conflictsif inter
This training is provided during the -Pdur Initial Training or Annual Update training.

Definitions:

Privacy According to Merriamebster Dictionary 1 a the quality or state of being apart from company
or observation seclusionb: freedom from unauthorized intrusion <one's rightpavacy> 18" Century

Confidential According to Merriamebster Dictionary 1: marked by intimacy or willingness tonfide
<aconfidentialtone> 2 private, secret<confidentialinformation> 3 entrusted withconfidences<a
confidentialclerk> 4 containing information whose unauthorized disclosure could be prejudicial to the
national interest 1759

Gossip According to MerriamNebster Dictionary 1 adialect Britishgodparentb: companion cronyc: a
person who habitually reveals personal or sensational facts about othersughar or report of an
intimate natureb: a chatty talkc: the subject matter of gossig Before the 19 Century

Your Health Information Is ProtectedyBFederal Law

Most of us believe that our medical and other health information is private and should be protected, and
we want to know who has this information. The Privacy Rule, a Federal law, gives you rights over your
health information and sets rulesd limits on who can look at and receive your health information.

Understanding HIPAA Privacy
HIPAA Health Insurance Portability and Accountability AGtL996

According to HHS (Health & Human Servie&se Privacy Rule provides federal protections for personal
health information held by covered entities and gives patients an arraglbfsriwith respect to that
information. At the same time, the Privacy Rule is balanced so that it permits the disclosure of personal
health information needed for patient care and other important purposes.

Why the HIPAA Privacy Rule is needed

In enacting HIPAA, Congress mandated the establishment of Federal standards for the privacy of
individually identifiable health information. When it comes to personal information that moves across
K2aLWA Gt ax R2 002 Nhparty payefs) andSiake lines/ dudebiiatdas geléd an & A NR
patchwork of Federal and State laws. Under the patchwork of laws existing prior to adoption of HIPAA anc
the Privacy Rule, personal health information could be distributedthout either notice or

authorizatiort for reasons that had nothing to do with a patient's medical treatment or health care
reimbursement. For example, unless otherwise forbidden by State or local law, without the Privacy Rule
patient information held by a health plan could, wthdzi G KS LI GASYy G Q& LISNXYA &a.
who could then deny the patient's application for a home mortgage or a credit card, or to an employer
who could use it in personnel decisions. The Privacy Rule establishes a Federal floor of safeguards
protect the confidentiality of medical information. State laws which provide stronger privacy protections
will continue to apply over and above the Federal privacy standards.

Health care providers have a strong tradition of safeguarding private heddtimation. However, in
G2RIFI8Qa ¢62NXRZ GKS 2fR aéadasSy 27F LI LISNI NBEO2NRa
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broadly held and transmitted electronically, the Rule provides clear standards for the protection of
personal health informatin.

Who Must Follow the HIPAA Privacy Rule

2S OFftf GKS SyidAidASa i Kdvared ¥ntsadiihdmidubl$, Grganizatiors, andNA g1 O
agencies that met the definition of a covered entity under HIPAA must comply with the Privacy Rule's
requirements to protect the privacy of health information and must provide individuals with certain rights

with respect totheir health information. If an entity is not a covered entity, it does not have to comply
with the Privacy Rule.

Covered entities include:

1 Health Plansincluding health insurance companies, HMOs, company health plans, and certain
government programs that pay for health care, such as Medicare and Medicaid.

1 Most Health Care Providetsthose that conduct certain business electronically, such as
electronially billing your health insuranteincluding most doctors, clinics, hospitals,
psychologists, chiropractors, nursing homes, pharmacies, and dentists.

1 Health Care Clearinghousesntities that process nonstandard health information they receive
from another entity into a standard (i.e., standard electronic format or data content), or vice versa.

Who Is Not Required to Follow This Law
Many organizations that have health information about you do not have to follow this law
Examples of organizations thato not have to followthe Privacy Rule include:

life insurers,

employers,

workers compensation carriers,

many schools and school districts,

many state agencies like child protective service agencies,
many law enforcement agencies,

manymunicipal offices.

=A =4 =4 =4 4 -4 4

What Information Is Protected

1 Information your doctors, nurses, and other health care providers put in your medical record

1 Conversations your doctor has about your care or treatment with nurses and others

T LYF2NXYIGA2Y | 02dzi @2dz Ay @2dzNJ KSFf 0K Ay adzNBND
1 Billing information about you at your clinic

1 Most other health information about you held by those who must follow this law

How Is This Information Protected

1 Covered entities mustyt in place safeguards to protect your health information.

1 Covered entities must reasonably limit uses and disclosures to the minimum necessary to accomplish
their intended purpose.

1 Covered entitiesnust have contracts in place with their contractors and others ensuring that they use
and disclose your health information properly and safeguard it appropriately.
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1 Covered entities must have procedures in place to limit who can view and access ydhr heal
information as well as implement training programs for employees about how to protect your health
information.

What Rights Does This Law Give Me over My Health Information

Health Insurers and Providers who are covered entities must comply with ybaiteig

1 Ask to see and get a copy of your health records
1 Have corrections added to your health information
1 Receive a notice that tells you how your health information may be used and shared
1 Decide if you want to give your permission before ybealth information can be used or shared
for certain purposes, such as for marketing
1 Get a report on when and why your health information was shared for certain purposes
T LT &2dz 0SSt ASGS &2dzNJ NAIKGE | NB on§ protettedrydycarS R

o File a complaint with your provider or health insurer
o File a complaint with the U.S. Government

You should get to know these important rights, which help you protect your health information. You can
ask your provider or healtmsurer questions about your rights.

Who Can Look at and Receive Your Health Information
The law sets rules and limits on who can look at and receive your health information

To make sure that your health information is protected in a way that does natf@meewith your health
care, your information can be used and shared:

1 For your treatment and care coordination

1 To pay doctors and hospitals for your health care and to help run their businesses

1 With your family, relatives, friends, or others yoeidify who are involved with your health
care or your health care bills, unless you object

1 To make sure doctors give good care and nursing homes are clean and safe

1 To protect the public's health, such as by reporting when the flu is in your area

1 To make required reports to the police, such as reporting gunshot wounds

Your health information cannot be used or shared without your written permission unless this law allows
it. For example, without your authorization, your provider generally cannot:

T Give your information to your employer
1 Use or share your information for marketing or advertising purposes
1 Share private notes about your health care

Is SHICK a covered entity?

The Kansas Department on Aging and Disability Services is a HybridaEsitigle legal entity where only
some of the divisions or programs meet the definition of a Covered Entity,

AlthoughSHICK is part ¢at Hybrid Entity SHICKs notconsidered a covered entitilore information
will be forthcoming.
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Protecting Beneficiary Privacy
l'a F {1 L/Y O2dzyaSt2NE @&2dz gAff KIFI@S | 0O0Saa G2 oS
identifying information like Medicare numbers and Social Security Numbers. You must handle this

information carefully ad keep it confidential to protect beneficiaries from fraud, identity theft, health
based discrimination, and other potential problems.

1 Only collect the information you need to provide the help the beneficiary has asked for (for
example, you don't need a list of medications to help someone enroll in a Medigap plan).

1 Only share beneficiary information with people or agencies who aretflirewolved in providing

the help the beneficiary has asked for (like a Part D plan, for example).

Don't keep beneficiary information on a laptop or in a file that you take out of the office with you.

Don't leave beneficiary information out on a demkup on a computer screen where it can be seen

by others.

T / 2y RdzOG O2dzyaStAy3a aSaarzya Ay LINAGFGS 6KSNB
be overheard by others.

1 If you believe beneficiary information has been lost, stolen, or mbusentact your SHICK
Coordinator immediately.

1 If you believe a beneficiary has been the victim of fraud or identity theft, contact your SHICK
Coordinator and/or the Kansas SMP Coordinator immediately.

= =

Conflict of Interest

Conflict of Interest Definitiong According to MerriamWebster Dictionarya conflict between the private
interests and the official responsibilities of a person in a position of 843

SHICK adopted the following rule regaglimancial conflict of interest for SHICK volunteer counselors and
partners.

Adopted rule: Determination of when a financial conflict of interest exists between the responsibilities
of a SHICK Volunteer Counselor and the business interests of that voéunte

When screening potential SHICK Volunteer Counselors, Volunteer Coordinators should make a
determination as to whether applicants have a financialftict of interest. Obviously, anyone who is
currently associated with the insurance industry in any financial capacity is strictly prohibited from being a
SHICK volunteer counselor by law. As well, all individuals who could, even remotely, use theim pesit
SHICK Counselor as an avenue to solicit business from seniors are prohibited from becoming a SHICK
Volunteer.

If a situation arises where it is unclear to a SHICK Coordinator whether a financial conflict of interest exists,
the Coordinator shoulforward a request to the SHICK Director for a determination of whether such a
conflict of interest exists. All final decisions remain with the Director.

No volunteer applicant shall take any SHICK training until the Coordinator or Director has detefmained t
no financial conflict of interest exists.

People who have positions with agencies and other organizations who serve older people are not excluded
from being a SHICK volunteer as long as they do not use their position to solicit business of anyrkind fro
Medicare beneficiaries.
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The purpose of this rule is to insure that volunteers do not have any financial conflicts of interest between
their personal business interests and their responsibilities as a counselor which might compromise their
responsibilityto provide unbiased information to Medicare beneficiaries.

Revised and Approved October 14, 1997
Conflict of Interest- Counselors

SHICK counselors are trusted resources for Medicare beneficiaries. To maintain that trust, counselors

cannot be allowed to mfit in any way from their contacts with beneficiaries. SHICK has adopted several
rules to ensure that no volunteer has a conflict of interest that would prevent him or her from providing

unbiased counseling.

1 Anyone who is currently associated with timsurance industry is prohibited from being a SHICK
volunteer counselor.

1 Anyone who could use their position as a SHICK counselor to solicit business from beneficiaries is
prohibited from being a SHICK volunteer.

1 If a SHICK Coordinator is unclear abwehbether a conflict of interest exists, the Coordinator should
request a ruling from the SHICK Director.

1 Potential volunteers cannot take SHICK training until the Coordinator or Director has determined
that no conflict of interest exists.

1 People who wrk for organizations that serve Medicare beneficiaries may be SHICK volunteers as
long as they do not use their position to solicit business of any kind.
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MEDICARE OVERVIEW

Medicare is a federaldalth insurance program which began in 1965. States are not involved in the
LINEINI YQ& FTRYAYAAUNIGA2Yy® Ly 3ISYSNI X (GKS NYz Sa
though more detailed rules sometimes apply in specific states or regionpamdents rates often vary

from one region to another. Still, the program is virtually the same throughout the country.

Medicare is not free for the people, called beneficiaries, who benefit from the program. Congress designed
Medicare so beneficiaries wéd share the total cost of health care with thederal government through:

1 Premiums

9 Deductibles

1 Coinsurance charges, and

1 Payment for norcovered (excluded) services and items

Eligibility for Medicare is available to three groups: those wieo6b and older, people with disabilities,

and people with enestage renal disease (ESRD). Medicare eligibility is open to people regardless of
income. Eligibility is not based on financial need. In that respect, Medicare differs greatly from Medicaid,
the state-sponsored health insurance program for kimcome older Americans and others. Instead,
aSRAOINS A& GUASR fFNBSte G2 SYLX2eYSyldo ¢KS FAY!
for exanple, derives from a FICA withholding tax appliedvages.

Medicare has a fairly comprehensive set of covered benefits. It also offers a number of service delivery
2LIA2Yyad . SYSTAOAFINARSE KI @S (GKS 2LIiA2y (2 NBOSAD
6aSRAOFNB t I NIA !'RAGAR V. IX laf SSRA QO FNNEESOR 20NY NiIFK NP2 dza K |
GaSRAOFNB ! ROIyGlr3Se LXlyaoe wS3aFNRfSaa 2F GKS OK
have coverage for the Part A benefits that include inpatient hospital, skilled nursintyfdwime health,

YR K2aLAOS OIFINB aASNPBAOSad ¢KSe |faz2 KIFI@S 02@SNI
outpatient hospital, home health, ambulance, and preventive services, along with medical equipment,
supplies, and many other servand items.

The Medicare Advantage programanother name for Medicare Part C. Congress enacted®Pari998,

and through it set up several different systems for delivering Mediceo®ered benefits and services
OKNRdzZAK LINAGF(GS O2y iGNl OG2NE® ¢KSaS O2y (NI OG2NAZ
Organizations (MAOSs), offer Health Maintenance Organizations (HN@$g¢rred Provider Organizations
(PPOs), Privateeefor-Service (PFFS) plans, and more, to Medicare beneficiaries. These private plans must
cover the same services and benefits that are available through the Original Medicare program.

In 2003, Congresnacted the Medicare Modernization Act (MMA) and created the Medicare Part D

prescription drug program. From the start, the Original Medicare program did not cover most outpatient

prescription drugs. Medicare Part D addresses this shortcoming by delideguggoverage through

privately-sponsored prescription drug plans (PDPs) and Medicare Advantage plans with Part D drug

coverage (MAPDs). The Part D program also offers assistance femicame Medicare beneficiaries

through a lowincome subsidy (LISING ¢ 9 EG NI | St L¥E LINRP AN YO

aSRAOINS O20SNABR KSIfiK OFNX aSNBAOSa 2yfteée gKSy i

GK a2yY$8 SEOSLIiAz2yazr I aSNWAOS Ydzad 0SS aNBlLazyl

fftySaa 2 NﬂthyaaﬁMMedlcdrq@aymm $onetheless, Congress has added a number of

If K OFNBE &aONBSyAy3d FyR LNBGSYyiAodS OFNB aSNBAO

Chapter 2



SHICK HANDBOOK Medicare Overview

Regardless of medical necessity, Medicare specifically excludessarrrices and items from its covered
0SySTAlad aSRAOINBQa SEOtdzaizya AyOf dzRSY
1 Most care received outside the United States (with exceptions for emergencies along the Canadiar
and Mexican borders)
Custodial care, including most lotgym nursing homecare
Hearing aids
Routine dental care
Routine eye care
Routine foot care
Eyeglasses (except in connection with cataract surgery)
Dentures
Acupuncture and homeopathic care
Cosmetic surgery (except in connection with an illness or injury)
Private duty nursing

Who Runs Medicare?
aSRAOINBSQa IRYAYA&AUNYGA2Y A& GKS O2Y0AYSR 62N]J
descriptions of the main actors:

The Centers for Medicare & Medicaid &e&es (CMS)

CMS is the federal agency that administers Medicare and Medicaid. Its headquarters are in Baltimore, wit
Regional Offices (ROs) in 10 cities around the country. It is the largest agency within the Department of
Health & Human Seices (HHSELMS contracts with many private companies that handle aspects of
aSRAOINSQa LINPINIY 2LISNI dA2ya AyOfdzRAy3I Ofl AYa
handling complaints, and reviewing appeals.

1-800-MEDICARE: CMS8ersthel 3 Sy O& Q& v Hréel Meyidare BeBeHiciaty Bénfice Center. The
Service Center is set up to answer questions about billing and claims, to provide information on Medicare

health plans, to receive complaints, and to order publications. Customeicsarepresentatives are
available 24 hours a day, seven days a week.

The Social Security Administration (SSA)

SSA handles Medicare eligibility and enroliment for Social Security recif#&Assends enroliment

packets and Medare cards to new Medicare beneficiaries. It also processes applications for Medicare

t F NI BgD2yBg dadz0 AARe O[ L{0 LINRPIANIYDP ¢KS wlkAfNRLIF
handles Medicare eligibility and enrollment for Railroadifees.

{20AFt {SOdzZNAGE& NBLX I OSa 240 YR RIYlI3SReeaSRAC
phone number, 88007721213, or to their My Social Security account. SSA takes about 30 days to replace
a Medicare card. Railroad retireescghd call the RRB at800-808-0772.

¢tKS 3SyoeQa NeBfS Ay aSRAOFNB Aa f
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The Office of Medicare Hearings and Appeals (OMHA)

OMHA is a separate agency within the federal Department of Health and Human Services (HHS). It employs
Administrative Law Judges (ALJ) to provide hearings in the Medicare appeadssro

CMS' mission is to ensure health care security for beneficiaries.
hNAIAYLFE aSRAOFNBQa LI &ayYSyid O2yiGNX Ol2NAR OdzNNBy €

1 A/B Medicare Administrative Contractors (A/B MAGsho contract with CMS to process Part A

claims for hospitals and deitl nursing facilities and Part B claims for hospital outpatient services,
physicians, ambulance providers, and others in a rsttie/territory region.

Home Healthand Hospice Medicare Administrative ContractditsH MAC9 who contract with

CMS to proess claims for home health agencies and hospice organizations in foustateti
regions.

DME Medicare Administrative Contractors (DME MAG#$) contract with CMS to process Part B
claims for dirable medical equipment (DME) and supplies, including Part B drugs, in four multi
state regions. CMS has phased out the former Durable Medical Equipment Regional Carriers
(DMERCsS).

CMS also contracts with private companies to investigate quality ofomamglaints and to review
coverage and payment decisions at certain points in the Medicare appeals process. These contractors
include:

1 Quality Improvement Organizations (QIOaho contract with CMS to investigate complaints

about poor care, review hospit discharge decisions, and handle expedited review requests for
skilled nursing facility and home health service terminations. QIOs also work with providers on
guality of care improvement projects. In 2014, CMS redesigned its QIO Program to furthereenhanc
the quality of services for Medicare beneficiaries. The new program structure maximizes learning
and collaboration in improving care, enhances flexibility, supports the spread of effective new
practices and models of care, helps achieve the prioritighe@National Quality Strategy and the
goals of the CMS Quality Strategy, and delivers program value to beneficiaries, patients, and
taxpayers.

o The QIO Program changes include separating case review from quality improvement,
extending the contract pgod of performance from three (3) to five (5) years, removing
requirements to restrict QIO activity to a single entity in each state/ territory, and opening
contractor consideration to a broad range of entities to perform the work.

o Now, one group of @s will handle complaints while another group will provide technical
assistance to support providers and suppliers. QIOs will have new skills for transforming
practices, employing lean methodologies, assisting with value based purchasing programs
and devebping innovative approaches to quality improvement.

0 Seehttp://www.cms.hhs.ga/QualitylmprovementOrgs/

Qualified Independent Contractors (QIGsho contract with CMS to review coverage denials in

GKS aSO2yR adal3sS 2F GKS hNAIAYyLE aSRAOINBE | LILJ
Part A reconsiderations for eashd west regions, Part B reconsiderations for north and south

regions, and DME reconsiderations for all the states and territories. See
http://www.cms.hhs.gov/OrgMedFESAppeals
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Sources of Medicare Eligibility, Coverage, and Payment Rules

Congress enacts the Medicare statutes in which the lawmakers broadly defink MédNJS Q& (1 S NI &
scope of benefits. CMS, the federal Medicare agency, issues federal regulations, policy manuals, and oth
JdzA R yOS R20dzySyda GKFG AYGSNLINBG GKS aSRAOINB
payment rules.
1 The Medicae Statutes, known as Title XVIII of the Social Security Act and codified at 42 United
States Code (USC) Section 1395, were enacted and are often amended by Congress.
1 The Medicare Regulations are found at 42 Code of Federal Regulations (CFR), P8 @B
publishes proposed regulations in the Federal Register and seeks public comment before finalizing
the regulations that eventually appear in the Code of Federal Regulations.

[enN

f The Medicare Policy Manuals appearforh Yy S | i / a{ Qa 6So0aArds
http://www.cms.hhs.gov/Manuals/IOM/list.as@ ¢ KS GLYGSNYySiG hyd e aly
interpretation of the Medicare statute ancegulationsp ¢ KS& I f 382 Ay Of dzRS 4G e
/| 2SN 3AS 5SHGSNNYAYlIGAZ2Yyaeg GKIG 3FdzARS aSRAOI NE

certain services, procedures, and devices.

1 Medicare Program Transnails, available ahttp://www.cms.hhs.gov/Transmittalsare sent by
CMS to its contractors toyp new or revised policies into action.

T [20Ft [/ 2@SNI3AS 5SHUSNVAYIFGA2Y A GKFEG aSRAOFNEBC
policy on some Medicare coverage issues.

Higibility and Enroliment
Eligibility in General

Gongress conceived Medicare as a health insurance program for workers who are no longer able to work
due to age or disability. Hence close ties exist between Medicare eligibility and eligibility for Social Securit
benefits. Note, however, that Medicare aenage is available for some individuals who otherwise do not
qualify for Social Security retirement payments.

Three groups of people are eligible for Medicare benefits. Those who benefit from the program are called
beneficiaries. The three eligibility grps include:

1 People 65 and older

1 People with disabilities who have been receiving Social Security or Railroad Disability payments fo
Hn Y2y GKaz SEOSLII T2 N LIS NE thgyare gligiiieior MetlidarenS K NJR
the sixth month of dsability.

1 People with enestage renal disease (ESRD), that is, kidney disease that requires dialysis or
transplant.

Most of those who are eligible for Medicare amrtitled to benefits because they paid into tivedicare
hospital insurance trust funthrough FICA payroll deductions at work. But a work record in the United
States is not required for people 65 and older. Citizens of the U.S. who are 65 and older and did not pay
long enough into Medicare trust fund, as well as permanent residentcitizensaged 65 and older who

have lived in the United States for five years prior to applying for Medicare, are eligible for Medicare
benefits. They must, however, pay monthly premiums for both Medicare Part A and Part B benefits.
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Enrollment in General

The Social Securiddministration (SSA) and Railroad Retirement Board (RRB) for railroad retirees
determine eligibility for those entitled to Medicare benefits and handle enrollment. SSA uses both
automatic and voluntary enrollment procedures. Many people are enrolled aatmailly in Medicare.

Others must apply for Medicare coverage at a Social Security office or online. Note that some enrollment
rules differ for Part A and Part B, including rules for some people who work beyond age 65.

SSA and RRB issue Medicare car@stolled beneficiaries. For more information about Medicare
eligibility and enrollment, contact:

1 The SSA at-800-772-1213, or go tdttp://www.ssa.qgov
1 The RRB at-800-808-0772, or go tdittp://www.rrb.gov.

Higibility and Enrollment for Medicare Part A

Persons Entitled to Retirement Benefits

Even though the age for full Social Security retirement benefits is later than age 65 for persons born after
1938, Medicare eligibility is still at age ®Bost people 65 and older are entitled to Part A benefits because
they or a spouse have 40 creditsNily SNIX & & lj dzFr NIiSNB 2 F -eedaibl@d®ent) Ay
Those who choose to receive Social Security or railroad retirement benefits at age 65 or earlier do not

need to apply separately for Medicare. Social Security enrolls them automaticMigdicare Part A.

About 99 percent of Medicare beneficiaries do not pay a premium for Medicare Part A benefits. For more
AYF2NXYEFGAZ2Y 2y | dzF NI SNB Bif/WHe.SSF NS TICOPNGCTAhGmI { { ! Qa

Those who wait past age 65 to apply for their monthly Social Security or railroad retirement benefit
payments can apply for Medice benefits at a Social Security office or online through
http://www.ssa.gov/. They can apply for premiufnee Part A anytime dumg the year. Their Part A
benefits can take effect retroactively, up to six months before they applied.

People with Disabilities or ESRD

People of any age with disabilities who are entitled to Social Security or Railroadityisamefits for 24
months are also entitled to Medicare Part A without paying a premium. Their Medicare benefits start in
the 25th month of receiving disability benefit payments.

People of any age who have esthge renal disease (ESRD) and have hadhay transplant or have
received dialysis for three months are entitled to Medicare Part A benefits. People with ESRD must contact
Social Security to apply for Medicare.

An exception to the 24nonth disability waiting period applies to people who hagedz DS KNA 3Qa RA
(amyotrophic lateral sclerosis, ALS). The law waives the waiting period. Because Social Security disability
payments start after five months of the onset of a disability, Medicare coverage takes effect on the first

day of the sixth morit of the ALS disability.

Voluntary Enrollment in Medicare Part A

Those not entitled to Medicare through employment can enroll in Medicare voluntarily. This group
includes certain people with disabilities and certain people a&fednd older who do not have enough
work credits to qualify for premiudAree Medicare. They must, however, be willing to pay monthly
premiums for the benefits. Seniors and people with disabilities who have fewer than 40 credits in Social
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Securitycovered enployment must pay a monthly premium for Part A benefits. Medicare premium
amount for the current year can be found in the Appendix. A late enroliment penalty may apply for those
who enroll a year or more after their 65th birthday. Voluntary enrollees hkee time frames to enroll in
the Part A program, just as with Medicare Part B.

Higibility and Enrollment for Medicare ParB

Persons eligible for Part B

Those who are eligible for Part A benefits also are eligible for Medicare Part B. In addition, persons aged
and older who are U.S. citizens or permanent resident-aitimens for five years who are not entitled to
Part A through Social Securitpveredemployment can enroll in Part B without enrolling in Part A.

Enrollment Periods

People who are eligible for Medicare Part B benefits must enroll in the program during an enroliment
period. Original Medicare has three distinetrellment periods. Note that Original Medicare does not have
the sixweek Annual Enrollment Period (October 15 to December 7) that exists for Medicare drug plans
(Part D) and Medicare Advantage plans (Part C).

Initial Enrollment Period (IEP)

The IEP is a sevenonth time frame that includes the three months before and after the month of a
LISNB 2y Qa cplUK O0ANIKREF@®

1 If a person enrolls (or is automatically enrolled) in Medicare during the first three months of the initial
enrollment period, Medicare coverage starts on the first day of the month in which the person turns 65
(unless their birthday is on thetbf the month, when their Medicare eligibility begins on thédf the
month prior to their birthday month).

1 If a person enrolls in the month of her 65th birthday, coverage starts on the first day of the next

month.

If a person enrolls in the fifth month of the IEP, coverage will start two months exfiteliment.

If a person enrolls in the sixth or sevemttonth of the IEP, coverage will start three months after

enroliment.

= =4

General Enrollment Period

The General Enrollment Period is a thhaenth time frame at the beginning of each calendar year
(JanuaryMarch) during which a begdiciary who did not enroll during an initial enrollment period can
enroll in Medicare Premium Part A and Part B.

1 Coverage for Premium Part A and/or Part B takes effect on July 1.

1 Premium penalties apply for those who enroll more than 12 monthsvatig their initial eligibility
date.

1 Part A Penalty: 10% premium surchafgetwice the number of years you could have had Part A, but
didn't sign up.

1 Part B Penalty: 10% premium surcharge for eacimdth period that had passed when a person
couldhave been, but was not, enrolled in Part B.

o Note that beneficiaries under the age of 65 currently paying this premium penalty will not have
to pay that penalty upon turning 65.
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o Currently there is no cap on the penalty amount. For example, beneéisiaauld be
responsible for paying anywhere from 10%yglar delay) to 300% (2gear delay) depending on
how long they delayed enrolling.

Special Enrollment Period

The law requires employers with 20 or more employees to offerdhme health coverage that it makes
available to younger employees. In other words, these employers cannot force an older worker to get her
health insurance through Medicar&éhose who work beyond age 65 (the working aged) for employers

with 20 or more emloyees, and who have continued health insurance coverage through an employer
group health plan have an eightonth time frame to enroll in Medicare. The SEP starts in the month

when a retiree is no longer working and her employee group coverage ends.

Qoverage takes effect on the first day of the month following enroliment.

No penalties apply for late enroliment.

A Special Enrollment Period is also available to spouses of the working aged.

The Special Enrollment Period does not apply to those @dntinue their group plan coverage through
COBRA rights and stopped working more than seven months ago.

T
)l
)l
)l

Enrollment Procedures

Enrolling in Medicare Part B is optional. A person who enrolls in Medicare Part A is also enrolled in Part B
unless they opt out of Part B.

1 Most people do not opt out of Part B because they need the coverage.

1 Social Security sends an enrollment padkat contains the red, white, and blue Medicare card.

1 For automatic enrollees, Social Security enrolls them in both Part A and Part B, unless the beneficiary
signs and returns an official pesard or other written statement to SSA in which they opt of Part B
coverage.

1 The working aged (and their spouses) with employer group coverage can enroll in Part A (because they
are entitled to it without premiums) and opt out of Part B. Part A Hospital Insurance pays second to the
employer group plan. Tise beneficiaries can enroll in Part B later (as described above).

1 Part B Premiura The standard Part B premiufor the current year is listed in the appendktowever,
the Hold Harmless rule that ensures that Social Security checks will not declinerfeoyear to the
next because of increases in Medicare Part B premilimsome years, if there is no cost of living
increase in the Social Security beneftedicare beneficiaries who had their Medicare Part B premium
deducted from their Social Security Railroad Retirement pensions will not have an increase in their
Part B premium and will continue to pay the same premiutiménext year Some lowincome
persons may qudy for state assistance in paying the Part B premium through Medicaid or the
Medicare Savings Programs.

1 IRMAA-the law requires Medicare beneficiaries who have relatively high incomes to pay the monthly
Part B premium along with an inconnelated adjistment to the premium. The income adjustment
applies to beneficiaries who file individual tax returns and to beneficiaries who file a joint tax return
and have modified adjusted gross annual income alseertain amountThe monthly premium
adjustment anountsfor each level can be found in tiMedicare Premium and CeSharing Amounts
in the appendix.
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Medicare Overview

Medicare CardPrior to April 2018

The Medicare card shows if the individual has Part A and/or Part B. It is important to dsvaikthis
beneficiaries Wich Part(s) they have. The suffix following the Social Security number on the card explains
how the person is eligible for benefitsSee the chart in the Appendix.)

A husband and wife will each hatheeir own card and number. The Me&are card should be carried by the
beneficiary only at times when the beneficiary is seeking medical treatrteeat/oid dentity theft. If it is

lost, the Social Security office should be contacted immediately to obtain a new one. A beneficiary should
never permit another person to ugéeir Medicare card.

T

)l
1

l

¢tKS aSRAOINBE OFNR aK2ga (K Sndwhaf@ishidfedichi® thes V|
beneficiary has, along with the effective dates for each part.

Name of Beneficiarjfgach individual ge a card with his/her name.

Claim NumberAlso referred to as thélealth Insurance Claim Number (HICN)ine-digit number
(usually Social Security number) plus a suffix of one or two letters is listed. The letter indicates how
the beneficiary qualiés for Medicare. This number should be included on all claims and Medicare
correspondence. If the beneficiary or spouse worked for the railroad, the Medicare number will be
a ninedigit number with a prefix of one or two letterESee the suffix listing ithe Appendix.)
IsEntitled Tof K29 G6KAOK t I NIoav (GKS o0SYSTAOAINE KI a
LyadzN» yOSé¢ | yRk2NJ daSRAOIFf Lyadz2NIyOSe NI GKSN
LyadzNF yOS 6t NI ! 0é ot ¥ REBeMaré @diried @ Pdrt ClonyDaadzhll y C
separate card is issued for those benefits by the private insurance company.

Effective Datelndicates the date coverage started. Benefits are not payable before this date.

EXAMPLES:
Your Medicare Qal Front View

1-800-MEDICARE (1-800-633-4227)
NAME OF BENEFICIARY
JANE DOE
MEDICARE CLAIM NUMBER ~_SEX

000-00-0000-A FEMALE

MEDICAL

SIGN
HERE

Your Medicare Card Back View

MEDICARE {; HEALTH INSURANCE

TLCA ol A il v sl o i seeE o nEns,

. Lol o twspal o dosioe sl oo cand el o rasuie
1oEpAl meaizal, o e Ty semkag Uzar Rsdicare

3. Moor card = geed veberor va lies e e Uriled Slalos,

LT 1 LA SR PIERR RETPY CLRNCT ey | LARTINTECH INPEE PESVECS) RRITRN CHTS FTEREeT)

whocrn s unlanfd ord sl imeke e Terder lacks 1o pzmale Fkunc,

LU TR LR B R L

1yl hawe gliestions

IS ENTITLED TQ. ERFECTIVE DATE IT?G;I;':?IE;T;&HF
HOSPITAL PART A 07-01-1986 FRI - EIELAL
PART B 07-01-1986 (180G 4227,
Centars bar Medicare & TTHTDO: | -A774A6-204R)
P vl Ssar o e or Wil us al
Snlinn, ¥ ead 155 wnww, e lenre. g

RTINS - - Ll LR |
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New Medicare Numbers and Cards

TheMedicare Access and CHIP Reauthorization Act (MACRA) ofe2diegs CMS to remove Social
Security Numbers (SSNs) from all Medicare cards by April 2019. Medisare Beneficiary Identifier
(MBI) will replace the SSihased Health Insurance Claim NumbdelGN) on the new Medicare cards for
Medicare transactions like billing, eligibility status, and claim status.

Between April 1, 2018 and April 1, 2019, CMS be removing Social Security numbers from Medicare cards
and mailing each person anew card. Thiskvi8 f LJ { SSLJ LIS2 L) SQa AYTF2NXNI GA2y
protect their identity.

I yS% aSRAOINB DbdzYoSNJ GKIGQa dzyAljdzS gAft 2yfte o685
change coverage or benefits. Medicare will provide more information when new asgdsailed.

The new cards will no longer include gender or a signature line. They will also be smaller, the size of a
standard credit card to fit in wallets easier and can be laminated.

How will the MBI look?
The MBI will be:

1 Clearly different than the HICN and RRB number
1 12l-characters in length
1 Made up only of numbers and uppercase letters (no special characters)

Will the MBI's characters have any meaning?

Each MBI is uniqueandomly generated, and the characters are "Aatelligent,” which means they don't
have any hidden or special meaning. MBI format specifications can be found in Chagt&ppdndix
page 1416.

-/@ MEDICARE HEALTH INSURANCE
¥

Name/Nombre

JOHN L SMITH

Medicare Number/Numero de Medicare

1EG4-TE5-MK72
Entitled to/Con derecho a Coverage starts/Cobertura empieza

HOSPITAL (PARTA) 03-01-2016
MEDICAL (PARTB) 03-01-2016
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MEDICARE PART A

Medicare Part A has four main benefits:

1 Inpatient Hospital Care (including rehabilitation hospital and psychiatric hospital care)
9 Skilled Nursing Facility Care

1 Home Health Care

1 Hospice Care

Part A providers submit payment claims for their services to a Medicare claims contractor. Depending on
the type of provider, they send claims to a Part A and Part B Medicare Administrative Contractor (A/B
MAQ, or a Home Healtand Hospice Medicare Administrative ContradiidH MAQ. Afterwards, the

claims contractor sendsMedicare Summary Notide the patient that explains the coverage decision and
0KS LI GASYdiQa aKINB 2F (KS Ozadaod

Part A providers have one calendar year from the date of service to submit claims to Medicare. Medicare
Advantage plans may have different time frames.

Inpatient Hospital Coverage
Acute Care Hospitals

Medicare will pay for acute care hospital stays only when the services can be provided on an inpatient

basis in a hospital. Hospital staff, including the internal Utilization ReviewGQaRnittee, reviews a

LI GASyGQa aidle Ay tAIKG 2F aSRAOFNBQAa O20SNI IS N
ySOSaalNEZ¢g 2NIATF | LI GASYyGiQa O2yRAGARZ2Y 2dzadATAS
can movesafely to a lower level of care.

aSRAOI NBQa AYyLI GASYd K2aLWAdl € SHICK Tip LY
1 Semiprivate room (Medicare covers the cost of private Medicare Part A generally does not

. cover the services that surgeons,
rooms when they are medically necessary) anesthesiologists, or other physicians

Regular nursing seisgs (but not private duty nursing) provide in the hospital. Physicians bill
Drugs, supplies, and equipment separately for their services and
Physical therapy submit claims to Medicare Part B.

Medical ial . When helping clients sort through
e !Ca SOC"T" serwce.s ] ] their pgper work following a hospital
Medical services provided by interns or residents stay, keep this difference in mind.

= =4 =4 4 -4

Medicare excludes some services from its inpatient hospital coverage.
ServicedNot Covered During Hospital Stays

Physician services (covered by Medicare Part B)
Personal convenience items such as television, radio, and telephone if billed separately
Private duty nurse
Extra charges for private room unless required for medicadoas
First three pints of blood
Care received outside the United States.
o0 Exceptions: The following very limited situations involving qualified Canadian or Mexican
hospitals are covered.

= =4 -8 48 -4 4
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0 The beneficiary is in the U.S. whenemnergencyoccurs and Canadian or a Mexican hospital is
closer than the nearest U.S. hospital which could provide needed emergency care.

0 The beneficiary lives in the U.S. and a Canadian or Mexican hospital is closer to his or her hom
than the nearest U.S. hospital, regardless of whether an emergency exists.

0 The beneficiary is in Canattaveling the most direct route to ordm Alaska and a lowet8
state, and an emergency occuleat requiresadmittance to a Canadian hospital. Medicavii
not pay for emergency situations in Canada while traveling as a tourist.

Covered Dayand Costs for Inpatient Hospital Services

Medicae covers up to 150 days of inpatient hospital care within a benefit period as long as the covered
days are medically necessary. With the start of each new benefit period, a Medicare patient has 90
renewable covered days. Medicare patients also have 60N&nyY S g 6 S af A FEGAYS N&F

Abenefitperiod I f a2z OFfftSR | aallStt 2F AftfySaaxe adal N
hospital and ends when the person has not received inpatispital or skilled nursing facility levels of

care for 60 days in a row. The number of covered days remaining for a patient depends on the
continuatiort or endr of the benefit period'see examples below).

The costs that beneficiaries owe for inpatient hitapstays relate to the number of covered inpatient
K2aLIAGFE RFrea GKIG GKSe eghalng dhgrgeb inctudeyh Srday deductiBleNR 2 R
for inpatient hospital services and coinsurance charges that apply to some hospital stays.

1 Part A Deductibland Days 1 to 60: At the start of a hospital stay in a new benefit period, the
patient owes a deductible. After a patient meets the deductible, Medicare covers in full the first 60
inpatient hospital days in thedmefit period. The Part A deductiblenst an annual deductible.

Clients who have a series of hospital stays could face up to four Part A deductibles in a calendar
year if more than 60 days separate their repeated hospital stays.

1 Coinsurance for Days 61 to 90: Patients owe a daily copay when they use days 61 through 90 in a
benefit period. Medicare covers the balance of the hospital bill.

T / 2AyadaNF yOS FT2NJ5Fea dm G2 mpnY tlFGASyEnE 2068
RFreaddé aSRAOFINBE O20SNAB GKS oFflyOS 2F (KS K2

T 58 mMpm YR .S&2yRY LF (0KS K2aLWhAdalt adre Oz2y
a benefit period, the patient is responsible for the entire hospital bill. But if the paksaves the
hospital for 60 days in a row and ends the benefit period, they have a new set of 90 covered
hospital days if they enter the hospital again.

Medicare Part A and Part B have separate patient-shating systemét | NIi ! Q& RSRdzO( Ao

0OSYSFAUO LISNA2R® t I NI . KFra Fy lyydadf RSRdzOGAOGTE S
they may not know as much about Part A. What are the origins of the two deductibles? Congress
LI GGSNYSR tFNI ! FYyR tFNO . 2y GKS . ftdzS / Nraa 6

The fact that a person may owe more than one Padeductible during the year may surprise some
beneficiaries who often expect an annual deductible.

! Annual cossharing amounts are available in the appendix undenualMedicare Premium and CeSharing Amounts
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Inpatient Rehabilitation FacilitfIRF)

Inpatient rehabilitation facilities, or rehaliation hospitals, specialize in providing pastute

rehabilitative care for injured, disabled, or sick persons, including those who have had strokes, joint
replacements, and injuries. Medicare treats rehabilitation hospital stays the same as acutospital

stays for purposes of the Part A benefit period. The number of days spent in a rehabilitation hospital count
toward the 150 Medicareovered inpatient hospital days in a benefit period. Medicare covers

rehabilitation hospital stays if:

1 A physi@n certifies the need for the care;

1 The patient needs a relatively intense, mudisciplinary rehabilitation program;

1 A team that includes speech therapists, physical therapists and/or occupational therapists, and
rehabilitation nurses working undéhe supervision of a physician specializing in rehabilitation
medicine provides the care; and

1 The patient is progressing toward the goal of functioning as independently as possible.

LongTerm Care Hospitald. TCH)

Since 1999, Medicare has certified some facilities to operate ast@ngcare hospitals (LTCHSs). Their
average inpatient length of stay must be 25 days or longer. These hospitals typroailde postacute
extended medical and rehabilitative care for patients whose conditions are complex and who may have
more than one acute or chronic condition. They provide services such as rehabilitation, respiratory
therapy, cancer treatment, head twana care, and pain management.

For purposes of covered days in a benefit period, Medicare treats LTCHSs the same as acute care and
NEKFOATAGFGAZ2Y K2aLAiGlfad ¢KS ydzYoSNI 2F Rl &a aLlS
inpatient hospital days in lbenefit period. Where they exist, LTCHs provide an alternative to skilled

nursing facilities for some patients.

Psychiatric Hospitals

Medicare covers inpatient psychiatric hospital stays when aiptaysdetermines that the patient, at the
time of admission, needs and will benefit from the hospital stay NFedicare coverage to continue, the
patient must require a hospital level of care and receive active treatment.

Unlike acute care and rehabilitation hospital stays, Medicare covers 190 days of inpatient psychiatric
K2alLIAalf OFNB Ay | LI GASYyGQa tAFSGAYS® ¢KS LI GAS
lifetime limit applies only to services reced/a a psychiatric hospital, and not to services in the

psychiatric unit of a general hospital.

Payments to Hospitals and the Right to Needed Care

aSRAOINS LI ea K2alLWAdGlrta olFaSR 2y dpectiik Rajrenf 8yStém RA |
Ott{0d ¢CKdzAX K2alLAdlFfta 3ISySNIrftfte 1yz26 Ay | ROIFIyOS
LINAYOALI £ RAFIAy2arAad aSRAOFNBQa I O0dziS OlmélB K2 &LJA
rates for more than 470 diagnosis related grogpfG). CMS uses different prospective payment systems

for acute care, rehabilitation, longerm care, and psychiatric hospitals.

The PPS creates casintainment incenties for hospitals. Generally, they must provide all the medically
necessary services that a patient needs within a fixed payment. If the care costs more, the hospital loses
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money. The PPS also establishes average lengths of stay for the various diagaioisespitals can use as
guidelines. Medicare rules do not require hospitals to discharge patients after a certain number of days.

Under Medicare rules, hospitals must provide all the care that is medically necessary. Nevertheless,
hospitals and physiciamsay sometimes decide to discharge a patient prematurely. When a patient
disagrees with a proposed discharge, they or someone on their behalf should call the Medicare Beneficial
and Family Centered Care Quality Improvement Organiz886&QI0O no later than the planned

discharge date to request a quick review. Instructions for this process appe®m bnportant Message

from Medicare from Medicare about Your Rigthitat hospitals must give to all iapients. After a person
requests the QIO review, the hospital must give the patieDegailed Notice of Dischardleat contains

specific information about the Medicare coverage policies upon which the hospital hasit=dedision.

The BFGQIO is an independent medical review organization under contract with Medicare. It reviews the
case and decides if the patient is ready to leave the hospital. It must make its decision within one day of
receiving all the necessanmyformation. Medicare continues to cover the hospital stay until noon of the day
after the BFCQ)IO gives notice to the patient of its decision.

What Are Your Hospital Rights

dYou (the Medicare patient) have the right to receive all the hospital care necessary for the proper
diagnosis and treatment of your injury or illness. According to Federal law, your discharge date must be
determined solely by your medical needs, notby Me@ | NB LJ @ YSy G ®¢ ¢ 9 EOSNLI
aSaal3aS FNRY aSRAOINB®dEU

Li OlFlyy2iG 0S8 SYLXKI&aAl SR Sy2dzaK GKI i
FOO2NRAY3I G2 (GKS AYRAGDARAZ f Qa4 YSRAOI
Skilled Nursing FacilitySNF Coverage

A skilled nursing facility (SNF) provides medical services under the direction of a physician that are
performed by, or under the supervision of, licensed professionals that include Registered Nurses (RN),
Licensed Practical Nurses (LPN), and rehabilitation therapists. SNFs typically are distinct units located
within a nursing facility. Some hospitals desiguba specific wing as the skilled nursing portion of the
hospital. Other hospita) generally in small towns, kel &4 LISOAFTA O ydzYo SN 2F o
YdzZNEAYAdPe Ly GKSaS 3xisuzdivhed § gattent is KaBsfeires Nam inpatient y
hospital care to skilled nursing care. The patient may physically remain in the same bed.

%

i K
f

Uy
D¢ ¢

A O
|.

Tk =2

|.
y

"o

S

< 0

SR
3

Medicare will pay for services that can only be provided, as a practical matter, in a skilled nursing facility.
The key issue is whether the patient needs skilled nursing or rehabilitation services on a daily basis, or na
{bC aGFFTF YR GKS !'"GATATIGAZY wWS@OASSG o0! wo [/ 2YYA
O20SNI IS NHzZ Sa (2 aRYOORS AW R{ ySOSIANE NEZ ¢4 NI A T
f26SN) tS@St 2F OFNB Ay (GKS ydzNEAYy3I FlLOAtAGE 2NJ
Semiprivate room(Medicare covers the cost of private rooms when they araicadly necessary)
Skilled nursing services

Meals, including special diets

Drugs

Supplies and equipment for use during the SNF stay

Rehabilitation services, including physical therapy, occupational therapy, and speech therapy
services

=4 =4 -8 48 -8 4
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1 Medical social services
aSRAOIFINBQa {bC o6SySTaAlG SEOfdzRSa (KS&aS aSNwAaAOSa 7
1 Private duty nursing

1 Custodial care (where patient receives personal care services without daily skilled care)
1 First three pints of blood for transfusions

Toquah F& FT2NJ aSRAOINBE O2@0SNX3IS 2F | {bC a&adledza ii KBS
met:

1 The SNF must be Medicare certified.

1 The patient must transfer to the SNF within 30 days of discharge from a hosipéta {s an

exception for cases in which it is medically necessary to start treatment later than 30 days).
f The hospital stay was three days or longe2 O f Odzf  §S (KS &GaGKNBS RI &
Medicare counts the day of admission to the hospikalt not the day of discharge.
1 The patient receives care in the SNF for a condition for which they received care in the hospital.
T ¢KS LI GASYyld ySSRa aiAfftSR ydZNEAYy3 2NJ NBKFOoAfA
¢ KS LX physiSigh dreders the skilled services.
| 26 R2S& aSRAOIFINB RSTAYS RIAt& olaArakK as5FAfteé¢ YS
days per week for rehabilitation services. A patient meets the daily basis theyifeceive a combination
of skilled nursing and rehalittion services over the course of a week.

Skilled Nursing and Rehabilitation Services

Skilled nursing services are those pdad by, or under the supervision of, licensed nursing staff. Skilled
rehabilitation services are those provided by, or under the supervision of, licensed physical therapists,
occupational therapists, and speech therapists. Examples of skilled nursingesandglude:

9 Patient education

1 Insertion, sterile irrigation, and replacement of catheters

1 Intravenous or intramuscular injections

1 Tube feedings

1 Applying dressings that involve prescription medications

1 Treatment of bed sores (decubituscats)

f hoaSNBI A2y |yR FaaSaavySyid 2F | LI GASyidiQa OKI
Examples of skilled rehabilitation services include:

1 Therapeutic exercises

1 Gait evaluation and training

1 Range of motion exercises

1 Ongoing assessment of rehabilitation neeasl potential.
alye LIS2L)XS GKAYy]l GKFG F LI GASYG Ydzad YF1S aiaaya
jdz €t AFe& F2NJ aSRAOINBE {bC O2@0SN}I3ISd ¢KSe (GKAYy]l GK
GLI I OGS dzZ ¢ G K I elautemBtiRallyCehds BVhile geleabilkkkioR potential is one among many
FILOG2NAR (2 O2yaARSNE aSRAOIFINBQa NMYz Sa ale GKAAaY
key issue is whether the skills of a therapist are needed. The decidindNthctoa y 20 GKS LI GA S
for recovery, but whether the services needed require the skills of a therapist or whether they can be
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carriedoutbynori { Af f SR LISNEB2YyYy St ®¢ 9f aSgKSNBESX (GKS NXz S
recovery is nopossible, a skilled service still could be needed to prevent deterioration or to maintain
OdzNNBy i OF LI 0AtAGASaPE

Covered [@ys and Costs fd8\NF Care

Medicare covers up to 100 days of SNF care within a benefit period, as long as the covered days are
medically necessary. With the start of each new benefit, a Medicare patient®@senewable covered
days.

1 Days 1 to 20: Medicare payments cover the cost of the first 20 days of SNF care in full. There is nc
SNF deductible as with inpatient hospital stays.

{1 Coinsurance Days 21 to 100: The patient owes a édpagach of these days. Medicare payments
cover the balance of the bill.

1 Day 101 and Beyond Medicare coverage ends. The patient is respon3|ble for the entire bill while
{bC OFNB O2ylAydsSad .dzi AF GKS 06SYySTAOG LISNA?2
hospital) for 60 days in a row, they receive a new set ofci@@red SNF days at the start of the
next benefit period.

Claims, Payment, and the Right to Needed Care

SNFs send their bills for Medicazevered stays to a Medicare Administrative Contractor (A/B MAC
Medicarepays them directly, and the\payment contractor issues a Paedicare Summary Notigd1SN
G2 GKS LI GASYd SELIXIFAYyAy3a aSRAOIF NBhadng chbrge Sy G |y

SNFs sometimes are hisit, however, to submit claims to Medicare. There are many reasons for this. A
key reason is that Medicare penalizes SNFs when they submit too many claims that Medicare denies for
lack of medically necessity. If the SNF refuses to submit the bill to Bledithe patient can ask for a
GRSYIFIYR o0AffxXé YSIyAy3a GKIFIG GKS {bC Ydzaid &adz YAl
penalty for the patient or SNF when using this procedure. The A/B MAC then makes an official Medicare
coverage decisioan the claim.

As with hospitals, Medicare pays SNFs on a prospective basis under a system that groups patients
according to their condition and the kind of facility resources they use.

SNF patients have the right to receive medically necessary carengisfgrovide althe care that is

medically necessary before discharging a patient to a lower level of care in the nursing facility or to home.
Under Medicare rules, SNFs must give a written notice caliotiae of Medicare Provider N@overage

no later than two days before it intends to end a Medicamwered stay. When a patient disagrees with a
proposed discharge, they or someone on their behalf should call the-BFRQi@mediately, but ndater

than noon of the planned service termination date, to request an immediate appeal. After a person
requests the BFCQIO appeal, the hospital must give the patie@etailed Explanation of NeGoverage

that contains specific information about the Medicareverage policies upon which the SNF has based its
decision.

The BFCGQIO is an independent medical review organization under contract with Medicare. It reviews the
case and decides if the patient is reddyleave the SNF. If the BRQED decides that the patient still
needs a skilled level of care, Medicare coverage for the SNF stay continues.

2 Annual cossharing amounts are available in the appendix unéienualMedicare Premium and CeSharing Amounts.
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Home Health Care

A home health agency (HHA) is a public agengyivate organization that provides skilled nursing
ASNIAOSas GUKSNILER aSNIBAOSasx az20Alf aAaSNBAOSa | yR
One wellknown example of a HHA is the Visiting Nurse Association (VNA). In some comsntoitne

health agencies operate as affiliates of hospital systems.

Medicare home health benefit covers:

Skilled nursing care on a pdine or intermittent basis

Physical therapy

Speech therapy

Occupational therapy, if the patient initiallgceived physical or speech therapy
Medical social services

Medical equipment and supplies provided by the HHA

Home health aide services (e.g., bathing), if the patient also receives skilled care

= =4 =4 4 -4 -8 -9

a S R A ©hon&health benefit excludes these services from coverage:

Fulktime care in the home

Private duty nursing

Homedelivered meals

1 Homemaker services like cleaning, washing dishes, and shopping for groceries

= =4

For a patient to be eligible to receive covered home health services under both Part A and Part B, the law
requires that a physician certify in all cases that the patient is confined to his/her home. In determining
whether homebound criteria are met, & necessary to look at the patient's condition over a period of

time rather than for short periods within the home health stay.

CMS makes clear that the aged person who does not often travel from home because of feebleness and
insecurity brought on by adweed age would not be considered confined to the home for purposes of
receiving home health services unless they meet the specific criteria outlined below.

Criteria for Homebound Status

/ a{ I ROAaSa GKIFIG Yy AYRAOGARIK2Y SK K2 Y050 2002yyRIOA RASTN.
two criteria are met:

Criteria OneThe patient must either:

1 Because of iliness or injury, need the aid of supportive devices such as crutches, canes,
wheelchairs, and walkers; the use of special transportation; oasstance of another person
in order to leave their place of residence or

1 Have a condition such that leaving his or her home is medically contraindicated.

If the patient meets one of the Criterfane conditions, then the patient must also meet two aduhl
requirements defined in Criteridwo below.

Criteria Two:There must exist a normal inability to leave home #&al/ing home must require a
considerable and taxing effort.
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¢tKS RSTAYAGAZ2Y | YR Ay iSNLINEA thékdydsgue i MeditaeSovar&yeldsr o
home health care. A patient need not be bedridden to be considered homebound. Also, a patient may

f SIS K2YS AF (KS 06aSyO0Sa IINB da2F aAK2NI RdzNI (A
say thd an occasional trip to the barber, a walk around the block, attendance at worship services, or a
drive would not require a finding that the person is not homeboundbsg as they are on an infrequent

basis or are of relatively short duration.

Medicare S FAYSAAYSENL & Hy (2 op K2dzZNA LISNI 6SS1 2F O
FARS aASNIAOS&D® GLYUSNNAGOSYGE YSIya FTNRBY 2y O0S F
to the daily care, to once every 60 days.

Medicare willcover medically necessary home health services for patients with chronic conditions, such as
RAIFI6SGSa YR ySdzZNRYdza OdzZf  NJ O2yRAGA2yas S@PSy (K2
that the decision about whether skilled care is medicgllg OS a &4 N2 RSLISYyRa daazf St
unique condition and individual needs, without regard to whether the illness or injury is acute, chronic,

A w2 4 oA x

GSNXYAYLES 2N SELISOGSR G2 flLad | f2y3a GAYS®HE
CoveredDays for Home Health services

Py f A1 S sidpRiErDHodhBANd SNF coverage, there is no limit on the number of Medicare
covered home health service days. Medicare coverage can continue indefinitely as long as the patient
continues to need therapy or skilled nursing care on a-paré or intermittent basis, and is homebound.

Patients do not owe a deductible or coinsurance charges for most home health care services, including th
nursing, therapy, and home health aide services. Medicare payments to the home health agency cover th
cost of theg services in full. The one exception is that the patient owes a coinsurance charge of 20% of

aSRAOINBQa | LILINEQGSR | Y2dzy i [DOMEIhatihé HHAgedbMidést S a SR A

' YRSNJ aSRAOFNBQa [« paynent KyStént, HAs dulvd ddids © i Mdathe Health and
Hospice Medicare Administrative Contractor (HH WA receive payments for a @lay episode of care.
¢KS LI evySyida NBFt SO s dofdiion Gl Werdkifed daie deeds. A physiciah rustS y
NEOSNIAFTE (KS LI GASyldQa-mgnBBbBasisE 2 NI K2YS KSIftaK OF

HHAs must provide all the care that is medically necessary before discharging a patient. Under Medicare
rules, an HHA must\g a written notice called Blotice of Medicare Provider N&overageno later than

two days before it intends to end Medicao®vered services. When a patient disagrees with a service
termination decision, they or someone on their behalf should call tR€ @10 immediately, but no later

than noon of the planned service termination date, to request an immediate appeal. Instructions for this
process appear on thiotice of Medicare Provider N@PoverageAfter a person requests the BRQGO

appeal, the HHA must give the patienDatailed Explanation of NeGoverageghat contains specific
information about the Medicare coverage policies upon which the HHA has based its decision.

The BFCGQIOis an independent medical review organization under contract with Medicare. It reviews the
case and decides if the patient no longer is homebound or needs skilled nursing or rehabilitation care. If
theBFC& Lh RA &l ANBSA& 4 A ivedicarekcOverage forhdme Realth seiivices gontinues.

Medicare Part A and Part B batbver home health care. Since 1997, HHAs submit claims under Part A if
the patient has been in a hospital for three days and starts to receive home health services within 14 days
of discharge from the hospital or SNF. If the HHA cannot bill to Part Abttéo Part B. Regardless of the
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payment source, the benefits are the same. Also, if a patient only has Part B coverage, the HHA submits
claims exclusively under Part B.

HospiceCare

A hospice is apublicagahc 2 NJ LINA @ GS 2NBFYyAT FiA2yY GKFG A& LINR®

to patients with a terminal illness. Hospice programs in the United States commonly offerlresed

care, including care for beneficiaries who reside in nursing homeshddpce benefit also has limited

coverage forfaciligg 8 SR K2 a LA OS OF NB dzyRSNJ OSNI Ay O2YyR

coverage, hospice programs often providekire YS OF NB | NR dzy R (i Kfime©orf 2 O] @

AYGSNYAGQGSY (béhoshiglj dzA NBYSy G T

aSRAOINBQa K2aLMAOS o0SySFTAlL O20SNE G(GKSaS aSNBAOSa
T t KeaAOAly OFNB 6AYyOftdzZRAY3I GKS LI GASYGQa LISNAE 2

hospice)

Nursing care

Counseling, including bereavement counseling

Medical social seiges

Physical, occupational, and speech therapy

Home health aide and homemaker services

aSRAOIGA2ya (G2 YIyFr3S GKS LI GASydQa LI AY | YyR

Shortterm inpatient care for pain control or acute or chronic symptom management

RespitecarefoF A @S Rl &8a& 2NJ £ Saa (2 LINPOARS NB{AST T2
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1 Treatment for the terminal iliness that is not for symptom management and pain control

1 Care that another hospice prodda G KI & ¢l & y20 FNNJIy3ISR o0& (KS
1 Care from another provider that duplicates the care that Medicare requires the hospice to give
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To qualify for Medicare payments for hospice care, a patient must meet the following conditions of
coverage

1 Be certified by a physician and the hospice director as having a terminal iliness, meaning that they
are expected to live six or fewer months if the illness runs its normal course

T CAEtS I gNARGGSY aK2aLIAOS St Sdapivthe Madicagelcavdtagel KS K 2
aimed at curing the terminal condition, except for physician services. A patient, however, can
cancel hospice at any time and return to regular Medicare coverage. Also, in making this election,
the patient only gives up regularédicare benefits in connection with treatment for the terminal
condition.

1 Receive services from a Medicarertified hospice

Covered Days and Costs for Hospice Services

Medicare covers an unlimited number of days, grouped into twdRIO St EOG A 2y LISNR 2 Ra €
unlimited number of 6&day election periods, as long as the patient is terminally ill.

Hospice organizations submit claims to Home Health and Hospice Medicare Administrative Contractors
(HH MAGQ. Medicare payrants to the hospice cover the cost of most hospice services including the
physician, nursing, therapy, and counseling services. There is, however, a nominal copayment for palliative
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drugs and respite care. Patients pay up to $5 for each prescription amdib%urance per day for respite
care.

Your Rights as a Medicare Beneficiary

1 Good quality medical care, including the right to make choices about the treatment you receive in
hospitals, nursing homes, outpatient centers, and home health agencies.

1 Written notice of any decision made by your hospitaBeneficiary and Family Cemed Care
Quality Improvement OrganizatioBECE&IO denying you Medicare coverage for hospital
services.

Reconsideration by yoBFC&IOof a denial decision for hospital services.
Notification and explanation of the final decision.

Receiving a statement about your further appeal rights, including information on proper
procedures.

What to do if you think you are being discharged from a hospital too soon, or if you are told Medicare
will no longer pay for your continued stay in thhospital:

1 Discuss your concerns with your doctor, your representative, or hospital discharge planner.

1 Ask for a written statement that indicates when you will be responsible for the bill if you choose to
remain in the hospital.

1 If you are a resient of Kansas, telephort€EPR@t 1-855-408-8557 (Monday-Friday 9:00 a.m. to
5:00 p.m, 11:00 a.m. to 3:00 p.m. weekends and holidagdile a complaint

Your Rights If You Feel Quality Care Was NOT Delivered:

If you feel you did not receive acceptable quality of care in the hospital, nursing home, outpatient center
or by a home health agency or Medicare He&lthn and your care was received in Kansas, you may have
your care reviewed byubmitting a written canplaint to:

KEPRO

5201 West Kennedy Boulevard, Suite 900
Tampa, Florida 33609

Attention: Beneficiary Complaints
Medicare Beneficiary Help Line

Toll free: 855) 408-8557

Website: www.keprogio.com

This help line is available to assist you with problems abmiguality of medical care you receive in a
hospital, hospital outpatient department, ambulatory surgery center, skilled nursing facility, or care
provided by a home health agency or a Medicare Helém

MedicareOutpatient ObservationNotice (MOON)

The MOON is a standardized notice to inform Medicare beneficiaries (including health plan enrollees) tha
they are outpatients receiving observation services and are not inpatierghospital or critical access
hospital (CAH). The MOON is mandated by the Federal Notice of Observation Treatment and Implication
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for Care Eligibility Act (NOTICE Act), passed on August 6, 2015. The NOTICE Act requires all hospitals and
CAHs to provideritten and oral notification under specified guidelines.

The MOON must be delivered to beneficiaries in Origitedicare (feefor-service) and Medicare

Advantage enrollees who receive observation services as outpatients for more than 24 hours. Tha hospit
or CAH must provide the MOON no later than 36 hours after observation services as an outpatient begin.
The MOON may be delivered before a beneficiary receives 24 hours of observation services as an
outpatient.
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Chapter 4
MEDICARE PART B
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MEDICARBARB

Medicare Part Bofficially called the Supplementary Medical Inswg@ (SMI) program (see the Medicare
OFNRUSXE ¢61a& RSaAIySR (2 O020SNIJ I 6ARS NIy3aS 2F YSR
insurance benefits. Unlike Part A, which most beneficiaries receive automatically because they paid a
Medicare tax though FICA payroll deductions, people must elect to enroll in Part B and pay a monthly
premium.

The financing for Medicare Part B comes largely from federal general revenues, monthly premiums, and
beneficiary cossharing charges that include the annualddictible and 20% coinsurance for most covered
services and items. By law, the monthly premiums cover 25% of Part B program costs. FICA payroll taxes
do not help finance Medicare Part B. The Part A and Part B trust funds are separate.

Some of the most comon services that Medicare Part B covers are:

Physician care

Outpatient hospital treatment and surgery
Home health care

Durable medical equipment (DME) and supplies
Ambulance services

Prevention and screening services

= =4 4 4 -8 4

The payment contraors for Medicare Part B services are the A/B Medicare Administrative Contractors
(A/B MAG for physician, ambulance, and many other covered services; the Home Health and Hospice
Medicare Administrative Contractors (HH MA@ Part B covered home health caegrd the Durable
Medical Equipment Medicare Administrative Contractors (DME MA@)édical equipment, prosthetics,
and supplies. Providers submit claims to these contractors for Medicare payments.

PartB CoveredServices, Items, and Coverage Rules

Generally, Medicare Part B covergdical services and items when they are medically necessary. This
means that they must be reasonable and necessary in the diagnosis or treatment of an iliness or injury.
Since 1990, however, Congress has added many preventive and screening servicdisttoftRart B

covered benefits. Part B covered services include physician, outpatient hospital, and ambulance services,
along with durable medical equipment (DME) items. See the descriptions of these services, items, and
coverage rules below.

PhysicianServices

Medicare Part B generally covers physician services, including diagnostic and surgical services. Medicare
RSTAYySa || aGLKeEaAOAlyé¢ a I ftAO0OSyaSR aSRAOFfT R2O00
Optometrist,Ophthalmologist, or Podiatrist (DPM). Medicare also covers services from other providers

who include:

Certified registered nurse anesthetist (CRNA)

Clinical psychologist

Clinical social worker

Physician assistant (PA)

Nurse practitioner andlinical nurse specialist

Medicare covers a wide range of physician services that include:

= =4 4 4 -8 4

4-2 Chapter4



HICK HANDBOOK Medicare Part B

Office, hospital, and home visits

Second opinions before surgery

Surgical services

Anesthesiology and radiology services
Mental health services

Chiropractic services under limited conditions
Podiatric services under limited conditions

o Dental surgery under limited conditions

O OO O0OO0OO0Oo

Medicare has limited coverage for some types of physician services, including chiropractic, podiatric, and
dental care.

Chiropracticcare Medicare pays for the manual manipulation of a subluxation of the spine. It will cover
chiropractic services for both acute and chronic subluxations with the g4bort goal of improving the

LI GASYy (i Qa YVOAYRAYIR2wWdz28A Fad I 6 S GKIFG OKANRLINI OGAO
YR ySOSaalNeEdeg ! faz2s aAiy OSaytomocumers theshbdikat. K| & y
Podiatricservices Medicare pays for the debridement of mymotoenails, ingrown toenails, bunions, and
KSSf &ALJzNE® LG LI e&a F2NI NRdziAyS F223G OFNB 2yf e
circulation, nervous system, or metabolism, for example, diabetes.

Dental surgery Medicare coverage is limited to paying dental surgeons to perform surgeries to set a
fractured jaw, remove cancerous tissue, or to treat oral infections. It does not cover services in connectior
with the care, treatment, filling, removal, or replacemefitteeth (although Part A pays for an inpatient
K2AaLAGFE adle ¢gKSy | LI GASYyGdQa YSRAOFE O2yRAGA?Z

Outpatient HospitalServices
Medicare covers many outpatient hospital sees. They include but are not limited to:

1 Medical treatments, such as chemotherapy administration for cancer patients

1 Emergency room services

T hdz LI GASY G &dzNAAOFE &aSNBAOSAI AyOf dzRAY3I Yl ye
1 Rehabilitation services, such as physical therapy and cardiac rehabilitation programs

1 Diagnostic services, such asays, CT scans, and Magnetic Resonance Imaging (MRI)

Since 2000, Medicare has been using the Outpatient Prospective Payment Systenf¢ORany

outpatient hospital services. Because of the OPPS, you may find that coinsurance charges for some
outpatient hospital services, for example outpatient surgery, exceed 20% of the Medicare approved
amount. You may also find that paynteates for the same outpatient service vary among hospitals. Note
that the coinsurance charge for outpatient services in no case may exceed the Part A inpatient hospital
deductible and that insurance rules require Medigap policies to cover the cost.

Durable Medical EquipmenfDMBE), Prosthetics, and&Gupplies

Common examples of DME are wheelchairs, walkers, power operated vehicles, hospital beds, lift devices
(e.g., Hoyer lift), and oxygeequipment. Medicareovered DME includes customized equipment to meet

I 0SYSTAOAI NBQA dzyAljdzS YSRAOIf ySSRad 5a9 &dzZLJI
companies that specialize in the sale and service of medical equipment and suppieslage suppliers

have nationwide mail order operations and advertise extensively.
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Medicare defines DME as equipment that is:

1 Able to withstand repeated use

1 Used primarily for a medical purpose

1 Generally not useful in the absence of an illnesgjury
1 Appropriate for use in the home

To qualify for payment, Medicare requires that:

T ¢KS SIldzZALIYSYyld A& NBlFrazylroftS FyR ySOSaalNE F2N
improve the functioning of his malformed body part.

 Aphyd OAl'Y 2NRSNE (KS 5a9 FyR OSNIATASaE GKS LI {7
some cases, a Certificate of Medical Necessity.

1 The DME provider is Medicare enrolled and certified.

C2NJ LJzN1J2asSa 2F tIF NI . 5 a %y helhea ofE kolse, apattmedt, &y ST A OA |
NBfIFGABSQa K2YS>S || K2YS F2NJ 0KS F3ISRX 2N a2YS Ay
institution (i.e., nursing home) that has a skilled nursing facility (SNF) unit. CMS assumes that Part A or
Medicaid payrents to hospitals and nursing facilities, or the private pay rates that residents pay to nursing
facilities, should cover the cost of DME and supplies.

Even though an item serves a useful medical purpose and a physician has prescribed it, Medicare also
considers if it is reasonable to pay for the DME. The Medicare Administrative Contractor (DMNEIWAC
F2NJ SEIF YL ST AF GKS LINBAONAOGSR AGSY A& &adzmadl yida
Ff GSNY I GAPSadé ltinkdverage dérials hdt mnady subprisé som&ai yiaur clients. DME

denials usually are good cases to appeal.

Medicare excludes certain items from its list of covered DME. Because their purpose is not primarily
medical, Medicare does not pay for:

1 Air canditioners

T Humidifiers

i Stairway lifts

1 Fitness equipment

1 Safety grab bars

1 Seatlift chairs (but Medicare pays for the sdit device inside the chair)

Medicare has special coverage rules that CMS changed in 2005 for-ppesmated wheelchairand
a0220SNA® LY GKS LI aidz aSRAOINBE NBIldZANBR LI GAS
That is no longerite case. While coverage for such Mobility Assistive Equipment (MAE) is available only to
meet a medical purpose in the home, Medicare has changed the rule to set up a fubased measure

of medical necessity. Medicare now looks more broadly atthe gafieQa Ayl oAf AG& G2 al ¥
activities of daily living such as toileting, feeding, and dressing when deciding to cover MAE.

Prosthetics
Prosthetic devices are designed to replace all or part of a missing body organ or an livepara
malfunctioning body organ. They include:

1 Breast prostheses and reconstruction following a mastectomy
1 Pacemakers
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Cataract lenses and glasses

Artificial limbs and eyes

Braces and trusses

Therapeutic shoes for people with diabetes
Urinary collection and retention systems

= =4 =4 4 A

Medicare does not cover these items as prosthetic devices:

1 Eyeglasses or contact lenses (except for cataracts)
1 Hearing aids

1 Dentures or dental implants

1 Orthopedic shoes

Medicare rules allow for the rental or purchase of DME and prosthetics. Generally, beneficiaries decide
whether to purchase or rent equipment, but CMS decides how to pay for an item. The agency categorizes
DME, prosthetics, and supplies into six categotiegroups items, for example, that are inexpensive or
routinely purchased, or that require frequent and substantial service, or that are customized. Based on the
grouping, CMS decides whether to pay a monthly rental fee or a lump sum payment.

1 For inepensive items that cost less than $150, like walkers, Medicare pays either a monthly rental
fee or a lump sum.

1 For expensive items, like hospital beds and wheelchairs, Medicare pays a monthly rental fee until
payments reach the purchase price. Afterwards, Medicare pays the supplier a smaller monthly
maintenance fee to cover repairs.

1 For items that need frequergervice, like ventilators and nebulizers, Medicare pays a monthly

rental fee only.

For customized equipment and prosthetics, Medicare pays a lump sum.

For oxygen equipment, Medicare pays a monthly fee schedule amount only. It does not pay for the

purchase of oxygen equipment.

= =
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the item in the tenth month of rental. If a beneficiary declines the purctgs®n, ownership ofthe DME

stays with the equipment supplier after Medicare makes rental payments for 15 months. Afterwards,
Medicare pays the supplier to service the equipment twice each year. If the beneficiarysatioep

purchase option, they owan item after 13 monthsf rental payments. Medicare covers servicing as
needed. Different rules apply to oxygen equipment where Medicare now makes rental payments for 36
months.Medicare no longer pato maintainoxygen concentrators or transfilling equipment after tBe

month rental period.The supplier of oxygen equipment in the 36th month of use must continue to furnish
the oxygen and oxygen equipment for the remainder of thge&r reasonable useful lifetime of the
equipment.

Supplies
Medicare Part B pays for suppliestha | NE FdzZNYyAaKSR Ay O2yySOGA2Y &2
needed to use DME effectively. Some examples of covered supplies are:

1 Oxygen
1 Ostomy bags and supplies
1 Heparin when used with a home dialysis system
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1 Surgical dressings, limdeo primary and secondary dressings to treat surgical wounds
1 Splints

Medicare does not cover chucks, diapers, and rubber sheets for persons with urinary or bowel
incontinence.

CompetitiveBidding Program for DMEPOS

Medicare's Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) Competitive
Bidding Program changes the amount Medicare pays for certain DMEPOS items. Under this program,
suppliers submit bids to pride certain medical equipment and supplies to people with Medicare living in,
or visiting, competitive bidding areas. Medicare uses these bids to set the amount it pays for each item. All
suppliers are thoroughly screened to make sure they meet Medieageirements (like eligibility and

financial, quality, and accreditation standards) before they're awarded contracts.

If you have Original Medicare, the Competitive Bidding Program requires you to get competitive bidding
items in competitive bidding aredsom a contract supplier, unless an exception applies.

The Kansas City Metro area and the Wichita area are included in this proy@mplete list of affected
areas can be found &itttps://www.cms.gov/IDMEPOSCompetitiveBid/0la MSAs and CBAs.asp

Medicare also has a National M@rder Program for diabetes testing supplies, which applies no matter
where you live.

Drugs andBiologicals

Medicare covers drugs that are given incident to a phygiésd a SNIA OSa a f2y3 | & |
selfadministered by the patients who take them. Part B covered drugs and biologicals include:

Erythropoetin for kidney failure

Epoietin Alfa (Epogen or Procrit) for severe anemia

Blood clotting factors

Immunosuppressive drugs, like cyclosporine, for transplant patients
Certain oral medications for cancer patients, including-aatisea drugs
Osteoporosis medications for homebound patients

Whole blood (except for the Bt three pints)

= =4 =4 -4 -4 -8 -9
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taking a drug is orally kpblet or capsule, or by seffdministered injection, like insulin, Medicare Part B

does not pay. Coverage for these drugs often is available through a Medicare Part D drug plan.

N

When Medicare Part D drug coverage took effect in 2006, Medicare covenatiefdrugs and biologicals
listed above continued under Medicare Part B for those who meet the Part B coverage rules. Two
advantages for beneficiaries who receive coverage for drugs UpaemB is that there is no coverage gap
and the coinsurance i9%2 ¥ a SRAOIF N’ Qa | LILINPOSR FY2dzyd o

Medicare Supplement insurance policies normally cover the coinsurance cost, leaving the patient with no
out-of-pocket costs if they own one. Note that eot-pocket costs connected with the Part B drug
coverage do not courds True Oubf-Pocket (TrOOP) costs in the Part D drug program.

4-6 Chapter4



https://www.cms.gov/DMEPOSCompetitiveBid/01a_MSAs_and_CBAs.asp

HICK HANDBOOK Medicare Part B

AmbulanceServices

aSRAOINS LI ea F2NJIFYodZ  yOS aSNBAOSAE ¢gKSy GKS |
certain conditions otoverage. The ambulance service provider must be Medicargfied, meaning that

the equipment and personnel comply with federal standards. Medicare then considers such factors as the
ASOSNRAGE 2F GKS 0SYSTAOAI NE Qiaem&@dgycRfaciite endrafiyR 1 K S
Medicare only covers ambulance services in a locality (with some exceptions) to/from a hospital, skilled
YydzZNREAY3A FlLOAfAGE 6{bC0OX a42YS 20KSNJ dNBIFGYSyid 7Tl
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could use some other means of transportation withalainger (even if that transport is not available),
Medicare rules say that the ambulance trip is not medically necessary and cannot be covered.

EXAMPLEA beneficiary who fractures his collarbone in a fall may be able to travel safely to an
emergency roonm a car. But if he has other conditions or injuries that complicate the situation and
endanger his health, Medicare may pay for an ambulance trip. Physician and ambulance service
provider documentation is essential to Medicare payment.

Medicare paysfok Yo dzf I yOS GNALJA (2 GKS aySkNBad I LILINE LIN.
example, hospital or skilled nursing facility) that is generally equipped to provide the care for the iliness or
Ay2dzNE Ay @2t SR L latle®ig pfiygiciar hat Ftdf NiggeSat thefeakest LI
hospital. If an institution has no bed available, however, it is not an appropriate facility and Medicare will
pay for the trip to a more distant facility with an open bed. If an ambulance takesienpto a facility

beyond the nearest appropriate facility, Medicare limits its payment to the cost of transport to the nearer
facility.

Medicare has special rules for nemergency ambulance transportation. It only pays for teomergency
transport whenthe patient cannot get up from bed without assistance, or cannot walk or sit up in a chair
or wheelchair. If the patient meets this condition, Medicare may pay for ambulance transport from a
FLOAfAGE (2 (GKS LISNR2YQa K2YSo

Medicare also covers air ambulanservicesvhen ground transport is not medically appropriate. This
occurs when the time or instability involvéa transporting a patient by ground ambulance threatens their
survival or seriously endangers their health. S@ramples of these serious situations are intracranial
bleeding that requires immediate neurosurgery, multiple serious injuries, and treatment in a hyperbaric
oxygen unit. The nearest appropriate facility rule applies to claims for air ambulance payment.

Preventiveand Screening Services

Medicare Part B covers a growing array of screening and prevention services. Medicare began covering
common screening procedures in 1991 after Congresg@ddreening mammograms and other screening
ASNIAOSa (2 aSRAOIFINBEQa O20SNBR 60SYySTFAlad LYy YIy
20% coinsurance charge, or both for these services.

Preventive Services and Screenings Covered by @tfifiedicare without a Coinsurance or
Deductible

/| dZNNByiiftesz aSRAOINBEQa O20SNBR &AONBSyAy3a aASNIAO

1 Abdominal Aortic AneurysiffAA) screening for those at high risk, once in lifetime

N>
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Alcohol misuse screeningnce a yearand counselingup to 4 times a year
Bone mass measurements once every 24 months; more frequently if medically necessary
Breast Cancer Screenings
o Mammogram screening once every 12 months for women 40+; woreemden ages 35 and
39 can get one baseline mammogram
0 Breast examination once every 24 months, if at risk, once every 12 months
Cardiovascular disease (behavioral theramyje a year
Cardiovascular disease screening for higk persons once evefive years
Cervical and vaginal cancer screening (Pap smear screening and pelvic exams every two years; more
often for highrisk women)
Colorectal cancer screening
o Fecal occult blood tests once every 12 months for people age 50 and older
o Colonscopy once every 10 years
o Flexible sigmoidoscopy once every 48 months
Depression screeningnce a year
Diabetes screening tests once every 12 months if you have a family history or are at risk for diabetes,
twice a year if you have been diagnosedwpre-diabetes
Hepatitis C Screening Test, one time
HIV screening once every 12 months or up to three times during a pregnancy
Immunizations
0 Flu shots once a season
0 Pneumococcal shot to prevent pneumococcal infections (like certain types afnpoeia).Also
covers a different second shot if it's givahleast 11 monthsfter the first shot.
0 Hepatitis B vaccine only for people at medium to high risk
Medical nutrition therapy for people with diabetes or kidney diseagearly
Obesity Screning and Counseling
o0 Requires &odymass index (BMI) &0 or more
o0 Medicare covers behavioral counseling sessions to help you lose weight.
Prostate cancer screening
o Prostate specific antigen (PSA) test: once every 12 months
o Digital rectal examination: once every 12 months
Sexually transmitted infections screening and counseling
Tobacco Use cessation counseling
G2 St 02YS (2 aSRAOI NB¢ dicantbhen&iiarids @fSecatyadinihe fird 22NJ vy S &
months of Medicare coverage)
Annual Wellness Visit

Services Covered by Original Medicare WITH Coinsurances abdyductibles

1
T
T
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Glaucoma screeninigr persons at high risk (on@very 12 months)

Prostate cancer screenirgdigital rectal exam once every 12 months

Colorectal Cancer screeningarium enemance every 48 months or every 24 months if you are at
high risk

Dialetes testing devices and supplies

Diabetes selimanagement training

4-8

Chapter4



HICK HANDBOOK Medicare Part B

Mental Health Services

Covered mental health services include counseling and therapy services from doataral ¢

psychologists, and clinical social workers. Medicare pays for outpatient mental health services at the sam
f SPSt +a 20KSNI tFNI . &ASNBAOSas ym: 2F aSRAOI NF
Other Covered Services

The list of other ParB covered services includes, but is not limited to:

Physical, speech, and occupational therapy

Laboratory, xay, and other diagnostic procedures

X-ray, radium, and isotope therapy

Devices for the reduction of fractures

Comprehensive Outpatient Rehabilitation Facility (CORF) services
Ambulatory surgical center services

Rural health clinic outpatient mental health services

Home health care

Nutritional therapy for persons with diabetes or renal disease

=4 =4 -8 48 -8 -8 -9 _92 -9

Excluded Services and Items
Medicare excludes some services and items from its Part B benefits. These include:

Acupuncture

Immunizations (except for flu, pneumonia, and hepatitis B vaccines)

Routine eye exams

Most dental care, such as cleaning, fillings, extractions, and dentures

Routine foot care, except for those with systemic conditions like diabetes or neuropathy
Cosmetic surgery

Homemaker services

Meals on Wheels

Private duty nursing

Senices that are not reasonable and necessary

= =4 8 48 8 -8 -5 _9_92 -2

Part B Costsand Aaims ¢ Beneficiary Costs
Along with the monthly premium, Part B beneficiary essaring charges generally are the:

1 Annual deductible; a certain amount paid first in Medicare approved charges. The deductible
adjusts each year to account for inflation in Medicare spending.
f HmE: O2AYadzaNI yOoS OKIFNHST um: 2F aSRA B
1 Excess charge
0ot KEAAOALIYa 6K2 R2 &y Dt yalo@QOS LIF 2INA R WBINBG
approved amount. This is called thaniting Charge, or Excess Charge

O
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3 Annual cossharing amounts are available in the appendix under 2016 Medicare Premium ar8t&oesg Amounts.
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o The Limiting Charge does not apply to all Part B providers. DME suppliers who do not accept
assignment, for example, can bill the patient for the entire difference between the
approved amount anthe actual charge for an item.

1 Part B Premium

o The standard Part B premium.

o IRMAA(Income Related Medicare Adjustment AmqQuiigherincome beneficiaries will pay
higher premiums for Part B and prescription drug coverage. Less than 5% of people with
Medicare are affected, so most people will not pay a higher premium.

After the beneficiary meets the annual Part B deductible, Maw Part B typically pays 80% of the

approved amount for physician, DME, ambulance and other covered services, and the beneficiary owes
20% of the approved amount (the Part B coinsurance charge). But there are some exceptions to the usual
20% coinsuranceharge.

aSRAOFINBS o0lFasSa Ada LI @
I R2dzalia F2NJ RAFFSNByOSa
payments to address cost increases.
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Exceptionsto Part B CosSharing Norms

Outpatient hospital coinsurance charges and beneficiary costs for preventive and screening services often
depart from the usual Part B cesharing rules. Under the Outpatient Prospective Payment System JOPPS

LI GASYG O2Ayadz2NI yOS OKI NHSA 2 7FiSyheSdpaydehtHor asmgle 2 T
service can't be more than the amount of the inpatient hospital deductible.

Part B Billing and Claims

Most Part B providers, including physiciamaist submit claims for services and items directly to the A/B
Medicare Administrative Contractor (A/B MA®ledical equipment, prosthetics, and supply providers

send their claims to the Durable Medical Equipment Medicare Administrativer&ots (DME MAC

Afterwards, the payment contractors send a PaiBdicare Summary Notide the patient (normally

SOSNE G(KNBS Y2yiKao (GKFG SELXIAya AGa O020SN)F3IS R
mind that providershave one calendar year from the date of service to submit claims in Original Medicare.
Because nearly all providers submit claims to Medicare, it is unlikely that you will ever help a client
complete a Medicare claim form officially called the Benefickeguest for Medicare Payment Form

1490S. But, it may come up in connection with covered care in Canada and Mexico, or when a provider
refuses in rare cases to submit a claim to Medicare.

Assignment
ProviderswB | OOSLJi F&aaA3ayyYSyd |3aINBS G2 | O0OSLW aSRAOIN
GSNY AGaStT YSIya GKFG | LIFGASYG Faaadaya KSNI Of F

happens, Medicare pays the provider directly. Providers canlohlghe patient for the annual deductible

and the coinsurance charge. While physicians have the option to accept assignment, many agree to accept
FAaA3dyyYSyid Ay Fff OFraSaod ¢KSe WESLOFI NEORBRydaBRA QR
nationwide have accepted assignment on nearly 99 percent of their claims.

When providers do not accept assignment, they can bill the patient for more than the Medicare approved

amount and ask for full payment at therte they give the service. Medicare then pays the patient, not the
provider. Thus, the patient must take steps to pay the provider if they did not pay up front for the service.
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Medicare requires some Part B providers to accept assignment in all casesamtiatory assignment rule
applies to:

Ambulance suppliers

Outpatient hospital facilities

Ambulatory Surgical Centers

Comprehensive Outpatient Rehabilitation Facilities (CORF)
Outpatient physical, occupational, and speech therapy providers
Clinical laboratories

=4 =4 =4 4 -8 9

The law requires providers and suppliers to submit claims on behalf of Medicare beneficiaries for both
assigned and unassigned claims. Since October 2003, Medicare in most cases also requires doctors,
suppliers, and other providets submit claims electronically to the Carriers and MACs.

Beneficiary Financial Liability Protections: Waiver of Liability

When Medicare denies payment for services because they are not reasonable and neireasary

indivi Rdz £ OF aS3% dzy RSNJ OSNIil Ay O2yRAGAZ2Yya GKS 4J GA
rule, the provider cannot collect payment from the patient. The rule does not apply to services that
Medicare excludesdm coverage (for example, cosmetic surgery and-aovered services or procedures

that CMS describes in a National Coverage Determination, or NCD), or to services that Medicare denies f
technical reasons as when a claim does not meet all of the coveesag@ements.

When does waiver of liability apply? It applies when the beneficiary did not know or could not be expectec
to know, that Medicare would deny coverage for the services because they are:

1 Not reasonable and necessary

1 Custodial

1 Not intermittent skilled nursing care (for home health)
1 Given to a noshomebound person (for home health)

When Medicare waives liability for a patient on a denied claim, the provider is liable for the bill unless he
or she could not be expected to know thaellicare would deny coverage. Thus, providers have an
incentive to notify patients in writing when there is any doubt that Medicare will cover a service or item.
These notices are callédbtice of Medicare Provider N@@overageand Advance Beneficiary Notices

(ABNSs). Note that if both patient and provider did not know that Medicare might deny payment, Medicare
pays the provider for the service.

A patient generally is not liable for the charges on a denied claim if a provider does not give her proper
written notice. This means that providers must clearly describe the services or items in question and
explain why they think the services are not seaable and necessary in light of Medicare coverage rules. If
a provider gives a blank ABN to your client and bills her foraomered services, appeal the denial and
send a copy of the improperly completed form along with the appeal request.

Howdoyouk Y R 2dzi AF aSRAOINB ¢ Add\eied ser2icd=Pl coK ak tkeyViSID &
aSRAOINBQA | LILINPGSR Y2dzyd A& banonnx | aSLI NI {8
Medicare would not pay for this service, so Medicare dpes it K2t R &2dz f Al 6f Soé

Without a written notice, Medicare assumes that a beneficiary could not know about the chance of a clairr
RSYAILTZ YR Al 61 ABS&a GKS 0SYSTFAOAINERQA fAlOATA
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provider gave an ABtliat properly explains why Medicare might deny coverage, Medicare assumes that
the beneficiary has notice about the chance of a denial. The provider then is free to bill the beneficiary for
the unpaid bill.

AnAdvance Beneficiary Notice (AB&a standard CMS form that, when a provider completes it properly,
gives written notice to a patient that Medicare may not pay for a service or item. Medicare guidelines
instruct providers to use ABNs only when there is a legitimate doubt about the meedicassity of a
service or item. Providers should not give them to everyone. Here are some key points about ABNs:

1 Medicare considers a patient who receives a properly completedtABNow that the service or
item would not be covered if Medace later denies payment on the claim.

1 The practical effect of an ABN is to shift financial liability for a denied claim from the provider to
the patient.

1 After issuing an ABN, the provider must submit the bill to Medicare for an official coverarptode
if the patient decides to receive the services or items and asks the provider to bill Medicare.

Laboratories may give ABNs to patients because Medicare often denies payment for tests when the
diagnosis does not fit the procedure. The problem artsssause physicians order tests when they are not
@St adz2NB 2F GKS LI GASyidQa RAIFIyz2aras 2N gKSy (GKS
coverage denials for lab tests, they can either ask the lab to resubmit the claim with additionadatitor

from the physician, or appeal the denial.

Example:lt is not appropriate for a laboratory to give an ABN to a patient who has a condition that
clearly makes a lab test medically necessary. For example, a test for warfarin (Coumadin) levels in a
path Sy i Qa oft22R (GeLIAOIfte g2dz R 6S NBlFaz2yloftS |
valve replacement.

Ambulance Transportation and ABNs

CMS does not expect ambulance providers to issue Advance Beneficiary Notices (ABNSs) to beneficiaries in
some cases where Medicare is likely to deny payment. There are two main reasons for this. The first is that
Medicare does not want providers &sk benéciaries to sign ABNs when they are in an emergency

AAlbdzr GA2y 2NJ dzy RSNJ INBI & RdzZNBaasz GKFEG A4 6KSNB
concern is that a beneficiary will not be able to make an informed decision under such conditions.

The second reason why ambulance providers do not issue ABNs when Medicare is likely to deny payment,
in both emergencyandne8 YSNA Sy O&8 aAlddzZ GA2yas Ay@2t @gSa (GKS ai
denial where a patient could be transported safelydiher means, or for mileage beyond the nearest
appropriate facility, as technical denials instead of medical necessity denials. CMS guidance says that the
waiver of liability and ABKules (above) apply only to medical necessity denials whezdidAre decides

that a covered service is not reasonable and necessary in a particular case. But with technical denials for
ambulance services, CMS reasons that the ABN rules do not apply because the law never allows transport
to a facility other than thenearest appropriate facility. Thus, providers need not issue an ABN when there

is no medical necessity determination to be made because Medicare excludes a service from coverage.

Private Contracts

The law allows Medicare benefities and physicians to enter private written contracts in which the
physician agrees to provide services and the beneficiary agrees to pay whatever the physician charges.
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Providers who enter private contracts cannot receive Medicare payments for twa.yidaither the
provider nor the beneficiary can submit the claim to Medicare or to a Medicare supplement (Mgdigap
insurance plan, meaning that the beneficiary pays the entire bilofytocket. Physicians, however,
cannot require beneficiaes to enter a private contract in emergency situations. Physicians who enter
private contracts must forgo Medicare payments for all Medicare patients for two years.

Other Things You Should Know About Medical Services Available
Coverage of &ond Opinions

Sometimes your doctor may recommend surgery for the treatment of a medical problem. Because even
minor surgery involves some risk, you may want to get the opinion of another doctor before making a
decision.

LF GKS aS0O02yR R200G2NJ R2Say Qi F3aINBS 6AGK GKS FAN
may want to do the following:

1 Talk more about your condition with your first doctor

§ Talk to a third doctor (Medicareelps pay for athird opion)DS GG Ay 3 | &aSO02yR 21
mean you have to changioctors. You decide which doctor you want to do your surgery.
aSRAOINBE t I NI . KSfLA LIe& F2N I aSO2yR 2LAYAZ2Y

medically necessary. lby have Medicare Part B and are in the Original Medicare, Plan

1 Medicare pays 80% of the Medicaapproved amount for a second opinion.

1 Your share is usually 20% of the Medicapproved amount after you have paid your yearly Part B
deductible. The PaiB deductiblemay increase each year.

f LT GKS aSO2yR 2LIAYA2Y R2SayQid | INBS-agpiovek { K S
amount for a third opinion.

f If you decide to have the surgery, Medicare Part B coversizh® i 2 NDa a SNIIdrRas$ a =
A (Hospital Insurance) covers other hospital services.

If you are in a Medicare Healflan(MA),you have the right to get a second opinion. Saviw planssuch

as HMOwill only help pay for a second opinion if youftfiget a referral from your primary care doctor. (A
referralis a written OK). After you get a referral, you must get the second opinion from the doctor named
Ay GKS NBFSNNIf® LT &2dz ¢l yd (G2 3 5SgtoourplandtalkidR 2 L
your plan first. In some casgdMOLJ | ya gAff KSELI LI & F2N GKAad LF
GKS aSO2yR 2LIAYA2Y FTNRBY (GKS R200G2N) gK2 R2SayQi
cost. Call your ph for more information.

If you are in a Medicare Preferred Provider Organization (PPO) or a Medicare Privéte-Eeevice Plan,
82dzNJ LI Iy gAff KSELI LI & F2NJ I aSO2yR 2LIAYA2Y O
paymoreifg dz IS4G | &aSO2yR 2LIAYA2Y FTNRBY | R200G2N) K2
If you belong to any of the above plans, and the first two opinions are different, these plans will help pay
for a third opinion. Call your plan for more information.

5

Financial Liability Protectiom Part B

Under the Original Medicare plan, there are protections under both Medicare Part A and Medicare Part B
for beneficiary if Medicare decides that they received care that was not medically necessary or that is not
covered by Medicare.
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Limitation on Liability

In certain cases, even if Medicare denies your claim, you will not be held responsible for paydogttre

2NJ 20KSN) KSIFfGK OFNB LINPJARSNY ¢KSasS OFasSa 7TIff
provision of the Medicare law. This limitation on liability applies only when the following three
requirements are met:

1 The services are farshed by an institutional provider, such as a hospital, skilled nursing facility, or
K2YS KSIfGK 3Syoe GKFdG LI NGAOALI GSA Ay aSRAO
FaaA3adyYSydoé

0 Medicare denied the claim for one of the following reasons:

A The care provided was custodial care.

AtKS OFNB ¢gla y2i aNBlazyloftS FyR ySOSaall
diagnosis and treatment.

A For home health services, the patient was not homebound or did not require skilled
nursing care on an intermittent basis.

A The only reason for the denial is that, in error, the beneficiary was placed in a Skilled
Nursing Facility bed that was not approvieg Medicare.

1 The beneficiary did not know, or could not reasonably be expected to know, that Medicare does
not cover the services given. (For example, the beneficiary did not know because they did not
receive a written notice, Advance Beneficiary NotjgeBN)

In certain situations, Medicare law will protect the beneficiary from paying for doctor services provided on
anonk aaA3IySR 2N FaaA3dySR o6Flara GKIFG I NB RSYIATS Rl S C
doctor knows or should know that Medicare will not pay for the service, the doctor is required to give the
beneficiary written notice in advance that tells them why Medicare will not pay for it. If they do not get

this written notice, they will nbhave to pay for the service or they may be entitled to a refund from the

doctor.

Advance Beneficiary Noticef Noncoveragg ABN

There are two situations where a doctor or health cprevider must give a written notice (called an
Advance Beneficiary Notic# Noncoverage ABN), in advance, that the cafdAY NOTbe paid by
Medicare:

1. Before the doctor or providergives 2 dz I ASNIWAOS GKIG GKS@eroStASO
medically necessary;
2. When they know or believe that Medicare will not pay for the service.

N>

If the beneficiary is not given an ABKfore they receive the service, they are not responsible for paying
for the service. But if they do receivenaitten notice, sign an agreement, receive the service and
Medicare does not pay for the service, the beneficiary must pay for it.

An Advance Beneficiary Notice is for use byghaviderbeforeservice is givent protectsthe provider
and informs the beneficiary.

CMS Website to read Beneficiary Notices:

http://www.cms.hhs.gov/BNID1 overview.asp

4-14 Chapter4


http://www.cms.hhs.gov/BNI/01_overview.asp

HICK HANDBOOK Medicare Part B

Medicare Outpatient Observation Notice For(MOON

Beginnng on March 8, 2017, hospitals and critical access hospitals must provide the Medicare Outpatient
Observation Notice (MOON) to Medicare beneficiaries receiving observation services as an outpatient for
more than 24 hours. This notice educates Medicaredfieraries on the effect of outpatient status,

particularly as it pertains to costharing requirements and skilled nursing facility (SNF) eligibility. The
MOON must be provided no later than 36 hours from the time the beneficiary begins receiving entpati
observation services (or, if sooner, upon release). The MOON must be accompanied by an oral explanati
2F GKS AYTF2NXIGA2Yy Ay (GKS F2NX YR Ydzad oS aAi3dy
Failure to provide the MOON to applicaldleSy STFA OAF NASa A& O2yaARSNBR |
aSRAOINSE LINPOARSNI I ANBSYSY(ld IyR O2dzZ R NXadz G Ay
agreement.

http://www.cms.hhs.gov/BNI/01 overview.asp

lllegal Practices
Medicare beneficiaries need to be aware that these practicesspecifically prohibited by federal law:
Waiver of excess charges

A physician asks/requires beneficiary sign a waiver agreeing to pay for more than the fee schedule
amount.

Retainer
A physician asks/requires a retainer be paid before accepting a Mediemeficiary as a patient.
TO REPORT ANY OF THESE ACTIVITIES or ANY Medicare Fraud, Abuse, and Health Care Error:
Kansas SMP1-800-432-3535
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Chapter 5
MEDICARBART C (Medicargdvantage)
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Medicare Part C (Medicare Advantage)

Medicare Advantage is a system for delivering Medicare benefits to beneficiaries who enroll in plans
offered by private health insuranceganizationsPrivate Medicare plans agree to coordinate the care
received by beneficiaries and reduce costs by emphasizing prevention and limiting the use of services. The
Original Medicare program, in contrast, typically pays for care on-fofegervie basis.

Eligible beneficiaries must choose to enroll in a MA plan. That is, eligible beneficiaries must enroll in a MA
plan during an applicable enrollment period, and generally agree to stay in the plan for a calendar year, in
order to receive coveragirough the Medicare Advantage program. After enrollment in a MA plan takes
effect, beneficiaries typically must receive all of the care according to plan rules, respecting provider
network, prior authorization, and other limits that plans may use to colnépending.

The Centers for Medicare and Medicaid Services (CMS) pays private MA plans a fixed amount per
beneficiary to provide care. The amount CMS pays to the plans is not directly related to the quantity or
cost of health services they deliver. Thas/ment method is called capitation. It contrasts with Original

a SRA Ol Mds<ediceBySt8m in which Medicare pays physicians and other healthcare providers for
each service they provide to Medicare beneficiaries.

In 2016, nearly32%of Medicare beneficiariewere enrolled in Medicare Advantage plasnce

enrollment into a Medicare Advantage plan changes fundamental aspects of how Medicare beneficiaries
receive their health care, it is more important than ever for people to havesscto timely, accurate, and
useable information about these plans before they enf®HlIPs have an important role in providing
thorough counseling and information to Medicare beneficiaries about all their Medicare options so that
they can make informedetisions about their benefits.

Types of Plans

In order to receive health coverage through a Medicare Advantage (MA) plan, benefineetkso enroll

in an available plan. While all MA plans are set up under the MedRameC program, the law allows plan
sponsors to take very different approaches to structui@scoverage, provider networks, and payment.
Plansponsors offeseveraltypes of plans. ThesacludeHealth Maintenance Organizations (HMOS),
Preferred ProvideOrganizations (PPOs), Private f@eService (PFFS) plans, Special Needs,Rlaths
PACE plandhis section provides-depth descriptions of the different MA plans available acrtes
country.

Medicare Advantage plans are offered in a specific gedgcaparea, with exceptions for some
employer/unionsponsored MA plans that have retirees living in differargas. Generally, beneficiaries

Ydza i f A @S sgelviteKakes to be carlfidergdehgible for enroliment inh& plan. A service

area maybe as small as one county @s large as multiple MA regions. WitldMALJ | y Q&4 a SNIJA OS
plan must provide aknrollees an identical package of benefits with an identical-sbating structure.

Health Maintenance Organizations (HMOSs)

Health Maintenance Organizations (HMOSs) are a type of Coordinated Care Plan (CCP) that operates
through a network of health care providers. HMOs contract with hospitals, physicians, laboratories, and
other providers to create their provider networks. Plans magiiicentives to network providers to help

in the effort to contain costs or to meet certain quality of care standards. Most HMOs require people who
enroll in the plan to choose a primary care provider (PCP). The PCP is often a physician who is expected to
FOG Fa I 3AFGSTSSLISNI 12 KSIfGK OFNB aSNWAOSad | ah
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their PCP to obtain referrals to see specialists or to receive some services, such as expensive diagnostic
procedures. Many HMOs also require prior apgabfor elective surgeries and pestute care admissions,

for example, to rehabilitation hospitals. HMOs cannot, however, require enrollees to obtain referrals for
emergency medical care or urgently needed care, though most plans expect enrollees tct toatalan

within a certain time frame after receiving such care. Each HMO can have different provider networks and
different rules for referrals and prior approval, so it is important to understand the specifics of a plan
before enrolling in one.

In HMOplans, enrollees usually must obtain health care services through network providers. The HMO wil
not cover services that plan enrollees obtain when they see physicians or go to hospitals or other providel
outside of the network (except for necessary egpency or urgent care).

Some HMO plans have developed a more lenient approach, called a Point of Service (POS) benefit optiol
TheHM& h{ o0SYSTAlU Fft26a SyNRf{fSSa (G2 206GFAYy OSNI
standard network or pripauthorization rules. Often, services obtained through the POS benefit will cost

an enrollee more than services provided according to the standard rules. HMO plans with a POS benefit
may limit the POS portion of the benefit to specific services or tweal filollar benefit amount. As with all

MA plans, it is important to understand the POS benefit, if offered, before enrolling in an HMO plan.

HMO plans may or may not offer Medicare Part D drug coverage through the HMO, although most do.
Enrollees in HMO phs with no Medicare drug coverage (Ménly) may not enroll in a stanélone
Prescription Drug Plan (PDMnrollees who select an HMO plan with Medicare drug coverageRMA
must accept the drug coverage portion of the plan.

Preferred Provider Organizains (PPOSs)

Preferred Provider Organizations (PPOs) are a type of Coordinated CaredPlapetiates through a

network of health care providers. Unlike HMOs, PPOs generally pay fof-aetwork care. Also, they do

not require enrollees to choose a primyacare provider (PCP) nor do they require referrals to see
specialists or receive certain types of health services. Enrollees in PPOs usually pay leoglaroust
FY2dzyda F2NJ aSNAOSa LINPOARSR 0@ (KS tvenimédtne/ S 4
circumstances, PPOs provide coverage for services receivaif-oatwork, but costsharing (deductibles

and copayments) is generally higher for @fitnetwork care.

A Regional Preferred Provider Organization (RPPO) is a type of PPO ptdfethaoverage throughout
oneofthe26 CMS a i 6f AAKSR a! NBIA2yad ¢KSasS LI Fya I NB
expand and support Coordinated Care Plans even in rural areas. By contrast, other PPOs (local PPOs)
provide a benefit package ®service area of only one or more counties. RPPOs offer a number of
incentives and changes from local PPOs, including a standard benefit package (that includes a set
premium) across the region, an annual @itLJ2 O1 SG f A YA (G X 2 Nof-gocketktdsté 2y S
sharing, and a combined Part A and Part B deductible. Furthermore, the health care provider network of
RPPOs is spread throughout the MA region, providing access to more health care providers across a
broader area than local PPOs and most HMOs.

PPO plans may or may not offer Medicare drug coverageollees in PPO plans without Medicare drug
coverage (MAonly) may not enroll in a standlone Prescription Drug Plan (PDEnrollees who select a
PPO plan with Medicare drug coverage (MB) must ecept the drug coverage portion of the plan.
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Special Needs Plans (SNPs)

T

T

T

Special Needs Plans (SNPs) are a type of Coordinated Care Plan (HMO or PPO) that exclusively provide
coverage for beneficiaries with special medical needs or health care situafipasial Needs Plans

must offer Medicare Part D drug coverageSNP may serve one of the following three subgroups of
Medicare beneficiaries:

Institutionalized individuals

0 Those residing in or expected to reside for 90 days or longerongtérm care facility (including
skilled nursing facility (SNF), nursing facility (NF), intermediate care facility (ICF), or inpatient
psychiatric facility)

0 Those living in the community but requiring an equivalent level of care (LOC) to those resaling
longterm care facility

Dualeligible individuals

o0 Those entitled to Medical Assistance under a state plan under Title XIX (Medicaid)

o Some SNPs may enroll all or a portion of eklaible beneficiaries, including those with Medicaid
and those irMedicare Savings Programs

Individuals with a chronic or disabling condition

o0 These plans must be designed to serve 15 severe and chronic conditions:
A Chronic alcohol and other drug dependence
A Autoimmune disorders including polyarteritis nodosa, polymyalgia rheumatica, polymyositis,

rheumatoid arthritis, and systemic lupus erythematosus

Cancer excluding preancer conditions

Cardiovascular disordarancluding cardiac arrhythmias, coronary artery disease, perglhe

vascular disease, and chronic venous thromboembolic disorder

Chronic heart failure

Dementia

Diabetes mellitus

Endstage liver disease

Endstage renal disease (ESRD) requiring dialysisilé Medicare rules generally do not allow

Medicare berficiaries with enestage renal disease (ESRD) to join MA plans, CMS has the

ability to waive the ESRD enrollment exclusion for Special Needs)Plans.

Severe hematologic blood disorderscluding aplastic anemia, hemophilia, immune

thrombocytopenic purpta, myelodysplatic syndrome, sicldell disease (excluding sicidell

trait), and chronic venous thromboembolic disorder

A HIV/AIDS

A Chronic lung disordetsincluding asthma, chronic bronchitis, emphysema, pulmonary fibrosis,
and pulmonary hypertension

A Chronic and disabling mental health conditioriscluding bipolar disorders, major depressive
disorders, paranoid disorder, schizophrenia, and schizoaffective disorder

A Neurologic disorderns including amyotrophic lateral sclerosis (ALS), epilepsy, extensiv
LI N} f 8aAd O0ADPSPYT KSYALI SIALF I ljdzr RNARLIX SIAI = L
a0t SNRPaAAT LINJAYyazyQad RAA&SIH as YelateiPnew@olo§adzNR LI
deficit

A Stroke

D> D>
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1 SNPs also must apply one of the followstigictures:

o The plan may target one chronic condition from the list of approved chronic conditions (see above)

o Theplan may target a group of commonly-omrbid and clinically linked chronic conditions from a
list of approved common muftondition groupings in which the eligible beneficiary has at least
one condition. The groupings include diabetes mellitus and gbrogart failure; chronic heart
failure and cardiovascular disorders; diabetes mellitus and cardiovascular disorders; diabetes
mellitus, chronic heart failure, and cardiovascular disorders; and stroke and cardiovascular
disorders.

o The plan may target algn-designed grouping of multiple chronic conditions from the list of
approved chronic conditions in which the eligible beneficiary has all conditions

Private Feefor-Service (PFFS ) Plans

Private Fedor-Service (PFFS) Plans are a type of Medicare AalyaiiiMA) plan that is very different from
Coordinated Care Plans. Beneficiades't need to choose a primary care doctor in PFFS FARKISS plans
resemble Original Medicare in that the plans pay providers for each service they deliver to plan enrollees.
They are also similar in that enrollees are not limited to a network of health care providers and do not
need referrals to see a specialist. On the other hand, unlike Original Medicare, PFFS plans set their own
payment rates for health care providers. Baenrollees may see any provider who agrees to accept the
LI I yQa LI &YSyd GSN¥xaz odzi /a{ R2S&a y2i NXBI dzA NB
critical to know that any Medicare provider, including physicians, home health agenciesj@pdent
suppliersmay choose to accept, arot accept the terms of the PFFS plan each time a patient visits the
provider. This means that enrollees cannot trust that their preferred doctors and hospitals will remain
PFFS providers even if they received covered services through these providers previously.

Starting in 2011, noemployer/nonunion PFFS plans that are operatingireas with more than one MA
network-based plan must meet the access standards of other MA netlvasled plansSome PFFS Plans
O2YUNI OG 6A0GK | ySUg2N] 2F LINPOJARSNB ¢gK2 | ANBS
before. Outof-networkdocB NAE X K2 aLIAGFf &4 yR 20KSNJ LINE A RSNE
seen them before. For each service you get, make sure your doctors, hospitals, and other providers agree
G2 GNBFG e2dz dzy RSNJ G KS LX | yI IlepidRgercy)d&drdiihospitalS, andf |
other providers must treat yourou only need to pay the copayment or coinsurance amount allowed by

the plan for the type(s) of service you get at the time of the service.

Private Fedor-Service plans may or may not affdedicare drug coverage through the PFFS. Unlike many
other types of MA plans, enrollees in PFFS plans without Medicare drug coverageiBiFrR&y enroll in
a standalone Prescription Drug Plan (PDP).

Programs for AHinclusive Care for the ElderlyACE )

The Program for Alhclusive Care for the Elderly (PACE) is a model that provides com+haséy

medical, psychosocial, loigrm care, and chronic care to frail older adults. An interdisciplinary team
YFEY Il 3S& LI NIGAOALN Y anrsing hawiBs asiléng §s Pdddibile hykpWding athiilt day T
center and homebased care services.

To qualify for PACE services, an individual must be age 55 or older, certified by the state to need nursing
home care, have the ability to live in the commursgfely and live within a PACE service area. PACE

programs receive monthly Medicare and Medicaid capitation payments for each qualifying participant, anc
those who are not eligible for these benefits must privately pay the capitation amount. Capitatiass allo
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PACE programs to provide a variety of services, even some that Medicare or Medicaid may not typically
cover, through a determined monthly payment for each individual.

PACE delivers most of its services from a day health center which members atteral sewes a week.

The day health center provides primary medical care, physical, occupational and recreational therapies,
personal care, social services, and transportation to and from the center. Haset services often
supplement the centebased servies.

Eligibility and Enroliment

Given the many choices that Medicare beneficiaries face in terms of receiving their health insurance and
drug coverage, it is essential for SHICK counselors to help clients assess if a MedicaegAdvi) plan

will meet their health insurance needs. The first step in that process is to determine if a client is eligible to
SYNRtf Ay F a! LXIFy®d® | SNBE NS GKNBS 1Seé ljdzSadtArazy
enrolling in a MAplan.

1 Is your client enrolled in Medicare@enerally, to be eligible to enroll in a Medicare Advantage plan, a
Medicare beneficiary must be enrolled in both Medicare Part A and Part B.

1 Does your client have endtage renal disease (ESRIE)ept ircertain circunstances, beneficiaries
may not be medically determined to have esthge renal disease (ESRD) at the time of enrolling in a
MA plan. Individuals who develop ESRD while enrolled in a MA plan may continue to be enrolled in the
plan. Beneficiaes who have ESRD may also enroll in a Special Needs Plan (SNP) that is open for
enroliment to those with ESRD.

T 52S5a& @2dz2NJ Ot ASyid f A @S Bangficidri&sSnusi permbdtertlyresie iiaS NIOA O S
aSRAOINS ! Ry (l 3S dulk o ¢nibhin theQNidd Setvise aredsliffer andng thé
various types of MA plans. Service areas may be no larger than a few counties in a metropolitan area or
they may encompass an entire state or a mattte region. Since provider network rules vagyplan
Fa ¢Sttt a o0& LXFYy (GelLlsSz A0 Aa SaLISOAFfEe@ AYLEZN
for some part of the year to consider this factor.

When eligible beneficiaries decide to join a MA plan, they must complete an enrolforemto elect, or

enroll in, a MA plan. It is very important to note that Medicare beneficiaries who choose to enroll in a

aSRAOINS ! Ry Gl 3S LIXIY NBYFAY daAYy aSRAOINB®E hF

when they join a MA plan. Coselors may need to address the sources of this confusion, which may

Ay Of dzZRS YINJ SUGAY3I YFGSNALFE&a FYyR | a! LXIyQa dzasS

regular Medicare card. While MA coverage through a private plan replaces the PaspAaHmsurance

and Part B Supplemental Medical Insurance that provide coverage to beneficiaries in Original Medicare,

MA enrollees retain the rights of all Medicare beneficiaries, including the right to return to Original

Medicare.

Finally, except for beeficiaries enrolled in Medicare Medical Savings Account (MSA) plans and those
enrolled in Privated~eefor-Service (PFFS) plans and Cost plans that do not offer qualified prescription drug
coverage, individuals may not be enrolled into both a MA plan astdrad-alone Medicare Prescription

Drug Plan (PDP) at the same time.

Deciding to Enroll in a MA Plan

MA plans may help some Medicare beneficiaries lower theiraftgocket spending and gain access to
benefits beyond those in Original Medicare.
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SHICK cowelors provide a unique and essential service for clients when guiding them through a process
to reach sound decisions about MA plan enrollment. To continue the assessment process that began with
determining eligibility, counselors should learnas muchds&d a A0t S | 62dzi | Of ASy
MA plans. Here are some likely reasons for that interest:

1 Low premiums Some MA plans have very low monthly premiums. When compared to the cost of
Medicare Supplement (Medigap) insurance policies or retgeoup health plans, some of your clients
could save several hundreds of dollars annually on insurance premiums by enrolling in a MA plan. The
prospect of lower monthly health insurance premiums alone motivates many people to consider MA
plans.

1 ExtraBenefits: Most MA plans offer benefits that the Original Medicare program excludes from
coverage. Typically, these extra benefits can include routine dental and vision care.

1 Simplicity. MA plans often combine the benefits that Original Medicare and Medicare Part D make
available, along with some features of supplement insurance, in a complete package with one monthly
premium. Some people prefer this to Original Medicare in which beaes often pay separate
premiums for Medigap insurance and Part D prescription drug benefits. Many MA plans also use set
O2LJ) 8YSyd FY2dzyda 2F bPmn 2N bun F2N SIFOK LXKea
predictable Part B 20% coinsurance clearg

1 An Affordable Alternative to Medicare Supplement Insurand@ecause MA plans cover some of the
benefit gaps in Original Medicare, and because they are billed as a modern insurance option with mor
GFrR@OIFYyGlI3Sazé a2YS 27T & plazdiake theéiphgeifOriginkl #ledimade ahdS @
supplement insurance, or that the MA plans and Medigap insurance are equivalent. This is a
misimpression that SHICK counselors must address with patience and the use of case examples that
illustrate how the otrof-pocket costs in MA plans and Medigap insurance differ.

P FOGSNI GF1AYy3 a2YS GAYS (2 tAaGSy G2 G0KS NBIlI azya
counselors to address several factors that beneficiaries should consider beforgjaiMedicare
Advantage plan. Here are some considerations:

1 Plan RulesEnrollees in MA plans must follow the rules of the Medicare Advantage plan in order to
receive coverage and payment. For example, a common rule incsledHMOs is one that requires
use of network providers, including doctors, hospitals, and diagnostic facilities. Another common rule
in HMOs requires patients to get referrals to see specialists. Many MA plans, including HMOs and
Private Fedor-Servicg PFFS) plans, also have prior authorization or prior notification rules that apply,
F2NJ SEIFYLX S G2 YSRAOIE SljdZA LISyl yR StSOGAQD
rules may be responsible for the entire cost of care.

1 Lockin: Beneficaries who opt to join a MA plan should understand the concept ofieckdividuals
may make changes only during limited enrollment periods (e.g., the OEP a@HR)JAOnce an
SYNRftYSYyld OK2AO0S A& STTSOYE DS Blec&A k8 y ST A OA
remainder of the plan year. This legkfeature does not apply to beneficiaries who have a SEP.

1 Out-of-Pocket CostsSince the majority of Medicare beneficiaries have moderate incomes, it is
tempting for some people to compare MAapis and Original Medicare with a Medigap policy by
premiums alone. But the true cost of a MA plan includes the monthly premium plus thsitashg
charges for various services. MA plans set their own cost structure, so a plan could offer a low monthl
premium and offset it by charging more for individual covered services. While MA plans commonly use
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defined copayments for inpatient hospital and physician services, many use percdrasee
coinsurance charges for outpatient hospital care and medical eagrip and supplies. In some plans,
beneficiaries owe oubf-pocket 20% of the cost for outpatient surgery and other treatments. In
O2YyUN) 4G GK2aS Ay hNAIAYlLIE aSRAOFNB YI & LIJzZNOKI
costsharing for inpatiat and outpatient hospital services, and the entire coinsurance charge for
medical equipment and supplies.

§ Beneficiary Liability for CosBharing a! LJX Iy YSY0SNAE VYdzald 06 S-oftINB LI N
pocket costs with their own income or financiabources. Thus, it is critical for people to examine a
a! LJ | ssadng sir@cturé and for counselors to show through case examples how the cost
sharing system works, before your clients enroll in a MA plan.

1 Access to ProvidersSome MA planshawe S| f § K OF NE LINBJARSNI ySii&2N] &
ofy SG62N] ¢ LINPOARSNE® t NEPOARSNI ySig2NJla I NE O2Y)
tth LXFYyaQ ySteg2Nla NS OSNEB I NHSZ gKAES 20KSN
hhyRZ YIS LIevySyda G2 lye KSFfGdK OFNB LINR2JARSN.
Doctors, hospitals, and other service providers can pick and choose among the PFFS plans whose
payments they will accept. With respect to providers, counsetrould encourage clients to think
Fo2dzi  a! LIXIlIyQa FoAfAde (2 SyadaNB F00Saa G2 i
diagnostic centers they prefer to use.

1 Peace of Mind Some people who enroll in MA plans face surprisingly largebpocket costs when
an unexpected illness or accident requires a series of outpatient hospital visits for treatment or
rehabilitation. Others are stunned when an enfttown diagnosticcentdd R2Sa y 24 | OOS LI
payments, leaving them to foot the entire bill for expensive procedures. To promote peace of mind,
O2dzyaSt2NAR Oly KStLI Ot ASyia ¢SA3IK GKS o0SYySTAl 2
uncertaintiesandrisk ® 2 AGK Of ASyia ¢K2 INB a2y (KS FSyOS:
enroll in MA plans can return to Original Medicare during an annual Open Enroliment Period (OEP), the
MA Open fErollment Period (MADEP), or a Special Enrollment Period (SER)mited cases, clients
have special rights to return to Original Medicare and purchase Medigap insurance.

CMS has an online tool that provides information about Medicare Advantage plans, called the Medicare

Plan Finder. It is available fatp://www.medicare.gov/ Coverage and cost information about each plan is
located in the Medicare Plan Finder by clickingonthe@ldan y I YS® ¢KNRdzZZK GKAA& 2y f
counselors can help beneficiaries narrow the list of available MA plans in their state. The tool allows you to
further limit the list of MA plans in a state with additional screening criteirzcluding but not limied to:

1 Plans that charge no more than a certain monthly premium and/or deductible
1 Plans that allow an enrollee to visit any doctor and other coverage options
1 Plan Star Rating

While the Medicare Plan Finder gives a lot of information about the coeesad cost features in MA

plans in summary and detailed forms, even the detailed information may not provide all of the specifics

that a client needs to make an informed decision, such as contracted providers. Thus, further research may
be required. Typidyy, you can find more information about a MA plan through its website oifited

number.
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The Medicare website also has a comparison tool for Medigap policies available in the state. Since
beneficiaries sometimes enroll in a Medicare Advantage plan atemative to buying Medigap
insurance, this tool does provide a method to evaluate both sets of options.

Enrollment Periods and Effective Dates

CMS does not allow continuous open enrollment for the Medicare Advantage progvaite some low

income beneficiaries may make enrollment changes more often, most beneficiaries have limited time
FNIYSa G2 SyNRtt AyZ RAASYNR{f FNRYSI 2N a6A00OK
to their plans for a calendar yeaeneficiaries must complete an enroliment form to elect, or enroll in, a

MA plan.

¢tKSNBE INBF GKNBS SyNRftfYSYylG LISNA2R OFidSaI2NRSayYy A
chance to enroll in Medicare, and thus to choose a Medicare #dga plan, is called the Initial
O9YNRBffYSYyld tSNAZ2R O6L9tO0O® ¢KS L9t 2FGSy O22NRAYL
(IEP). Yearly scheduled enrollment periods (including the annual Open Enrollment Period and MA
Disenrollment Periodare set times of year when the law permits beneficiaries to make changes to their
Medicare coverage. Special Enrollment Periods (SEPs) enable beneficiaries with special situations to mal
plan changes outside of initial or yearly opportunities. For exangli’s permit beneficiaries who move
2dzi 2F I LX FyQad aSNIBAOS INBIF 2N gK2 23S 20§KSNJ

Initial Coverage Election Period (IEP)

The Initial Coverage Election Period (IEP) is the senxath time frameduring which a person who is

newly eligible for Medicare (enrolled in both Medicare Part A and Part B) may choose to enroll in an
Medicare Advantage plan for the first time. The IEP begins three months before entitlement to both Part A
and PartBandend8A  KSNJ 2y (GKS flFaid RIFIe F2NJ GKS o06SySTAO,.
day of the month preceding entitlement to both Part A and Part B, whichever is later.

Generally, a person becomes eligible for Medicare on the first day of the nobiiis or her 65th birthday
or the 25th month of disability. Part B enrollment may not occur upon entitlement to Part A for a variety of
reasons; thus, the IEP typically coordinates with Part B entitlement or enrollment.

Yearly Opportunities for Enrollme: OEP and MA OEP

The MMA permits Medicare beneficiaries to make changes to their Medicare enroliment during the annua
Open Enrollment (or Election) Period (OEP) each year. Medicare Advatigigke beneficiaries may use

the OEP asmopportunity to enroll in or disenroll from a MA plan. They can use the OEP to switch from
one MA plan to another or to leave the MA program for Original Medicare. The OEP runs from October 1£
through December 7 each year. The new coverage choice becsffeesive on January 1 of the following
year. Beneficiaries who make more than one enrollment choice during the OEP will be enrolled only into
the plan with the latest date of application. This means that beneficiaries can change their minds
throughout theOEP. While this may be helpful for some individuals, keep in mind that unscrupulous plan
artsSa Fr3aSyida OFry dzyR2 (GKS NBadzZ Ga 2F | O2dzyaSft A
sponsored MA group plans need not conform to the OEP rukgsagbply to other MA plans.

The OEP is also a chance for all Medicare beneficiaries to enroll in or disenroll from a Medicare drug plan
A decision to enroll in or disenroll from Medicare drug coverage during the OEP is effective for the
following calendagear, beginning on January 1. Only beneficiaries who have a Special Enroliment Period
(SEP) opportunity may change their Medicare drug plan enroliment during the plan year.
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Medicare AdvantageOpen EBrollment Period(MA OEP)

The 2%:Century Cures Act atinates the existing MA disenrollment period that currently takes place from
January 1st through February 14th of every year and, effective for 2019, replaces it with a new Medicare
Advantage open enrollment period (OEP) that will take place from Jansatirbugh March 31st

annually. The new OEP allows individuals enrolled in an MA plan, including nevelyjgdke individuals,

to make a ondime election to go to another MA plan or Original Medicare. Individuals using the OEP to
make a change may makecaordinating change to add or drop Part D coverage. An MA organization has
the option to voluntarily close one or more of its MA plans to OEP enrollment requests. If an MA plan is
closed for OEP enrollments, then it is closed to all individuals in theegian service area who are

making OEP enrollment requests. All MA plans must accept OEP disenrollment requests, regardless of
whether or not it is open for enroliment. Individuals with enrollment in Original Medicare or other
Medicare health plan typesuch as cost plans, are not able use the OEP to enroll in an MA plan, regardless
of whether or not they have Part D.

The types of changes beneficiaries can make during th®©HERare kted in the table below. An
enrollment choice made during the MAEP b in effect for the entire remaining calendar year starting on
the effective date of coverage, unless a beneficiary has a SEP opportunity.

Important: If the beneficiarydisenrols from a Medicare private health plan (Medicare Advantadejieral
law doesnot givethe beneficiarythe rightof guarantee issu& buy a Medigap plan.

Type of Coverage on January 1 Allowed During MAOEP

MA-PD 1 MA-PD
1 MA-only
MA-only f OriginalMedicare + PDP
1 Original Medicare w/o PDP

Original Medicare only or with a PD| 1 No changesllowed

Another OEP enrollment opportunity, called the OEPI, exists for people in institutions. The OEPI is a
continuous enrollment period for all Medicare beneficiaries who move into, reside in, or move out of an
institution. The OEPI pernsithem to make unlimited changes to their MA or Original Medicare

SYNRftYSyldd C2NJ 6GKS LJzN1L}R2aS 2F GKS hotL>X (K G SN
following facilities:

Skilled nursing facilities (SNFs)

Nursing facilities (NFs)

Intermediate care facilities for the mentally retarded (IMR)

Psychiatric hospitals

Rehabilitation hospitals

Longterm care hospitals

1 Swingbed hospitals

Special Enrollment (Election) Periods

Special Enrollment (Election) Periods (SEPs) enable Medicare beneficiaries to make certain enroliment
changes in several special situations. As a SHICK counselor, it is important to keep in mind that these SEP
opportunities exist because they may enablengoof your clients to make changes in their MA enroliment
outside of the OEP and MB&&P.

/a{Qa SYNR{tYSyd 3IdARIyOS RSaAaONAROSA | {9t (GKAA ¢
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Special election periods constitute periods outside of the usual IEP, OEP,@EM#hen an individual
mayelectdJt 'y 2NJ OKIy3S KA&a 2NJ KSNJ OdzNNBy i LI Iy Sf
special election period, an individual may:

1 Discontinue an enroliment in a MA plan and enroll in Original Medicare
1 Switch from Original Medicare to a MA plan
1 Switch from one MA plan to another MA plan

Certain SEPs are limited to an enrollment or disenrollment request. If the individual disenrolls from (or is
disenrolled from) the MA plan and changes to Original Medicare, the individual may subsequently elect a
new MA plan within the SEP time period. Once the individual has elected the new MA plan, the SEP ends
for that individual even if the time frame for the SEP is still in efleabther words, the SEP for the

individual ends when the individual elects aew MA plan or when the SEP time frame ends, whichever
comes first, unless specified otherwise withim&EP.

In addition to MAspecific SEPs, there are certain other SEPs that correspond to Prescription Drug Plans
(PDPs).

Changen Residence

Two circumstances give persons the right to a SEP for a change in residence. This includes those who heé
I OKFy3aS Ay LISNXIyYySyid NBaARSYyOS (KFG LI FOSa GKS
have new MA and/or Part D plans available assallt of a change in permanent residence.

This SEP has certain notice procedures. For people who notify their plan in advance of their move, their
SEP begins the month before the move and continues for two months. For those who give notice of the
move upa moving or afterwards, the SEP begins upon notification and continues for two months.

When individuals do not notify their plan of their move, and the plan learns from CMS or otherwise that
GKS® KI @S tABSR 2dziaARS 2 ¥Fnsikk@idNIndidSEPYDEMnS i theMitA O S
month and continues through the eighth month after the move. Persons may request that the effective
dates of their SEP enrollments to be up to three months after the notification but not earlier than the date
of the move.

Contract Violation

MA plan enrollees who demonstrate to CMS that the MA organization violated a material provision of its
contract or materially misrepresented the plan during marketing have a SEP opportunity to change to
another MA plan or to @ginal Medicare. SHICK can help plan enrollees submit requests for Contract
Violation SEPs to their CMS Regional Office. CMS will process some of these enroliment requests as
NBGNRLFOUADBS RAASYNREfYSylakSyNRf  Y&héwoktiotand { 9t
continues subject to the discretion of CMS.

Non-Renewals or Terminations

People whose plans end due to renewal on January 1 of a plan year have a SEP from October 1 of the
prior year to January 31 of the following year. CMS régjéir 4 KS&S L) I ya G2 3IA DS
enrollees. The effective date of the enrollment may be on January 1, or February 1, but not before the pla
receives the enrollment request.

For enrollees of plans that terminate their contracts, their SEP begins two months before the termination
effective date and ends one month past the termination effective date. These plans are required to give 6
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RFeaQ y2GA0S (2 St bdiEhe éndlBndndmay BeShe Bidhth Sftdrindtick $s gikkeh until
two months after the termination effective date.

For enrollees of plans whose contracts CMS terminates, their SEP begins one month before the
termination effective date and ends two monthagt that date. CMS requires these plans to give-a&p
notice to enrollees. The effective date of the enrollment may be up to three months after the month of
termination but not before the plan receives the enrollment request.

Exceptional Conditions

1 SEP EGHRMMedicare beneficiaries who have access to an Employer/Union Group Health Plan (EGHP)
have a SEP to elect a MA plan or vice versa during the period of time when the EGHP allows plan
changes. The effective date of the enrollment may be up to threaths after the request for
enrollment or disenroliment but not before the plan receives the request.

1 Disenrollment Connected to a CMS SanctidhCMS sanctions a MA organization and enrollees
disenroll due to the issue that led to the sanction, CMS mafiorize a SEP on a cdsgcase basis for
those enrollees.

1 PACE Enrollee$A enrollees may disenroll at any time to join a PACE program. Those who disenroll
from PACE have a SEP for up to two months after the disenrollment during which they naiyljain
plan.

91 DualtEligible Beneficiaries and upon Losing Didigibility: All duadeligible beneficiaries (including
those with both Medicare and Medicaid and those who are in Medicare Savings Programs) have a SEP
opportunity that begins upon becoming aak-eligible beneficiary and ends up to two months after
losing such eligibility. Because this SEP is continuous, beneficiaries may enroll in or disenroll from a MA
plan, including an MAD plan, at any time. Beginning in 2019, the beneficiary will beetino a
onetimeper calendarquarter election between January through SeptembEne effective date of the
change is the first of the month following the request for the change.

1 Trial Period SERPeople who drop a Medigap policy to enroll in a MA arthe first time are entitled

to a guaranteed right to purchase their own Medigap policy back or buy a new one, if the one they had

Ad y2G @LFLAtTLTofSY AGKAY GKS GGNRARLFE LISNRA2RIE dzi

disenroll from aVA plan at any time during this trial period to return to Original Medicare and to

purchase the Medigap policy. The SEP begins upon disenroliment from the MA plan and continues for
two additional months, with an effective date depending on the situation.

Retroactive ESRD Entitlement

Retroactive Medicare Entitlement

Part D CoordinatingThese SEPs permit eligible persons to make an election into or out of &/IDMA

plan (or as it applies below).

o Involuntary Loss of Creditable Coveragdedicare benetiiaries who experience an involuntary
loss of creditable coverage or a reduction in such coverage that makes it no longer creditable have
a SEP to permit enrollment into a Part D plan (including arPd/plan). The SEP begins upon
notification of the losgor reduction) and ends two months after the loss (or reduction) or the
notice, whichever is later. The effective date is the first of the month following the request or may
be up to three months prospective.

o Not Informed of Creditable Coverag&hose nbadequately informed of a loss of (or that they
never had) creditable coverage have a SEP to enroll in a Part D plan (includingfPdn pfex).
Established on a cad®/-case basis, this SEP begins upon approval from CMS and continues for two
additional manths.

= =4 -4
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o Error by Federal Employe®n a cas®y-case basis, CMS may grant a SEP to those whose
enrollment or norenrollment in a Part D plan (including an N® plan) is not valid due to the
action, inaction, or error of a Federal employee. This SEP bggamsapproval from CMS and
continues for two additional months. SHIPs can help plan enrollees submit requests to their CMS
Regional Office.

o Disabled Medicare Beneficiary Turning 8B8eneficiaries eligible for Medicare due to a disability
have an additioal IEP for Part D upon turning 65. The coordinating SEP with this IEP may be used
to disenroll from an MAonly or MAPD plan and return to Original Medicare, or to enroll in an- MA
only plan (regardless of whether the Part D IEP to enroll in a PDP is TedEP begins and ends
concurrently with the additional Part D IEP.

1 Beneficiaries Losing Special Needs Staflisose enrolled in a Special Needs Plan (SNP) who no longer
meet the specific special needs status are eligible for a SEP. The SEP beythe gpange in status
and continues for three more months.

1 Non-DuatEligible Beneficiaries with LIS and Upon Losing LIS eligible beneficiaries who are not
dualteligible have a SEP opportunity that begins upon qualifying for LIS and ends up tomitsm
after losing such eligibility. Because this SEP is continuous, beneficiaries may enroll in or disenroll fror
a Part D plan, including an M2D plan, at any time. Beginning in 2019, the beneficiary will be limited
to a onetime per calendar quarter aton between January through September. The effective date of
the change would be the first of the month following the request for the change.

1 Enroliment in a Chronic Care SN® SEP exists for individuals who qualify for a Chronic Care Special
Needs Rin (SNP) to enroll in an SNP. The SEP applies to all beneficiaries who qualify for these SNPs
ends upon enroliment into a plan.

1 BeneficiariesWho Require a New Chronic Care SMA additional SEP exists for beneficiaries
currently enrolled in a Chrao Care SNP who require a new SNP due to a new chronic care focus. The
SEP ends upon enrollment into the new SNP.

1 Disenrollmentfrom Part D to Enroll In or Maintain Creditable Coveragy enrollee in a Part D plan
(including PDPs and MPDs) may disepH at any time from the plan to obtain or maintain other
creditable coverage. The effective date of disenrollment would be the first of the month following the
request. This SEP permits those leavingRDAplans also to enroll in an MAly plan.

1 Benefciaries who are released from jaiBeneficiaries who are released from jail have a SEP to join a
MA plan or Part D plan for two full months after the month they are released from jalil.

SEPG5

Beneficiaries who el in a MA plan (excluding an MSA plan) during their Initial Enrollment Period for
Part B (the seven months around their 65th birthday) have a SEP65 to try out the Medicare Advantage
program. These individuals may disenroll from the MA plan into Orilyledicare at any time during the
first twelve months of enroliment in the MA plan. They have a guaranteed issue right to any Medigap
policy (not just plans A, B, C, F, K, or L).

5-Star SEP

In 2012, CMS introduced theS&ar Special Enroliment Period. Under this SEP, a beneficiayican |
switch toa 5-Star MA plan (with or without drug coverage)as-Star PDP itheir service areaThe time
period for this SEP is December 8 throughéolver 30 of the next year, with arffective dateof the first
of month followingthe enrollment request It canonly be used to enroll in plans given an overadtar
rating for the current calendar yeaif heStar ratings from the rating®n the Plan kder, not the current
year Medicare & You HandbodBeneficiaries can only usiee 5-star SEP one time during the yedirthe
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beneficiary joins an MAnly plan which allows a staralone PDP, they also have a coordinating Part D SEP
andcanjoinaPDPNd G KS &l YS Y2y idK® ¢ K Sstatpiah. HR@VBraiffh@yiareK | @S
switching from one MAnly plan to another MAonly plan, they do not have an SEP to switch PDPs.

How to Enroll in a MA Plan

Beneficiaries eligibleof the Part D lowincome subsidy, and thus have auto or facilitated enrollment, may
occasionally be auto or facilitated enrolled into a Medicare Advantage plan with drug coverage. This
process only occurs in certain exceptional instances when a beneigi@nyolled into an MAonly plan

upon becoming eligible for the LIS. At that point, these beneficiaries would be facilitated inrlPCMAans

to ensure their access to Medicare drug coverage.

Who Can Help a Medicare Beneficiary Enroll?

In most cases, MédOF NB 0SYSFTFAOALFNASAE (KSyaSt@Sa Ydzad O2 YL
MA Enrollment and Disenrollment Guidance explains that anyone other than the beneficiary who

completes an enrollment request must state that he or she has the legabattiunder state law to

execute the enrollment.

NOTESHICK counselors who assist clients with enroliment generally do not have the legal authority to
make health care decisions on behalf of a Medicare beneficiary. Instead, SHICK counselors whatselp clie
with Medicare Advantage plan enroliment are merely facilitating the process. Counselors can avoid
problems by making sure that they do not indicate that they represent their clients, or sign enrollment
F2N¥a 2y | Oft ASyiQa oSKIfTFTo

Plan Must Provide Cé&in Information to Enrollee

Prior to the effective date of enrollment (or within 10 calendar days of enrolling) a MA plan must provide
all enrollees with the following documents:
1 A copy of the enrollment form, where applicable
1 A notice acknowledgingeceipt of the completed enroliment election showing the effective date of
coverage
1 Proof of health insurance coverage, including, where applicable, the data necessary to access
prescription drug benefits

Materials must explain the following information hew enrollees:

1 The costs associated with the MA plan, including but not limited to the premium, coinsurance,
copayments, or fees and the amount that the plan contributes to the Medicare premium and
deductible, if applicable.

1 The lockin requirement,including an acknowledgement from enrollees that they understand
Fo2dzi GKS LI FyQa LINPJARSNI ySGg2N] NBIdzANBYSy

1 The effective date of coverage and steps to take to obtain services prior to the receipt of an ID
card, if necessary.

Disenrollment

Medicarebeneficiaries who are currently enrolled in a Medicare Advantage plan may only disenroll from
that plan during certain periods: the annual Open Enrollment Period (OEP) from October 15 through
December7; during the MAOpen Erollment Period (MAOEP) fromJanuary 1 througMarch 3% and any
applicable Special Enrollment Period (SEP).
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There are a few ways for a Medicare beneficiary to disenroll from a MA plan:

1 By enrolling in another plan

1 By sending or faxing a sigd written notice to the MA organization

1 By requesting disenrollment online to the MA organization (if the MA organization offers this
option)

1 By calling 800-MEDICARE

/l a{Qa RAASYNRffYSYydG LB2fAO& 3Idza RI y CeBrolnént fiorbthe G K I {
MA plan, the MA organization must instruct the member to make the request in one of the ways describec
F020S® wX6 ¢KS RAASYNREfYSYyd NBIdzSad Ydzad oS RI
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The efective date of most disenroliment requests is the first of the month following the request for
disenrollment. There are certain exceptions to this rule based on the enrollment period during which
enrollees request the disenroliment. Plans must send writieknowledgement of the disenroliment

request to the enrollee within ten days of the request.

MA plans may also process involuntary disenroliments in certain circumstances. Examples of situations
where plans have the option to disenroll individuals incltite following:

1 Failure to pay premiums timely
1 Engaging in disruptive behavior
1 Providing fraudulent information to the plan
There are also certain situations when CMS requires a plan to process an involuntary disenrollment:

f a2@Ay3 2dzi sBhicdarea! LI I yQ
1 Losing entitlement to Medicare Part A and/or Part B

1 Losing special needs status, for Special Needs Plans
1 Death

1 Plan terminating or discontinuing

PostEnrollment Actions

Even after a beneficiary requests etiment or disenrollment, there are certain changes that may be
made related to the enrollment or disenroliment.

Cancellations

Both enrollment and disenrollment requests may be cancelled before the effective date of the change.
Those wishing to request sh a cancellation must request this directly from the MA organization.

Reinstatements

Enrollment in a MA plan may be reinstated if a disenrollment was processed and the disenrollment was
not legally valid. CMS processes reinstatements orselogcase basis, but common reasons for
reinstatements include the following circumstances:

I Disenrollment due to mistaken death indicator
i Disenrollment due to mistaken loss of Medicare Part A or Part B
I Mistaken disenrollment
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Retroactive Enrollments

If a MA organization does not process a valid request for enrollment within the appropriate time frame,
then CMS may perform a retroactive enrollment.

Retroactive Disenrollments

If an enroliment in a MA plan was never legally valid or if a beneficiakgsna valid disenrollment request
and it is not processed, a retroactive disenrollment may be performed by CMS. Enroliments that are not
legally valid could include the following:

1 Anincomplete enroliment request

1 An attempted enrollment for an individd who did not meet eligibility requirements at the time of
enroliment

1 If the member or his/her legal representative did not intend to enroll in the MA organization. Evidence
of a lack of intent to enroll could include:

An enrolment form signed by the individual when a legal representative should have signed,

A request by the individual for cancellation of enrollment before the effective date,

An enrollment in a supplemental insurance program after enrolling in the MA ptan,

0 Receiving services owof-network after enrolling in a MA plan.

© O o

Coverage of Benefits and Access to Services

Basic Benefits

Generally, the law requires Medicare Advantage plans to cover, at a minimum, all Original Medicare
covered services, except hospice care. This means that MA plans must provide coverage of all Part A and
Part B services by furnishing these services directly or through payment arrangements with providers of
certain services. MA organizations must submi€CdS their coverage of benefits package before CMS
approves the MA plan.

Before approving a MA organization to offer a MA plan to beneficiaries, CMS reviews the proposal to
ensure that the plan meets the following conditions:

1 Medicarecovered services arprovided and meet CMS guidelines under Original Medicare

91 Costsharing structure does not discriminate against beneficiaries, promote discrimination,
discourage enrollment, encourage disenrollment, steer certain subsets of beneficiaries to the plan,
inhibit access to services, or design esisaring differentialshat limit choices

1 Benefits meet other MA program requirements

As with Original Medicare, coverage of services depends on several conditions:

1 The service must meet a benefit category

1 The service must not be specifically excluded from coverage

f TheAGSY 2NJ aSNBWAOSA Ydzad 6S O2yaARSNBR aNBlazyl
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Section 1862(a)(1)(A) of the Act states that, subject to certain limitations, no payment may beanade f
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treatment of illness or injury or to improve the functioning of a malformed body member.
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Medicare Advantage Organizations must abide by National @gedbeterminations, general Medicare
coverage guidelines, and written coverage decisions of local Medicare Administrative Contractors (MACS'
In the absence of national or local coverage determinations, Medicare Advantage organizations may follo
the covenge policies of other MA organizations, or make their own coverage determinations and provide
a rationale for the decision. While MA plans must provide coverage for all Meeioasred services, they

may use their flexibility to encourage cesffective wse of these services.

Supplemental Benefits and Guidelines

Coverage of supplemental benefits by a Medicare Advantage plan falls into two categmaeslatory
supplemental benefits and optional supplemental benefits.

Mandatory Sypplemental Benefits

These benefits include services not covered by Original Medicare (excluding Medicare prescription drug
O2@SNI 3S0 (GKFG &a2YyS a! LXFya YIe 2FFSNI G2 Ftf &
a MA plan offers mandatorgupplemental benefits, all enrollees in that plan must accept these benefits.
MA plans submit their mandatory supplemental benefits to CMS as part of the benefits package that CMS
reviews before it approves the plan.

MA plan enrollees pay for these bendfit § KNR dz3 K (G KS a! L} I yQa LINBYAdz
may use rebate dollars to pay for a part of or all mandatory supplemental benefits.

Examples of mandatory supplemental benefits include:

Coverage for emergencies outside the United States

Annual physical examinations

Routine hearing and vision examinations

No threeday prior hospital stay before Skilled Nursing Facility (SNF) admission
Acupuncture

Transportation to plan provider appointments

Point of Service (POS) option in MedicaiOs

= =4 -8 48 -8 -4 -9

Optional Supplemental Benefits

These benefits include services not covered by Original Mexl{excluding Medicare drug coverage) that

a MA plan offers as an option to all enrollees. If enrollees opt to take these benefits, they must pay the ful
cost of the coverage, typically through an extra premium. The optional supplemental benefits must be
offered to all beneficiaries equally upon enrolling in the MA plan and for a set time afterwards. Plan
enrollees may voluntarily drop this coverage at any time during the plan year by giving notice to the plan.

Examples of optional supplemental benefits kages include:

91 Dental care that covers visitsyays, and semannual cleanings

9 Vision care that covers optometry visits, eyeglasses, or contact lenses

1 Hearing care that covers audiology tests and the partial costs of hearing aids
1 Point of Servic¢POS) option in Medicare HMOs
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Design of Supplemental Benefits

While MA plans have significant flexibility in designing their benefits packages, they must follow certain
guidelines for their supplemental benefits package:

1 All benefits must be healtrelated. Healthrelated means that the primary purpose of the item or
service is to prevent, cure, or diminish an illness or injury that is actually present or expected to
occur in the future. If the primary purpose of the item or service is comfort, cospuetitaily
maintenance then it may not be classified as a health benefit.

1 All benefits must be offered in the same way to all enrollees.

1 All benefits must be priced in the bid to CMS.

1 All benefits must be specified in the appropriate marketing velicl

Value-Added Items and Services (VAIS)

ValueAdded Items and Services (VAIS) are items and services that do not meet the definition of benefits.
MA organizations may not use Medicare program dollars to pay for VAIS, and the cost associated with
these tems and services must be intrinsically administrative for CMS to consider them VAIS.

There are certain rules associated with plans offering VAIS:

1 VAIS must be offered for the entire contract year

1 VAIS must be offered in the same way to all enrollees

1 Plans must maintain the privacy and confidentiality of enrollee records
1 Plans must comply with applicable HIPAA laws

1 Plans must comply with relevant fraud and abuse laws

Examples of VAIS include:

1 Fitness programs

1 Health club memberships or membership discounts
1 Discounts on items such as nutritional supplements
1 Meals on Wheels following hospital discharge

Service Areas

Medicare Advantage plans have a specific geographic area that CMS approves with somerextmptio
NBEGANBS 3INRdzZL a! LXFyad ! OO2NRAYy3I (2 /a{Qa LRtAO

The basic requirement of service area is that each MA plan offered by a MA organization must be

2TFSNBR (2 Iff 0SYSTAOAINASA Ay | a! Inifoimf@®a &SN
sharing arrangements.
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be as small as one county or as large as multiple MA regions. A regional MA plan (like a Regional PPO plan)
musthave a service area that encompasses the entire MA region. (Nationally, there are 26 MA regions.
YIyala Aa Ay wS3IA2Yy My GAGK h{fFK2YlF®0 2A0KAY |
an identical package of benefits with an identicastsharing structure.
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f Access Requiremens | a! LJX IyQa aSNIBAOS | NS RSFTAySa
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enroll in the plan. Other than Special Needs Plans (which may restrict their enrollment to certain
populations of beneficiaries), MA plans must allow any ebgibédicare beneficiary residing in a
LI FyQa aSNIBAOS | NBIF (2 SyNeRftt Ay GKFG LXIY R
 PaymentRaty | a! L)X I yQad &ASNIAOS I NBI RSGSNX¥YAyYySa
MA plans a set amount of money per beiogiry who enrolls in the plan. Several factors affect the
aSt FY2dzydz AyOftdRAY3IAZ F2N SEFYLX ST GKS LI Iy
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covered bythe plan. All benefits offered by MA plans in a service area must be uniform throughout
the service area; so the service area will establish, to some extent, the benefits that a MA plan
must offer.
f Urgently-Needed Services | a! LX Iy QamideStNabauddaries degond wiich 8 S NJ
coordinated care plan must cover urgentigeded services.

DisclosureRequirements

al
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receiving covered services andrefits. To achieve this end, plans are required to provide certain
information to enrollees at specific times during a plan contract year.

Upon Enrollment and Annually Thereafter

MA plans must provide the following information to all plan enrollees ugaoliment and annually

thereafter:
T { SNBAOS IINBFY ¢KS a! LXFyQa aSNWAOS FNBI | yR
T . SYSTAGAY sbekdits, mdludihgfcongit@ns and limitations and the premiums and cost
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sharing related to these benefits
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(if applicable)

Out-of-area coverage: The MAK | y Qa Nz Sa FT2NJ O2@0SNI IS 2F &SN
9YSNHEHSYyO& O2@SNI 3ISY ¢KS a! LIIFIyQa O2@0SNr3IS 27
emergency, appropriate use of emergency services, process and procedures formpthése

services, and locations where emergency services can be obtained

{ dzLJLX SYSy (il f oSySTAaday ¢KS a! LIXIFyQa YIyRIFG2N.
and the premiums for those benefits

Prior authorization and review rules: The M&& | y Q& LINA2NJ | dzi K2 NRART | A2y
ensure the plan provides coverage for the services

Grievance and appeals procedures

Quality Improvement program: Except for PFFS and MSA plans, a description of the required Quality
Improvement progam

[ FGFadNRPLIKAO Ol LA yR aAy3
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Disenrollment rights and responsibilities
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Upon Request

All beneficiaries eligible to enroll in a MA plan have a right to receive the following information from MA
plans:

1 Original Medicarecovered benefits: Information about Part A and Part B covered benefits, including
costsharing

1 Enroliment procedure: Imirmation and instructions for potential enrollees on how to enroll in the MA
plan

1 Rights: Information about grievance and appeal procedures and the right to be protected from
discrimination

1 Potential for contract termination: Information about potentiehanges to a MA plan, including
contract termination, NoMNB y Sgl f 2F | O2y iNI OG0z 2NJ I NBRdzOUA 2

T .SySFTAGAY ¢KS a! LXIyQa oSySTAaAGasz AyOf ¢didiing3 02y
related to these benefits, duof-pocket limits, outof-network coverage policies, and coverage of
emergency and urgentigeeded care

1 Premiums: Information about any monthly basic premium, any monthly supplemental premium, and

any reduction in the Part B premium

tfFyQa aSNIBAOS | NB

Quiality and performance indicators: To the extent they are available, information about the following

indicators: disenrollment rates, enrollee satisfaction, health outcomes -lgtegl appeal data, and

record of plan compliance

 Supplemental benefité ¢ KS a! LI Iy Q& YIFYyRFIG2NE YR 2LIGA2Yy L §

and the terms, conditions, and premiums for those benefits

Utilization management techniques

Aggregated number and disposition of disputes: Information about submissiontafogpevances

and appeals

1 Physician compensation methods

1 Financial information: Information on the financial condition of the MA organization

= =4
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Ensuring Continuity of Care

All MA organizations must show they have met standards to ensure continuity of care for enrollees. MA
2NBFYATIGA2ya Ydzald YSSi GKS F2ft26Ay3a NBIdANBYSyY
plan is ready and able to secure continuity ofecéor enrollees:

1 The MA plan must describe its method for coordinating care, including which services are
coordinated, under which circumstances they are coordinated, methods of coordination, and who
coordinates the care.

The MA plan must provide enteés with a source of primary care.

The MA plan must integrate services with community and social service programs through

contracts or otherwise.

1 The MA plan must establish processes that ensure effective and continuous patient care and
quality review, including an initial health assessment for all new enrollees, an enrollee health
record that is maintained, and a proper exchange of clinical infaonahroughout the network of
providers.

= =
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1 The MA plan must use practices to inform enrollees of preferred fellpware, training methods
for selfcare, and other health care promotion.

1 The MA plan must have set treatment regimes to address commaiebsto compliance for
enrollees.

Access and Availability Rules for Coordinated Care Plans

Coordinated Care Plans (CCPs), such as HMOs and PPOs, also are required to demonstrate they have n
access and availability standards for enrollees. MA orgaaiztnust meet the following requirements to
obtain CMS approval for the plan sponsors:

1 The CCP must maintain and monitor a network of providers that is sufficient to provide adequate
access to covered services to meet the needs of all enrollees. Thenpktrmaintain a provider
network that is distributed throughout the service area to ensure enrollees must not travel
unreasonable distances to receive cddmreasonable distance is understood to be an average
travel time of 30 minutes for commonly useergices. Acceptable travel times may be longer for
less common services or in rural areas.

1 The CCP must establish standards for timeliness of access to care. This means that adequate
numbers of providers are available all day, every day, for medicatlyssary service.

1 The CCP must maintain a cohort of primary care providers (PCPs) from which enrollees may selec
personal PCP.

1 The CCP must provide access to necessary specialists. Female enrollees should have direct acce:
G2YSYyQa KSadai® 1BTISIOA&!N AL I yQa ySig2N] 2F &aLlS
LI FyQa SyNRffSSasx GKS a! LIy Ydzad FNNFy3asS 7
enrollees.

1 The CCP must establish medical necessity determination standardsjmgaaderage rules,
practice guidelines, payment policies, and utilization management.

1 The CCP must ensure that it provides coverage for ambulance services, emergency and urgently
needed services, and pestabilization care services as required.

1 The P must have criteria for chronic care improvement programs, including the identification of
SYNRffSSE | LILINRPLINAFGS F2N 4dzOK LINBPINIF Ya | yR
such programs.

Relationship to Drug Coverage

Drug coverage under the Medicare Advantage program falls into several categories: Part B drug coverage
Part D drug coverage, and ovitie-counter drug coverage. Medicare Part A provides coverage for some
drugs received during a Medicaceveed inpatient hospital stay.

Part B Original Medicare Drug Coverage

Since Medicare Part D drug coverage took effect on January 1, 2006, aHdéadrBd drugs and

biologicals continue to be covered through Original Medicare. Thus, MA plans coverdPagsEnd

biologicals outside of their Part D drug benefit because the plans must cover the benefits in Part A and Pz
B of Original Medicare.

Some examples of Partd®vered drugs and biologicals are:

T LyaSodlofS RNHZAA (KL G-I NBA YORYEINRSRS RI VR 21 NIIza
in connection with physician services
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Drugs that beneficiaries take through durable medical equipment authorized by a MA plan
Clotting factors for beneficiaries diagnosed with certain blood clottingrdess
Immunosuppressive drugs following a Medicamered organ transplant

Injectable osteoporosis drugs for beneficiaries who have had bone fractures related to post
menopausal osteoporosis

Antigens

Certain oral antcancer drugs

Certain antinausea drugs

Injectable erythropoietin for beneficiaries who have estdge renal disease (ESRD) and related
anemia

= =4 =4 -4
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Part D Medicare Drug Coverage

There are different rules that govern whether Medicare Advantage plans offer Part D tseasefi MA

plan with drug coverage (MRD). All Medicare Advantage organizations offering coordinated care plans
(e.g., HMOs and PPOSs) in a service area must offer at least oftD\phan within that area. This rule

affects both local and regional coordied care plans. All Special Needs Plans, a type of coordinated care
plan, are required to provide prescription drug coverage.

Private Fedor-Service (PFFS) plans, Medicare Medical Savings Accounts (MSAs), and Program for All
Inclusive Care for the EldeRACE) are not coordinated care plans. Medicare law does not place the same
requirements on them as it does on coordinated care plans. PFFS plans are not required to provide drug
coverage, and therefore many PFFS plans exist as§Aplans. Also, MSAguis are prohibited from

offering drug coverage, so all MSA plans aredily plans. Like Special Needs Plans, however, PACE plans
must provide prescription drug coverage to all enrollees.

Generally, Medicare beneficiaries who want drug coverage and thefltef a Medicare Advantage plan
must enroll in a MA plan with Part D prescription drug coverage-BDA An exception applies to
beneficiaries who are enrolled in certain types of MA plans that do not offer drug coverage, including
some PFFS plans, aaltl Medical Savings Account (MSA) plans. The MMA permits people who are enrolled
in a PFFS, Cost, or MSA plan without Part D drug coverage, to enroll in-alstaadrescription Drug Plan
(PDP) to receive prescription drug coverage. Otherwise beneésiaio enroll in MA coordinated care

plans that do not offer Part D drug coverage may not enroll in sedade PDPs.

Monthly Premiums

All Medicare beneficiaries have costs associated with their Medicare coverage, whether they are in
Original Medicare oMedicare Advantage. The costs of a Medicare Advantage (MA) plan, though, can be
different from those in Original Medicare.

Beneficiaries in MA plans must continue to pay the Medicare Part B premium.

The plan may have an additional premium, sometimes dal®art C premium. It covers the Medicare Part

' YR tFNI . o0SySTAda Fa ¢Sttt +ta lyeg YIyRFG2NE 3
premium in addition to the Part B premium. Low monthly Part C plan premiums attract many Medicare
beneficaries to the Medicare Advantage program in the first place. Many MA plans eliminate the Part C
premium entirely. SHICK counselors can help their clients make sound MA enrollment decisions by
AaK2gAy3d GKSY K2g G2 ol ftl yOS outofidbckeycosss. f 2 6 LINB YA dzY
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Some Medicare Advantage plans may offer optional supplemental benefits to their enrollees. Only those
enrollees who choose this optional coverage must pay an extra premium to receive the benefits. Optional
benefits packages are similar2 G NARSNE ¢ Ay 20KSNJ 1AYyRa 27F Ay adzN
rebate dollars to reduce the actual costs of the optional supplemental premium.

Costs for Health Care Services

Federal law gives Medicare Advantage (MA) plans flexibility to createshasing structures that differ
FNRY hNARAIAYIE aSRAOFNBQad® a! LI Fya YIe& dzaS LISNI
a combination of the two, depending on the see. Keep in mind that plans can change their «bgtring
structures and payment amounts yearly. CMS requires plans to notify plan members of these changes
GKNRdzZAK 'y a!yydzf b2GAO0S 2F /KFEy3aSz¢é 2NJ ! bh/ ®

While beneficiaries in Original Medicare may pureéhadMedigap policy to pay for some of the anft

pocket costs or gaps in Original Medicare, the law prohibits Medigap policies from coordinating with

MA plans. At this time, there are no Medicaapproved policies, like a Medigap, to cover the-oft

pocke costs for Medicare Advantage enrollees. Enrollees in MA plans must be prepared to gy out
pocket for any and all deductibles, copayments, and coinsurance amounts. In 2011, CMS implemented
regulations making total owbf-pocket spending more predictabdby requiring annual spending caps for
Fff a! LXlFyad ¢KS OFLlA fAYAG LXLFY YSYOSNBQ FAYL
reaches a spending cap, the MA plan covers the full cost of care for the rest of the year.

Billing for Services

Medicare Advantage billing is a process very similar to other commercial health insurance products. Whet
a MA plan enrollee receives a covered service, the health care provider collects the copayment, if
applicable, from the enrollee. Then the provider sulsrite claim to the plan. If the MA plan agrees to

cover the service, the plan sends the provider a payment. If the MA plan declines to cover the service, the
plan notifies the provider. It issues a written Notice of Denial of Payment to explain the rdfasdiss

denial. In such cases, the provider may bill the enrollee for the full cost of the service. An enrollee who
RAalF3aINBSa gAGK | LIXIyQa O20SNI IS RSYAlLIf O0AdSo:
process.

Medicare Advantagelans may have restrictions on certain health services. For example, they may require
enrollees to receive prior authorization for some services. If the physician requests prior approval for such
a service and the MA plan denies the request, the plan isswastten Notice of Denial of Medical

Coverage to explain its decision. When this happens, enrollees have a few options. First, they can start th
appeals process. Second, they may file a grievance with the MA plan. Third, the physician may provide
morey F2NXIF GA2Y (2 YSSG GKS LI IFyQa O2@SNI IS NBI dzA

The prior authorization process is quite different from the way that beneficiaries in Original Medicare
receive covered services. In Original Medicare, the beneficiary receives a service from a Mediides.

At that point, Medicare decides whether the service is covered. If the service is not covered, the
beneficiary may pay the bill or appeal the denial if he believes Medicare should have covered the service.
In Medicare Advantage, an enrollee magvk to request coverage for a service before receiving it. If the
plan denies coverage the enrollee may pay-ofipocket for the service or start an appeal. The key
difference between these two delivery mechanisms is that under Original Medicare a bhanefiay have

to appeal to receive payment for a service received. Under Medicare Advantage a beneficiary may have t
appeal to receive the service itself.
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In Original Medicare, beneficiaries receive a Medicare Summary Notice (MSN) every three months if
Medicare has paid a claim on their behalf. The MSN outlines all of the services a beneficiary received, how
much Medicare paid for the service, and the amount provideay bill the beneficiary for each service.

Medicare Advantage does not have an officséhndard, system like the MSN for providing notice to
SYNRfftSSa o2dzi aSNIAOSa (GKSe& NBOSAQOSR® /a{ Ayail
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Benefits (EOB) after they have paid for a service. For denials, they issue a form caldttinedf Denial

of Payment

LowIncome Assistance

Some Medicare beneficiaries with limited income receive benefiis fthe state Medicaid program to pay
some of the ouwtof-pocket costs associated with Medicare coverage. There are several levels of assistance,
including full Medicaid benefits and the different categories of Medicare Savings Programs (MSPs).

Medicare berficiaries who qualify for full Medicaid benefits are known as full -@ligible beneficiaries
62NJ aFdzZf £ Rdzl £ 8¢ 0 ® . S Ol-afizdobket Bxgindes aRsintiated witK theid BlediEafes =
and Medicaid coverage, most of them have coverdgeugh Original Medicare. However, some full dual
beneficiaries may choose to enroll in a MA plan.

{2YS aSRAOINBE o0SYSTAOAINRSA YI& ljdzZ €t AFe& F2N G4KS
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pocket costs associated with their Medicare coverage, and most of them have coverage through Original
Medicare. However, some QMBs may choose to enroll in a Medicare Advantage plan.

Both full duals and QMBegceive assistance from Medicaid to pay for certain costs associated with
Medicare Advantage plans. These costs include:

1 Medicare premiums
1 Deductibles
1 Coinsurance and copayments (except for Part D copayments)

Enrollment of full duals and QMBs into seredicare Advantage (MA) plans can be problematic. Not all
MA plans have a contract in place with the state Medicaid office. Without such a contract, payment to
providers for services received by enrollees may not occur as it should. When these baasfielegive
covered serviceBom a provider, the provider bills the MA plan for the services. If the plan does not have
a contract with Medicaid, the claim is not always submitted by the provider to Medicaid for payment. The
provider then may end up bitig the beneficiary for the copayment charges that, for other Medicare
beneficiaries, would be associated with the servigany times beneficiaries pay owtf-pocket for these
charges, not realizing that they are protected by law from being charged thess-sharing amounts and
that Medicaid should cover these costs.
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Marketing Overview¢ Medicare Advantage and Medicare Part D

The Centers for Medicare & Medicaid Services (CMS) has set Marketing Guidelines for Prescription Drug
Plans (PDPs) and Medicare Advantage Prescription Drug PlarBs)AProviders, such as pharmacies

and all other entities that contract with MA plans, stwalso follow a set of Marketing Guidelines. Congress
took steps in the Medicare Improvements for Patients and Providers Act (MIPPA) of 2008 to address
several problematic marketing activities. MIPPA and related CMS rules and guidance deal with whsolicite
contacts with Medicare beneficiaries, providing meals to prospective enrollees, and the use of unlicensed
sales agents. CMS also issued new guidance-inacwling, appointments to market MA plans to

prospective enrollees, and agent and broker compemsatlhe entire list of requirements is available at
https://www.cms.gov/Medicare/Health
Plans/ManagedCareMarketing/FinalPartCMarketingGuidelines.html

It is important for SHICK counselors and Medicare beneficiaries to reca@gmzeport to CMS activities
or behaviors that do not meet the Marketing Guidelines.

Marketing for the next plan year may not begin until MA organizations and Medicare drug plan sponsors
receive notice from CMS that they have an approved contract to offtre coming year, but not before
October 1 of the current year. Prior to this marketing period, plans may only provide educational material
or presentations to eligible Medicare beneficiaries, that is, with no intent to enroll potential members.

CoBranding with Providers or Downstream Entities

Plans are prohibited from displaying the names and/or logos @ ¢l Y RS R LINR GA RSNA 2y
YSYOSNI ARSYGATFTAOIGAZ2Y OF NRX dzyf Saa GKS LINRJARSN
a specift provider/provider organization, (e.g., physicians, hospitals). Part D Sponsors are prohibited from
displaying the names and/or logos of-6o0NJ Y RS R LINR A RSNAK LK NI OASa 2
identification card.

Plans/ParD Sponsors that choose to-boand with providers/pharmacies must include on marketing
materials (other than ID cards) the appropriate disclaimer. Neither the Plan/Part D Sponsor ner its co
branding providers/pharmacies, whether through marketing matsr@l other communications, may
imply that the cebranding partner is endorsed by CMS, or that its products or services are Medicare
approved. Cdranded marketing materials must be submitted to CMS by the Plan/Part D Sponsor.

CrossSelling

A CMS rule prabits MA and Part D drug plans and their representatives from marketinghealth care

related products (such as annuities and life insurance) to prospective plan enrollees during sales activities
2NJ LINBaASYyidlFrGA2yad ¢KS Nixthat\edidaldzhealp plés andindréa®h LINI ¢
related financial products are part of the same package. Plans may, however, shikaltmrelated

products on inbound calls when a beneficiary asks for information about them.

Marketing Materials

All materids used in promoting and selling a MA plaradvledicare drug plaand for enrollment are
subject to CMS rules and restrictions on marketing. Separate CMS rules govern the materials that plans L
for different phases of the marketing process.
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1 Advertisirg

1 Advertising, as governed by CMS rules, includes the following methods:
o0 Television ads

Radio ads

Banner ads

Outdoor advertising

Print ads

Internet advertising

Direct mail (including enrollment forms or materials)

O OO0 O O0Oo

Pre-Enrollment Materials

CMS has a specific set of rules to govern the marketing materials that MA organizations and Medicare drug
LI Fya dzaS LINA2N) (2 SySBENRYSYEFIcHREASNRANSE a®lEf f SR
Language Requirements

MA and Medicare drug plans must include certairtestaents in all preenrollment materials. These
language requirements fall into the following specific categories:

1 LockIn Statement/Access Information: This statement must be used by MA plans that limit access
G2 LINRPQDARSNAE 0A oS oFovider rev@klReenfdliniest RmatedialNdist LI | y Q
indicate that enrollees must use plan providers for routine care. These materials must state that
YSAGKSNI aSRAOFNB y2NJ GKS a! LIy gAff O20SNI N
1 Benefitand Plan Premium Information: Remrollment materials must include the specifics of
coverage and cost information, including:
o0 Part B premium payment
0 Annual limits on benefits
0 Annual monetary limits
0 Major exclusions and limitations
o WSTFSNBYOS (2 GKS LXFyQa Odzai2YSNI aSNBAOS LI
1 Enroliment Limitations: Sponsors must include a statement indicating that beneficiaries may enroll
in a plan only during specific times of the year.
1 Network Limitations: Medicare drug plans must explain the requirement that enrollees use
network pharmacies, except under noautine circumstances when they could not reasonably use
network pharmacies.
1 Alternative Formats: Prenrollment materials musindicate when a MA or Medicare Drug plan has
beneficiary materials in alternative formats (e.g., Braille, languages other than English, audio, or
large print).
1 Claim Forms and Paperwork: Materials addressing claim forms and paperwork may not state the
plky KlFa ay2 LI LSNB2N]E 2N ay2 OfFAY F2NNVAZIE 0O
2NJ aKI NRf& Fyeé LI LSNB2N] o€

Summary of Benefits

The Summary of Benefits (SB) is the main means that a MA organization or Medicare Drug Plan uses to
provide curret enrollees and eligible individualswitel: Yy 3Ay 3 AYF2NX I GA2Yy | 6 2 dz
coverage, benefits, and costs.
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The SB is a standardized document with four sections:

1 Anintroduction and beneficiary information: This section includes standarditayegthat applies
to all MA organizations and Medicare Drug Plans and must be included verbatim in the SB.
1 A benefit comparison matrix: This section of the SB includes a chart of benefits offered by the MA
or Drug plan. The benefits included on the chamg pulled from a list of commonly available
benefits.
f AnoptionalfreeF2 NY GSEG I NBlI'Y ¢KAa asSOiAazy AyOf dzRSa
included elsewhere in the SB.
1 Special Needs Plans (SNPs) for-gliglble beneficiaries must prale each prospective enrollee a
written statement describing
0 Benefits the individual is entitled to under Medicaid
o Costsharing protections the individual is entitled to under Medicaid
o Which of these benefits and cesharing protections are coveredder the SNP

Dual-Eligible Outreach

MA organizations have the option to conduct outreach to enrollees about the Medicaid and Medicare
Savings Programs (MSPs) which assist Medicare beneficiaries who qualify for the programs with some
health care costs. MArganizations providing such outreach programs must submit plans to CMS for
approval.

If a MA organization chooses to provide such outreach to enrollees, it must followeStstSished
guidance to be effective and to protect enrollees. MA plans must:

1 Provide outreach for all levels of assistance

1 Clarify that providing financial information is optional

1 Clarify that MSPs are part of the Medicaid program

1 Confirm the plan will protect the privacy of information provided to the plan

 Explainthatthep  yQa AyAGAFf | aaSaaySyid 2F StAIAOAL A
the final determination

1 Provide follow up information for enrollees that the MA plan determines are not eligible for
assistance

1 Adequately train staff to conduct owgach

1 Provide alternate sources of information for assistance

1 Ensure privacy guidelines are followed

T /22NRAYIF(GS gAGK /a{Qa NBIA2YyIlf 2FFAO0Sa

MA plans providing such outreach may:

Conduct outreach to a portion of enrollees rather than the entire dempopulation

Provide hand®n assistance to the enrollee in completing applications

File an Authorization of Representative form to help enrollees apply for assistance with the state
Follow up with enrollees who do not respond to initial attemptscontact for such outreach

Assist enrollees to reapply for benefits when necessary

Subcontract outreach to another entity

= =4 -8 4 -8 9

MA plans providing outreach to enrollees may not:
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1 Solicit potential enrollees doen-door or through other means of direct ctatt including cold
calls, without an enrollee initiating the contact

1 Share private financial information with other entities not involved in the outreach process

q ' &S Sy fikancial Bfér@adon for any purpose other than to provide an initial screening for
assistance programs

1 Continue to contact enrollees who have refused outreach assistance

1 Imply to enrollees that the plan has final authority to decide eligibilitystarh programs

Marketing Review

With few exceptions, MA plans and Medicare drug plan sponsors must submit all of their marketing
materials to CMS for review and approval prior to use.

Special Guidelines
Requirements for Markeng to Populations with Special Needs

Organizations offering MA and Medicare drug plans must make marketing materials available in any
flFy3dza 3S aLR21Sy Fa I LINAYFNER fFy3dz 3IS o6& Y2NB
Plans also mugirovide a service through their tefitee call centers to assist beneficiaries who speak a
language other than English.

Plans must accommodate enrollees with visual impairment by providing appropriate basic enrollee
information materials. Any Medicare befigary eligible to enroll in a MA or Medicare drug plan, including
those with disabilities, must have appropriate assistance from the plan to access information.

Plans must submit materials in languages other than English (including Braille) with ah Eagslation
as well as a signed and certified letter to demonstrate that the translation is suitable.

Anti-Discrimination

The law prohibits Medicare Advantage organizations and Medicare drug plan sponsors from discriminating

on the basis of:

Race

Bhnicity

Religion

Gender

Sexual Orientation

Health Status

Geographic Location

2 AGK | FS¢ SEOSLIiA2yaz | LXLFyQa &aSNWAOSa Ydzad
these exceptions include gendspecific services and certaiarsices for those with specific diagnoses.
Promotional Activities

CMS has established specific rules about many aspects of MA and Medicare drug plan promotion. It is
important to note that CMS guidance issued in September 2008 clarified a distinction between
GSRAzOl GA2Yy Lt S@SyGaé | yR & vbotdnSestigichs on falks adtivifieS & 0
FLILJX & G2 LXFya Aygd2ft SR Ay SRdzOF A2yt S@Sydao
from undue sales pressure and misleading information, apply to the following activities:

= =4 =4 4 -8 A8 -9
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Nominal Gifts

Plars may provide small gifts of nominal value ($15 retail) to potential enrollees who attend a marketing
or sales presentation. Plans must provide any nominal gift to any eligible beneficiary and cannot make the
gift conditional on enrollment in the plan. Pla advertising any free gifts must include disclaimers that

there is no obligation to enroll in the plan. Medicare rules prohibit plans from using cash, charitable
contributions, gift certificates, and gift cards as nominal gifts.

Drawings/Prizes/Giveaway

Any prize offered to potential enrollees at marketing or sales presentations may not be used to coerce
beneficiaries to enroll in a specific MA or Medicare drug plan. A plan may offer a larger drawing, prize, or
giveaway with a value greater than $15tlany attendee of the function (not only beneficiaries) must be
eligible to win.

Hold Time Messages

An MA plan or Medicare drug plan may use heaéfated information as part of the messages played
GKAE S 2y K2f R -fiedcalkcentek&rmatbr mandt bél @ekented during these
messages about nehealth related services, for example, other lines of insurance.

Referral Programs

Plans may offer small, nominal gifts to plan members who refer potential enrollees to the plan. The rules
limit these gifts to one per year for any plan member, and are subject to the same limitations as other
nominal gifts (e.g., retail value less than $15). Plans may solicit such referrals from their enrollees during
the year.

Educational Events

MA and Medicararug plans cannot engage in sales activities, including the distribution of marketing
materials or the collection of plan applications, at educational events. Typically, educational events includ
health information fairs and other state or commungpon®red events that the event sponsors promote

as being educational in nature. MA and Medicare drug plans and other organizations may sponsor
educational events. According to CMS, the purpose of an educational event is to provide objective
information about he Medicare program and issues such as wellness and prevention. CMS guidance say:
GKFGO GKS LXIya akKz2dzZ R y20 dzaS SRdzOFGA2ylf S@Syi
fAYAGSR ydzYoSNI 2F LX | yaoé

Organizations that sponsor or parpeite in educational events must add a notice on advertising materials
alreéeayal GKIG GKS S@Syid Aa aSRdAzOF GAzyltf 2yteé& |yR
contrast to educational events, sales events are those that have the purposerkétimg to potential
members or steering potential members to a specific or limited number of plans.

Health Fairs and Health Promotion Events

MA organizations or Part D plan sponsors may take part in health fairs either asspsog®r or as a o
spon®r. At solesponsor events, such plans may offer door prizes, or similar items, with a value less than
$15. At multiplesponsor events, plans may exceed the $15 limit if they contribute to a larger prize offered
by multiple contributors. CMS prohibits salpresentations and enrollment at health fairs and health
promotion events.
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CMSSponsored Health Information Fairs

CMS is required to sponsor informational events about MA and Part D plans. The agency permits MA plans
and Part D plans to participate. Atdse health fairs, plans may assist in planning, distribute information

and applications, have a booth, distribute nominal gifts, contribute funding to the cost of the fair, and
market multiple lines of business. CMS does not, however, permit plans to sadepresentations,

collect enrollment forms, collect names or addresses of beneficiaries, compare benefits to other plans, use
third-party materials, or provide gifts larger than $15.

Meals andLight Snacks

CMS rules prohibit MA and Part D prescriptiyag plans from providing or subsidizing meals for potential
enrollees and current enrollees at marketing events, that is events at which someone discusses plan
benefits or distributes plan materials. The prohibition on subsidizing meals means thatpfamst give
NEAGEFdzZNF yd 3IAFG OFNR& 2N IATFG OSNIAFAONIGSa G2 oS
Plans and their representatives may, however, provide refreshments and light snacks at marketing events.
CMS guidance suggests that foods such as fiuis, cookies, crackers, and cheese, are acceptable as light
snacks. In addition, the rules allow plans to provide meals to beneficiaries at educational events.

Provider Promotional Activities

Providers may be involved in some activities to promote Mé Bart D plans. This section refers to
providers, including pharmacists, pharmacies, physicians, hospitals, antetomgare facilities.

Providers in the Health Care Setting

1 Providers may have general discussions with beneficiaries about potetiabptions.

1 Providers may make available marketing materials to their patients as long as they make them
available for all MA plans with which a provider participates.

Providers cannot accept enroliment applications.

Providers may not persuade beneficiaries to join a MA plan.

Providers may not offer anything to a beneficiary in return for enrolling in a MA plan.

Providers may refer their patients to other sources of information, including SHICK.

= =4 -4 A

Plans in the Heah Care Setting

1 MA and Part D plans may not conduct sales activities in health care settings, except in common
areas such as hospital and nursing home cafeterias, community or recreational rooms, or
conference rooms.

1 Plans cannot conduct sales preseidats and distribute or accept enrollment applications in areas

where patients primarily receive health care services, including waiting rooms, exam rooms,

hospital patient rooms, dialysis center, and pharmacy counter areas.

Plans may not mislead or prese beneficiaries into participating in the presentation.

Plans may only schedule marketing appointments with gy care nursing facility residents

when a beneficiary requests it.

= =4

Provider Affiliations

1 Providers may announce new affiliations fpesific MA and Part D plans through general
advertising.
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T 'ye YFGSNAIfa F2dzyR 6AGKAY (GKS LINROARSNDE f 2
affiliations must include all such plans.

Health Fairs

1 Providers may distribute marketing material®{mcluding MA or Part D enrollment applications)
at health fairs.
1 Providers may present general education about MA and Part D plans at health fairs.

Agent and Broker Guidance

People employed by or contracting with a Medic&®@vantage organization or Part D sponsor are

governed by a set of rules concerning their behavior and activities. The organization employing or
contracting such sales agents is responsible for the activities of these agents. State insurance departmen
als regulate agents and brokers. This means that agents are subject both to plan and state oversight. On
variable in this arrangement is that the effectiveness of oversight often depends on the strength of a
a0Fi8SQa AyadaNIyOS RSLINIYSyido

No person marketing MA or Part D plan may choose to market to or selectively enroll healthier
OSYSTFAOAINRSAD ¢KAA RAAONAYAYI G2NE LINI OGAOS Aa
MA or PDP plans.

Licensed and Trained Marketing Representatives

CMSrequires MA and Part D plans to use only those agents, brokers, and sales representatives who are
licensed, certified, or registered under state law to market their products. CMS further expects plan
ALRYyaz2NB G2 F2tft26 | &idimihd Qate insurdni2 fegulaterSof the LIN2 OS 3
representatives they have appointed to market plans on their behalf, as well as to report the termination
of any agents or brokers. In addition, plan sponsors must ensure each year that brokers and agents who
sell Medicare products are trained on Medicare rules, regulations, specific plan details, and that they pass
a test with a score of 100%.

Agent and Broker Compensation

CMS is aware that MA and Part D plans offer compensation to agents and brokers who mas&ed|#mes

G2 O0OSYSTAOAIFINRSAZ YR GKFG a2YS8S LXIyaQ O02YLISyal
practice in which an agent or broker enrolls a beneficiary in a new MA or Part D plan each year to take
advantage of higher first year comrsisns. While compensation structures may differ among types of

plans (e.g., MA versus MRD), Medicare law now requires plans to create compensation systems that
create incentives for agents and brokers to enroll beneficiaries in the MA or Part D pldrestaheets

their health care needs. In short, compensation systems that create incentives for agents or brokers to
move beneficiaries between different MA and/or PDP plans are prohibited. CMS rules limit agent or broke
O2YLISyal A2y T 2nNal renevaaSrny/advid br@art- DNaRarxd half tiye compensation paid for
GKS 0SYSTAOAIFINEQA FANBO &SIFENJlFa | LIXIY YSYoSNW
brokers reflect fair market value based on commissions paid in past yearsr{flation adjustments
Fff26SROD® /a{ oAttt NBOASG (KS LXIyaQ O2YLISyal (A
commission rates or compensation structures without CMS approval.
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Scope of Appointments (Sales Meetings) with Beneficiaries

a! YR tFNIli 5 RNMHA LIXlyaQ alfsSa NBLNBaSydaladAaAgSas
care related product during an individual marketing appointment beyond the scope of topics that the
beneficiary agrees to discuss. This rule requitaagpand their sales representatives to document, in

I RGFyOS 2F | LISNE2YIf alftSa YSSGAy3as GKS &a02L 2
Part D plan options. The rule applies to marketing appointments with both current and prosppln

members. CMS expects plans to confirm that a beneficiary wants to talk aboutatame Part D
LINBAONRLIIA2Y RNHZA LXIFya 2N aSRAOFNB ! RAIydlF3asS LI
through a signed appointment form, a recordiraad other verifiable means.

Marketing through Unsolicited Contacts

CMS rules prohibit MA and Part D plans from making unsolicited contact with prospective enrollees
outside of advertised educational or marketing events. The rules apply to bothtdatwor and
telephone marketing activities.

Door-to-Door Solicitation

MA organizations and Medicare Part D sponsors cannot market their plandadoor without a
OSYSTAOAIFNEQA AYy@GAllFIGA2Yy (G2 R2 a42® { A¥swhd NI & | 3
attended an event unless the beneficiary gave permission for the fallpwontact at the event.

Unsolicited Email Policy

Generally, MA and Part D organizations may not send unsolicited emails to beneficiaries. If beneficiaries
request email frorma plan, the organization is permitted to do so.

Outbound Marketing Calls

Rules prohibit MA and Part D plans and their sales representatives from making outbound calls to

potential enrollees, without the beneficiary first initiating the contact. Plans n@yconduct or allow

unsolicited contacts under the guise of selling another product such as Medicare Supplement policies, a
ySSRa aaSaayvySyidxz 2N I NBGASE 2F aSRAOFINB 020SNI
not directly apply. The ptabition on outbound calls does not apply, however, to Medicare Supplement
marketing. Thus, the plan sponsors must walk a fine line because the rules allow sales representatives to
make outbound calls specifically to market Medicare Supplement policiegatidcuss MA and Part D

products if the beneficiary expresses an interest in them.

CMS, however, allows plans to contact beneficiaries who are already plan members to discuss other
products. In the same way, agents and brokers may contact beneficidni@shey previously enrolled in a

MA or Part D plan to discuss plan issues and to market other plan options. Agents also can initiate phone
calls to confirm an appointment to which a beneficiary has already agreed. Otherwise, agents cannot make
unsolicitedphone calls to other beneficiaries or plan members, and plans cannot make unsolicited

contacts with former plan members who have disenrolled or with current members who are in the process
of disenrolling voluntarily.

Enrollment via Inbound Telephone

MA organizations and Part D plan sponsors may not enroll beneficiaries during outbound calls
(telemarketing). Furthermore, they cannot transfer outbound calls to inbound lines to proceed with
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enrollment. During an appropriate enrollment call, the plan may rodiect (or request) credit card or
bank account numbers.

Beneficiaries who would like to enroll in a MA or Part D plan during an appropriate enroliment period may
call the plan directly to do so.

IMPORTANT REMINDERS
People in Me&tare Advantage plans are:

Still in Medicare program

Sill have Medicare rights and protections

Still get all regular Medicareovered services

May get extra benefits like routine vision, hearing, dental care
May be able to get prescription drugverage

= =4 -4 48 -4
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MEDICARE PART D

The Medicare Modernization Act (MMA) of 2003 created the Medicare Part D prescription drug program

with coverage first available in 2006 ¢ KS aa! Q& YIF Ay LJzN1J2aS A& (2 LINZ
Medicare beneficiaries through private insurance companies called plan sponsors. People with Medicare
Part A, Part B, or both, are eligible to jaifPart D drug plan of some kind.

Plan Sponsors
There are two ways to get Medicare drug coverage through these plan sponsors:

1 Through standalone Prescription Drug Plans (PDPs).
1 Through a Medicare Advantage (MA) plan, or health plan, that openategr Medicare Part.C

The Standard Benefit Design

The federal government does not sponsor its own standard benefit drug plan. Rather, the MMA
establishes a standard prescription drug coverage benefit design. The standardgmdesign has an

annual deductible, a 25% coinsurance amount, and a coverage gap which are established by law. A number
of plan sponsors offer a Part D drug plan that conforms exactly to the standard coverage model. The MMA
also allows Part D plan sponsdp use the standard coverage design as a baseline for other Part D drug
plans with many different coverage features. These include plans that are actuarially equivalent to the
standard coverage benefit but have tiered copayments instead of #§é@insuance charge. Some plan
sponsors also offer Part D plans, called alternative prescription drug coverage, that go beyond the
coverage of standard plans. The plan sponsors, within broad guidelines, set the premiunshacosy

amounts, and coverage limifsr their Part D plans. The Centers for Medicare & Medicaid Services (CMS),
the federal agency that oversees Medicare, approves these private drug plans for inclusion in the Part D
program using the standard coverage model as a baseline for coverage.

Accesdo Drugs

The MMA requires all Part D drug plans to provide access to medically necessary medications including
generic and brand name drugs. Under Medicare rules, Part D drug plan formularies must cover at least two
drugs within each diagnostic dnérapeutic class. Many plans actually cover more than two drugs in each
class, though most plans do not have open formularies that cover all possible prescription medications.

The MMA specifically excludes some drugs from Part D coverage. Part D plarissdean prescription
drugs that are covered by Medicare Part A or Part B, such as chemotherapy drugs. Other drugs that are
generally excluded from Part D coverage are located in the section on formularies.

Creditable Coverage and Late Enméint Penalties

Enrolling in the Part D program is voluntary. The MMA established defined time frames when beneficiaries
can enroll in and/or disenroll from a Part D drug plan. A decision not to join a Part D plan during an
available enrollmenperiod may result in late enroliment penalties added to the monthly premium for

those who do not have existing creditable coverage. Creditable coverage is drug coverage that is financially
Slidzl f G2 2NJ 6SUGSN GKIYy aSR hpedplB @ithoutréditablR todeRigeR NXiz3
who are eligible to join a Part D drug plan but choose not to do so may pay higher monthly premiums

when they eventually sign up. In contrast, people with creditable coverage can keep their current coverage
without penalty if they join a Part D drug plan later.
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LowIncome Subsidy or Extra Help

For people with limited financial means, the MMA established thedow O2 YS adz aAR& o[ L
program to help pay the premiums and other enftpocket costs connectewith the Part D plans. The LIS

is available for Medicare beneficiaries receiving Medicaid benefits, for those enrolled in one of the
Medicare Savings Programs (MSPs), and for those whose monthly income is at or below 150% of the
Federal Poverty Level (ERPAIll who meet the income criteria must meet also certain guidelines in
countable assets from all sources. The Social Security Administration (SSA) processes applications for th
LIS program. When beneficiaries are found eligible for the LIS prograncaviedirectly pays their drug

plans for some or all of their Part D costs, including premiums, deductibles, and coinsurance charges or
copayments.

Types of Drug PlansTwo MainCategories

The Part D prescription drug beneBtavailable only through Medicasgpproved plans from private
AyadzaNI yOS O2YLI yASa OFftftSR aLX Iy alLRyazNBER®PE ¢KS
types of Medicare Part D drug plans. These are Prescription Drug Plans (PDPs) and Medicéagé\dv

plans with Part D (MA&Ds). The law gives plan sponsors significant room to design PDPs &fdsvivith

varied costsharing and formulary features. This section describes the two main types of plans and some ¢
the variations federal law allows

PrescriptionDrug Plans (PDPs)
PDPs are standlone plans that offeonly prescription drug benefits under Medicare.

1 Generally, beneficiaries remain in Original (traditionalfieeservice) Medicare for their Part A and
Part B coverage.

Medicare Advantage Plans with Part D (MRDSs)

9 MA-PDs offer a Part D prescription drug benefit along with other Medicakered benefits including
physician, hospital, diagnostic, home health care, and durable medical equipment services, through
contracked provider networks. Beneficiaries still must pay their Part B premiums and they do have
Medicare. Enrolling in Medicare Advantage essentially slt@nnative toOriginal Medicare. The MA
PD delivers Medicare benefits and serves as a primary insurer

Plan Variations

Standard and Alternative Coverage Designs

DdZA RSt Ay Sa F2NJ GKS F2dzNJ @ NR Sl A S dMediclre RrSRiptianDNG
Benefit Manual (PDBM) https://www. cms.gov/medicare/prescriptioarug
coverage/prescriptiondrugcovcontra/partdmanuals.htmi

1. Defined $andard prescription drug coverage benefit design. CMS approves all other drug plan benefit
designs based on the value of this standard, defined coeerag

2. Actuarially Equivalent standard plan. Both this plan and the defined standard plan hlawesame
annual deductibleThe main difference between these two types is the actuarially equivalent plans
have tiered copayments rather than &%coinsurancecharge. In it$$BDM CMS refers to both of
0KSasS adlryRFNR RSaA3dya +a aolaix0¢é RNHA o6SySTa

3. BasicAlternative plan. The basic alternative plans must be equal in value to standard plans but may
have lower deductibles and different cestharing structures.
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4. Enhanced Aernative plan. This plarhas supplemental benefits that may include reduced &bgtring
amourts and broader formularies. Monthly premiums for alternative and enhanced plans are

sometimes higher than those for standard plans.

The drug plans themselves vary considerably in terms of monthly premiums arsheostg structures

some use set copaymesnand others have percentagpased coinsurance charges. It is important to note
that many specific features of these plans change from year to year, including the premiums, annual
deductible, and coverage limits. Plan sponsors also can alter theslsagtg structures, the scope of their
formularies, and their costontrol systems. CMS and the plan sponsors agree to their Part D contracts on

an annual basis.
Defined Standard Plan (Basic Benefit)

The MMA defines the costs of the standard benefit as a plan with:

A monthly premium
An annual deductible

= =4 =4 4 A

A X%coinsurance for the cost of covered drugs up moiitial coverage limit
Acob NI 3S I L) 6adR2dzAKY dzi K2f S£€0
Catastrophic coverage where the beneficiary pays the great8¥mfoinsurance or a copayf a

Ay Ozaia

generic or preferred drug and a higher copfay other drugs for the rest of the year

Defined Standad Plan (Basic Benefit)

D Whatyou pay

D What Medicare pays

% brand names

5%
% generics
25% % brand names 95%
100% 75% % generics
Deductible Initial Coverage Coverage Gap Catastrophic
Level Coverage

Actuarially Equivalent Standard Plan (Basic Benefit)
The MMA defines the costs of the actuarially equivalent standard benefit as a plan with:

1 A monthly premium
1 An annual deductible

FT2NJ O2 B¢

1 A costsharing structure that may have flat copayments instead dd%@insurance or uses a
combination of copayments and coinsurance charges. Enrollees pay these costs for their covered drugs

up to theinitial coverage limit

 Acoveragedal 0 & R 2KIZfKG/Edgts for covered drugs

4 Annual cossharing amounts are available in the appendgixier AnnualMedicare Premium and CeSharing Amounts
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1 Catastrophic coverage where the beneficiary pays the great&¥aoinsurance or a copapr a
generic or preferred drug and a higher copfay other drugs for the rest of the year

Basic Alternative Plan (Basic Benéfit
The MMA defines the costs of the basic alternative benefit as a plan with:

1 A monthly premium

1 A reduced or eliminated annual dactible

1 A costsharing structure that may have flat copayments instead dd%@&oinsurance or uses a
combination of copayments and coinsurance charges. Enrollees pay these costs for their covered drug
up to an initial coveragkmit.

f A coverage gap & R 2 dz3 K Yidzibstsko? dovgreddrugs. If the initial coverage limit isedj the
coverage gap will be smaller in these plans

1 Catastrophic coverage where the beneficiary pays the greatB¥@foinsurance or a copayf a
generic or preferred drug and a higher copfay other drugs for the rest of the year

Enhanced Alternave Plan (Enhanced Benefit)
The MMA defines the costs and coverage of the enhanced alternative benefit as a plan with:

1 A monthly premium

1 A reducedor eliminated annual deductible

1 A costsharing structure that may have flat copayments instead dd%@&oinsurance or uses a
combination of copayments and coinsurance charges. Enrollees pay these costs for their covered drug
up to an initial coveragkmit.

f Ifincluded, a coverage gapd R 2 dz3 K yinlzibstsKo? dovgreddrugs. If the initial coverdigait is
raised, the coverage gap will be smaller in these plans. Some enhanced alternative plans will offer
some coverage throughout the coverage gap

1 Catastrophic coverage where the beneficiary pays the greatB¥@foinsurance or a copayf a
generic or preferred drug and a higher copfay other drugs for the rest of the year

1 Formularies may be broader, and may cover drugs that are generally excluded from Part D coverage

When counseling clients about which type of plan to choose, it is importanhterstand the major
differences between these four Part D plan designs. This information about each plan is available each
year on the Landscape of Plans. Note thatMedicare Prescription Drug Plan Fin¢lelan Finder),

available ahttp://www.medicare.gov does not distinguish plans in this way.

Eligibility and Enroliment

Given all the choieavailable for Medicare prescription drug coverage, it is essenti@HéCKounselors

to help clients determine whether they can enroll, whether they want to enroll, how to enroll, and when
to enroll in a Medicare drug plan. The first step in the psscis to ask if your client is enrolled in
Medicare. Anyor who has Medicare Part A amd/Part B is eligible for a Part D plan.

Deciding to Enroll in a Part D Plan

Everyone who is eligible for Part D has a choicaate about whether to enroll in a Part D drug plan. That
choice depends largely on whether they have other health insurance that covers prescription drugs. For
clients who currently have no coverage for prescription drugs, enrolling in Part D can saventrey
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overa period oftime. On the other hand, clients who already have prescription drug coverage face a
different set of options based on if and how their current coverage works with Part D.

It is important for all Medicare beneficiaries to make informed decisions about their drug coverage.
Medicare beneficiaries with the following types of coverage have special considerations:

1 Retiree or union coverage

1 Veterans Administratin (VA) and/oiTRICARE for Life
1 Federal Employee Health Befit Program (FEHBP)

1 Medicaid

1 Medicare Savings Programs (QMB, LHIBYIB

Creditable Coverage

1 For beneficiaries with existing insurance coverage for prescription drugs, it is important to learn if that
O2@SN}F IS Aa GONBRAGIOf Sdeé / NBRAGIOES Qadhé&tNd IS Y
thanmt 6 KS O2@SN}3IS Ay aSRAOINBQa o6FaArAld oSySTAGD

1 The drug coverage in many retiree or union health plans, TRICARE for Life, the VA, and the Federal
Empbyee Health Benefit Program (FEHBP) is creditable coverage. The drug coverage in three
standardized Medigap insurance policies (Plans H, I, and J) sold between 1992 and 2004 is not
creditable, but the drug coverage in some Medigap policies thatate 192 is creditable. Similarly,
the drug coverage in some Medigap policies sold through 2005 in Massachusetts, Minnesota, and
Wisconsin is creditable. If the policy was issued before 1992 (or before 2006 in the three states),
contact the benefits administratcat the insurance company to ask whether the benefit is considered
creditable.

1 The MMA requires insurers to notify people annually about the creditable status of their health plans.
This notice may be an official letter, or it may appear in a health pfdate, such as a newsletter. It is
important for your clients who have creditable coverage to keep these notices in a safe place for
possible future reference. Another way to get information on creditable coverage is to call the benefits
office for theretiree health plan.

1 People who have creditable coverage for prescription drugs do not need to enroll in a Part D drug plan,
perhaps ever. It is also important to know that some people who have creditable coverage through an
employer or union health placould permanently lose their retiree health benefits if they enroll in a
Part D drug plan. Under the terms of some group insurance contracts, retirees may lose all of their
health benefits and forfeit their creditable coverage (along with spousal coegglagenrolling in other
coverage, like a Medicare drug plan.

Late Enrollment Penalty (LEP)

CMS charges a late enrollment penalty to PadliQible beneficiaries when they do not have a Part D plan

or creditable coverage. The penalty is assessed ifrdreh these beneficiaries enroll in Part D. CMS
calculates the penalty based on the number of months an eligible beneficiary was not enrolled in Part D or
other creditable coverage.

Some people choose not to enroll in Part D because they have no prestuiptig costs now, or they are
overwhelmed by the process. Because of the potential for penalties, it is very important for you and your
clients to know whether their current coverage is creditable. One group exempt from the penalty is those
eligible for the lowrincome subsidy they will not have a late enroliment penalty.
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ENROLLMENTONSIDER THE THREE Cs

Coveragez2 K G ' NB (G KS 0 Sy ST AMedicardBraydplark dilieBgenedcim drara h 2 K
name drugs. All plans must cover the same categorielsugfs, but plans can choose which specific drugs
they will cover in each drug category. Beneficiaries should check to see which plans cover their
prescription drugs.

Cost¢ What will the beneficiary pay otdf-pocket, including premiumd?onthly premiums ad
OSYSTAOAINARSEAQ &AKINB 2F GKS O02adG 2F LINBAONHARLIIA 2
limited income and resources, they may qualify for extra help from Medicare in paying their drug plan
costs.

Convenience; What pharmacies doebe beneficiary want to use@o they honor the plan that has the
coveragethe beneficiary needs ateost le/she can affordDrug plans must contract with pharmacies in
each area. Beneficiaries should check with the plan to make sure the pharmacieglarttee
convenient to them. Some plans will also allow them to get their prescriptions through the mail.

How to Select a Plan

There are many factors to consider for beneficiaries who decide to enroll in a Part D plan. Dozens of plan:
are available in most areas of the country. SHIPs use a number of factors to help narrow down the list of
possible plans for each person they assistis keeps the process more manageable and also helps
beneficiaries choose a plan because the list of appropriate plans is often a good deal shorter than the list
of all plans. To help them choose the most appropriate plan, bear in mind the followiegocss:

Access tdNeededDrugs

Onefactor to consider when selecting a Part D drug plan is the extent to which the plan provides coverage
F2N) YySSRSR RNHzZA&® LG Aada AYLRNIOIFIYG G2 O2YLI NB (K
formularies (i.e., lists of covered drugs). Because many Part D plans are available to most beneficiaries,

using the formulary to narrow down that list of plans is a helpful practice.

After filtering out Part D plans that do not include all of a benefidaQa YSRAOF GA2ya 2y
there are other factors to consider related to the formulary. Specifically, Part D plans may apply utilization
management tools to certain drugs on their formularies. Some examples of these tools include prior
authorization, step therapy, and quantity limits. Since utilization management may make it more difficult
for enrollees to access their needed prescriptions, it is important to consider this factor when comparing
GKS LI IFyaQ F2NXdzZ I NASao

Access td?harmacies

AnotKk SNJ FI O 2NJ G2 O2yaARSNI Aa GKS LIXIFyaQ LIKINYI O&
LINBFSNNBR LKI NXYI Oe & Ay (KS LXIyQad ySie2NylZ |y
Plan networks are important because Part D plailknet pay for prescriptions at nenetwork

LK NYI OAS&as SEOSLII Ay SYSNESyOaASaod ! RNHA LI | yC
{2YS RNYzA LXlya Ifaz2z KIO®S GLNBFSNNBR LKINXYIF OASE
network pharmacies.

O > ax

Other pharmacy access concerns include alternative methods of getting prescriptions. Many plans offer a
mailorder program, though the law does not require it. All plans must allow access to home infusion
pharmacies and to lonrterm care (LTC) @mmacies for those who reside in LTC facilities.
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PlanCosts

Most beneficiaries will consider costs and prices when selecting a Part D plan. The total yearly costs of
being enrolled in a Part D plan depend on the monthly premium, annual deductible, coptsyare

coinsurance for each drug, and any drug costs that the beneficiary will owe in the coverage gap. Monthly
premiums range significantipeductibleswill alsorangein costannually. A deductible is the amount that

an enrollee must spend owdf-pocketon formulary drugs before the plan begins to pay its share of the

costs for each prescription filled. Finally, the Plan Finder lists the cost of each drug covered by Part D plans.

Beneficiaries who qualify for LIS have different cost considerations. dldlsese beneficiaries have
access to premiundfree plans with no annual deductible, reduced or eliminated «b&tring for each drug,
and no coverage gap. Remember, though, that plan formularies will s@ryot all premiurdree plans are
appropriate forall LIS beneficiaries.

Other Considerations

Beneficiaries in the process of selecting appropriate Part D plans may consider other factors before
SYNRfttAY3I Ay | LIXIFyd hyS O2yaARSNIYGA2Yy F2NIsiKS&S
the counties, states, regions, or territories in which an enrollee may use the plan. Some plans are national,
meaning their service area is nationwide. Others are regional and have geographic limitations on their
pharmacy networks.

Another factor benefi@ries consider is the quality information that CMS makes available about each plan.
The Plan Finder shows quality information for the following categories: drug plan customer service,
member complaints and staying with drug plan, member experience witg dtan, and drug pricing and
patient safety. These quality measures offer beneficiaries a source of objective information which they can
use to compare plans.

An additional factor for beneficiaries to understand is the concept ofincBeneficiaries wi opt to join

Part D plans should understand that after enroliment, they may have only limited opportunities to make
OKIFIy3aSa (2 GKSANI O2@0SNI 3Sd® hyOS |y SyNREAWSYiz OK
their selected plan for the remadter of the plan year. This loghk feature does not apply to beneficiaries

who have a Special Enrollment Period.

Enrollment Periods

The MMA does not allow most beneficiaries to enroll in or disenroll from Part D plans at anytose
beneficiaries have limited time frames to enroll in, disenroll from, or switch Part D plans. Two notable
exceptions are beneficiaries who qualify for LIS and beneficiaries living welongare facilities; these
individuals may make monthly plamroliment changes.

¢CKSNE NP GKNBS SyNRtftYSYyld LISNA2R OFGS3aA2NRSayY Ay
enroll in Medicare, and thus to join a Medicare drug plan, is called the Initial Enrollment Period (IEP). The
yearly scheduled eroliment period, anualOpenEnroliment Period@EP), is a set time of year when the

law permits beneficiaries to change their Part D plans. Special Enrollment Periods (SEPs) enable
beneficiaries under specific circumstances to make plan changes oufsitigad or yearly opportunities.

{9ta& NS RS&AAIYSR:T F2NJ SEFYLI ST G2 LISNXYAG o06SySTa
longterm care facility to make changes.
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Initial Enroliment Period (IEP)

Generally, an individual becomes eligifteNJ a SRA OF NB 2y (GKS FANRG RIF& 2
65th birthday or the 25th month of disability. The three months before, the month during, and the three
months after this eligibility date are known as the Part B Initial Enrollment Period (IR }ime frame is

also the IEP for Part D benefits. Beneficiaries who do not enroll in a Medicare drug plan during their IEP
generally will not be able to enroll in a plan until the followampualOpenEnroliment PeriodQEP),

unless they qualify foa special enrollment period, or SEP. Note that if a beneficiary does not have
creditable drug coverage and does not enroll in a Medicare drug plan during the IEP, he will likely have a
fFr0S SYyNRtfYSyYyld LISyltade FRRSR diwkenKelearollsa SRA Ol NB F

Initial enrollment for Medicare works differently for some people with disabilities. For those with end
stage renal disease (ESRD), beneficiaries must file a written application for those benefits when they
become eligible. Those who hahad a kidney transplant and those who have had kidney dialysis for three
months are entitled to Medicare Part A. Part D eligibility begins upon entitlement to or enrollment in
Medicare Part A and/or Part B. Thus, upon filing an application for Medieaté\Roverage, beneficiaries
are entitled to enroll in a Part D plan.

t I NG 5 StATAOATAGE YR SyNRffYSYyld F2N GK2aS 6Ad
more similar to the process for those with disabilities. The®&hth waiting period that applies to most
beneficiaries with disabilities does not apply to those with ALS. These individuals hawverdlbwaiting

period; their Part A coverage begins on the sixth month of the ALS disability. Thus, these beneficiaries ha
seven maths of a Part D IEP. Their IEP begins in the second month of ALS disability and continues to thr
months past the month their Part A benefits begin.

Yearly Opportuniy for Enrollment: AEP

Beneficiaries who already are enrolled in Medicare masoll ina plan,change plansor disenroll from

their current plan during the mnualOpenEnrolimentPeriod (OEP). TheEP runs from October 15 through
December 7 each year. A decision to enroll or disenroll during@ir is effective usually for the entire
calerdar year starting on January 1. Beneficiaries who make more than one enrollment choice during the
OEP will be enrolled only into the plan with the latest date of application. This means that beneficiaries ca
change their minds throughout theEP. While tls may be helpful for some individuals, keep in mind that
other insurancesales agents can undo a plan selection made during an earlier SHICK counseling session
with a client.

Special Enroliment Periods (SEPS)

Special EnrollmerReriods (SEPs) enable Medicare beneficiaries to make Part D plan enrollment changes
in special situations. Special enrollment periods constitute periods outside of the usual IEP for Part D or
AEP when an individual may elect a plan or change his or hemtylan electionThere are various types

of SEPs, including SEPs for ekl@jible individuals, for individuals whose current plan terminates, for
individuals who change residence and for individuals who meet exceptional conditions.

Change in Residerc

Beneficiaries have the right to a SEP under the four following circumstances related to a change in
residence:
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T ¢K2aS 6A0GK I OKFy3dS Ay LISN¥YIYySyld NBaiARSyOS (K
area

1 Those with new Part D and/or MA plans available due to a change in permanent residence

1 Those not eligible for Part D because they have been living outside of the U.S. and have returned to
the U.S.

1 Those not eligible for Part D because they were inqated (in jail)and are now released

This SEP has certain notice procedures. For people who notify their plan in advance of their move, their
SEP begins the month before the move and continues for two months. For those who give notice of the
move upon movig or afterwards, the SEP begins upon notification and continues for two months. People
may request for the effective date of this SEP enroliment to be up to three months after they notify their
plan but not earlier than the date of the move.

There are otler procedures for those who do not notify their plans of their moves. If the plan learns from
la{ 02NJ 20KSNBAASO (GKIG Iy SYyNRtfSS KIFIa ftAQOSR 2dz
GKS SyNRfttSSQa {9t 0S5 3 kylZontinlds fgr twe MénDLadle thdmoeT ( K I G
Dual-Eligible Beneficiaries ahUpon Losing Dudkligibility

All duateligible beneficiaries (including those with both Medicare and Medicaid and those who are in
Medicare Savings Programs) have a SEP thatdagon becoming dualigible and ends up to two

months after losing such eligibility. Because this SEP is continuous, beneficiaries may enroll in or disenroll
from Part D plans, including PDPs and-RIAplans, at any tim&eginning in 2019he beneficiary will be

limited to aonetime per calendarquarter election betveen January through Septembdihe effective

date of the change is the first of the month following the request for the change.

Contrac Violation

Part D plan enrollees who demonstrate to CMS that the PDP sponsor violated a material provision of its
contract or materially misrepresented the plan during marketing have a SEP opportunity to change to
another Part D plan. The SEP begins upan{ Q& RSGSNXYAYI A2y 2F GKS QAz2f
the discretion of CMS. CMS also may approve retroactive disenroliment in these cases, depending on the
severity of the situation. In considering cases for retroactive disenroliment, CMS vgiltleorertain

factorsin each case

Non-Renewals or Terminations

Beneficiaries whose plans end due to remewal on January 1 of a plan year have a SEP from October 1

to January31 of thenextyear. In these circumstances, CMS requires these plansé@@@day notice to
enrollees. The effective date of the enrollment may be on January 1, or February 1, but not before the plan
receives the enrollment request.

For enrollees of plans that terminate their contracts, their SEP begins two months befdeithiration
effective date and ends one month past the termination effective date. These plans are required to give a
60-day notice to enrollees. The effective date of the enrollment may be the month after notice is given
until two months after the terminaon effective date.

For enrollees of plans whose contracts CMS terminates, their SEP begins one month before the
termination effective date and ends two months past that date. CMS requires these plans to gigag 30
notice to enrollees. The effective taof the enrollment may be up to three months after the month of
termination but not before the plan receives the enrollment request.
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Involuntary Loss of Creditable Coverage

Beneficiaries who involuntarily lose creditable prescription drug coverageligible for a SEP. An
involuntary loss includes a reduction in the amount or type of coverage that makes it no longer creditable.
Aloss of coverage because an individual failed to pay premiums does not constitute an involuntary loss.

This SEP permits erdiment in a PDP and begins with the month in which the individual is advised of the
loss of creditable coverage and ends two months after either the loss (or reduction) occurs or the
individual received the notice, whichever is later. The effective dathiefSEP may be the first of the
Y2YUK FFGOGSNI GKS NBIjdzSaG 2NE G GKS 0SYSTFAOALF NEBC
of the SEP.

Not Adequately Infomed about Creditable Coverage

Those not adequately informed of a loss of (or that theyer had) creditable coverage have a SEP to
enroll in a Part D plan (including an NP plan). Established on a cdsecase basis, this SEP begins upon
approval from CMS and continues for two additional months.

Error by a Federal Employee

On a cas#y-case basis, CMS may grant a SEP to those whose enroliment-enraiment in a Part D

plan (including an M&D plan) is not valid due to the action, inaction, or error of a federal employee,
including customer service representatives (CSRsSBAOIMMEDI@RE. This SEP begins upon approval from
CMS and continues for two additional months.

5-Star SEP

In 2012, CMS introduced theS&ar Special Enroliment Period. Under this SEP, a beneficiayican |

switch toa 5-Star MA plan (with or without drug covega) ora 5-Star PDP itheir service areaThe time

period for this SEP is December 8 through November 30 of the next year, witfeative dateof the first

of month followingthe enrollment request It canonly be used to enroll in plans given an ovebesstar

rating for the current calendar yeaf heStar ratings from the rating®n the Plan FindeBeneficiaries can

only usethe 5-star SEP one time during the yedirthe beneficiary joins an Ménly plan which allows a
standalone PDP, they alsale a coordinating Part D SEP and can join a PDP for the same month. The PL
R2Say Qi K kst@drplaniRowaves, if theypre switching from one Jdidly plan to another MA

only plan, they do not have an SEP to switch PDPs.

Exceptional Conditions

1 SEP EGHMedicare beneficiaries who have access to an Employer/Union Group Health Plan (EGHP)
have a SEP to elect a Part D planioe versa during the period of time when the EGHP allows plan
changes. The effective date of the enrollment may be up to three months after the request for
enroliment or disenroliment but not before the plan receives the request.

91 Disenrollment Connectedo a CMS Sanctiorif CMS sanctions a Part D plan sponsor and enrollees
disenroll due to the issue that led to the sanction, CMS may authorize a SEP orbg-case basis for
those enrollees.

1 PACE Enrollee®art D plan enrollees may disenroll at amge to join a PACE plan. Those who
disenroll from PACE have a SEP for up to two months after the disenrollment during which they may
join Original Medicare and a PDP or an MA plan.
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1 Trial Period SERPeople who drop a Medigap policy to enroll in a MedecAdvantage plan for the first

time are entitled to a guaranteed right to return to the Medigap policy they had or if the policy they

KFR A& y20 F@FrAfFofST (G2 LJ2NOKF&aS y20KSNJ aSRA-:Z

The Trial Period $Epermits them to disenroll from an MA plan at any time during this trial period to

return to Original Medicare and to purchase the Medigap policy and a PDP. The SEP begins upon

disenrollment from the MA plan and continues for two additional months, wittetiective date

depending on the situation.

Retroactive ESRD Entitlement

Retroactive Medicare Entitlement

SEP for Institutionalized Individual®eneficiaries who move into, reside in, or move out of adong

term care (LTC) facility have a SEP tlegfitts upon moving into the LTC facility and lasts through up to

two months after moving out of the facility.

1 SEP for Individuals Who Enroll in Part B during the Pa@dheralEnroliment Period GEP) Those
individuals who are not entitled to premiwfnee Part A and who enroll in Part B during the GEP
(January March). The SEP begins April 1 and ends June 30, with an effective date of July 1.

1 Beneficiaries Losing Special Needs Staflfsose enrolled in a Special Needs Plan (SNP) who no longer
meet thespecific special needs status are eligible for a SEP. The SEP begins upon the change in status
and continues for three more months.

1 Enroliment in a Chronic Care SN SEP exists for individuals who qualify for a Chronic Care Special
Needs Plan (SNP) ¢miroll in an SNP. The SEP applies to all beneficiaries who qualify for these SNPs and
ends upon enrollment in a plan.

1 Non-DuatEligible Beneficiaries with LIS and Upon Losing LIS:eligibl®eneficiaries who are not
dualteligible have a SEP opportunthat begins upon qualifying for LIS and ends up to two months
after losing such eligibility. Because this SEP is continuous, beneficiaries may enroll in or disenroll from
a Part D plan, including an M2D plan, at any time. The effective date of the dmmwould be the first
of the month following the request for the change.

1 Disenrollment from Part D to Enroll In or Maintain Creditable Coveragay enrollee in a Part D plan
(including PDPs and MRDs) may disenroll at any time from the plan to obtaimmaintain other
creditable coveragésuch as TRICARE or VA coverdg® effective date of disenrollment would be
the first of the month following the request. This SEP permits those leavinr§Mplans also to enroll
in an MAonly plan.

= =4 4

How to Enroll

After beneficiaries determine they are eligible for the Part D drug benefit, decide to enroll in a plan during
an available enrollment period, and choose an appropriate plan, the next step is to start the process of
enrolling. Thee are several ways to enroll in a Part D drug plan. These include mailing an enrollment form
to the plan sponsor, enrolling online, enrolling by phone, and enrolling with a sales representative.

CMS makes it fairly easy for beneficiaries to compare andllanrPart D plans on the Plan Finder located
online athttp://www.medicare.gov

Who Can Help a Medicare Beneficiaryr&iif?

In most cases a Medicare beneficiary must complete the application to enroll in a Medicare drug plan.
/| a{Qa t5t DdZARIYyOS 2y 9ftAIA0AfAGEY 9YNREfYSYyld |y
beneficiary who completes an edhment requestmust state thathe orshe has the legal authority under
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state law to execute the enroliment and that the documentary proof of such legal authority will be made
available to CMS or the plan upon request.

SHICK counselors who assist Medicare beneficiartesawrollment generally do not have the legal

authority to make health care decisions on behalf of a Medicare beneficiary. SHICK counselors who assis
beneficiaries with Part D plan enrollment are merely facilitating the procgssnselors can avoid

problems by making sure that they do not indicate that they represent their clients or sign enroliment
F2N¥a 2y | Ot ASyidQa oSKI f ¥fclidnfstars dofiablé t Brite(cbuhselgrsl A 3
should follow the standard rules forsuchcasek A & YSlIya GKIFIG GKS Of ASyi
AA3YylGdNB 62E FYR (GKS gAlyS&aa aKz2dzZ R 6NAGS 6. &¢
reason the patient cannot sign.

Disenrolling and Switching

Most Medicare leneficiaries who currently are enrolled in a Part D drug plan may only disenroll from that
plan during certain periods: theER from October 15 through December 7, certain situations during the
Medicare Advantag®pen Brollment Period (MAOEP)from January 1 througMarch 31 and applicable

{9t ad® DSYySNIfftes 2y0S Iy SyNRfftYSYG-AQK2XNQ@S GKEAS
plan for the remainder of the plan year.

There are a few ways for a Medicare beneficiary to diskkfrom a Part D plan:

1 By enrolling in another plan

1 By giving or faxing a signed written notice to the PDP sponsor

1 By requesting disenrollment online to the PDP sponsor (if the sponsor offers this option)
1 By calling 800-MEDICARE

Annual Open Enroliment Period (OEP)

During the OB, Medicare beneficiaries can make only one choice among two options affecting their drug
plan enrollment. They either can enroll in a different Part D plan (PDP @?®Ar disenroll from their
current plan. Enrolling in a different Part D plan effectively switches the beneficiary from one plan to the
other.

Medicare Advantage Open Enrollment Period (MA OEP)

A separate yearly disenrollment period for changes related to Medicare Advantage plans is @lled th
Medicare Advantag®pen Brollment Period (MAOEP). It lasts from January 1 karch31 each year.

During the MAOEP, Medicare beneficiaries have an opportunityctange theiMedicare Advantage plan
coveragelndividuals using the OEP to make a chamgg make a coordinating change to add or drop Part
D coverageAny change made during the M2EP takes effect on the first of the following month.

Special Enrollment Period (SEP)

During any applicable SEP, a beneficiary may disenroll from a Part DeneficBries need only enroll in

a new Part D plan to be disenrolled from a previous one. A disenrollment during the SEP does not preven
I 0SYSTAOAINE FNRY adzoaSljdsSyidte SyNBRftAy3a Ay Iy
Thelengthd 'y {9t @FNARSa | OO0O2NRAYy3I G2 (GKS aArddz GAz2y
area, for example, can have a SEP of up to four months. In contrast, people who move out of a certain tyy
of nursing facility have a SEP that lasts up to two rsifter discharge.
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MA Plans and Part D

Generally, Medicare beneficiaries who want drug coverage and the benefits of a Medicare Advantage plan
must select an MA plan that offers Part D prescription drug coverageRP)AThis rule is absolute for all
coordinated care plans (i.e., HMOs, PPOs, and SNPs). Those beneficiaries enrolled in coordinated care
plans who want Part D coverage must enroll in coordinated care plans that have a Part D compment
MA-PD plan. This means that enrollees in coordinated p&es without Part D coverageMA-only

plang will not have access to drug coverage through Medicare. Furthermore, Special Needs Plans (SNPs)
must provide Part D coverage. Thus, all SNPs ar®DB) and enrollees have access to Medicare drug
coverage throuf their SNPs.

An exception applies to beneficiaries who are enrolled in certain types of MA plans that do not provide
drug coverage, including some PFFS plans and all Medical Savings Account (MSA) plans. Horate Fee
Service plans may or may not havetHacoverage. For those PFFS plans that aréPiag, enrollees must

take the Part D coverage that comes with the plan. For those PFFS plans that do not offer drug coverage,
enrollees may also enroll in staradone Prescription Drug Plans (PDPs) to redearéD coverage.

Additionally, MSA plans are not permitted to offer drug coverage, so enrollees in these plans also may
enroll in standalone PDP plans.

Costs and Prices

Beneficiaries enrolled in both types of Part D ptafDPs ad MAPDs will have costs associated with
enrollment in those plans. The costs will differ from beneficiary to beneficiary and from plan to plan.

Those who qualify for the lomcome subsidy (LIS) receive assistance from Medicare to help cover some
or allof these costs that others pay oof-pocket. Throughout this section, for the sake of simplicity, the
costs and prices discussed will apply to those beneficiaries who do not qualify for LIS.

Beneficiary CosBharing

Beneficiariesvho areenrolled in Rirt D plans almost always have cgsiaring responsibilities. These costs
generally include the monthly premium, an annual deductible, and copayments or coinsurance for each
prescription filled. Above a certain level of enftpocket spending, beneficiasealso will have costs in the
O2@SNY3S 3L Lk +faz 1y2é6y a (GKS GR2ydzi K2f Soé¢ hy
are minimal as there is a level of catastrophic coverage in the Part D plan design.

Monthly Premiums

A premium is a seamount of money beneficiaries must pay each month to a Part D plan in order to be
enrolled in a plan. Monthly premium amounts range widely. Plans with higher premiums sometimes offer
enhanced benefits, such as a broader formulary with more access to im@meé medications or coverage

for some drugs in the coverage gap.

Beneficiaries have several options to pay the monthly premium to their plan. They can choose to pay the
premium directly to the plan by cheginoney ordera savings or checking accoutgduction, or

electronic payment by phone or through the Internet by using credit cards. Beneficiaries may also elect to
have the premium deducted from their Social Security chdaéta transfers from the drug plans to CMS

and then to SSA can take a few morstho process, which can result up to threemonths of premiums

taken out of a Social Security check at once.
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IRMAA (Income Related Medicare Adjustment AmouBgginning 2011, the Affordable Care Act required
Part D enrollees whose incomes exceed the stmesholds that apply to Part B enrollees to pay an
incomerelated monthly adjustment amount, in addition to their Part D plan premfum.

Annual Deductible

A deductible is the amount a beneficiary owes-ofHpocket before the drug plan starts to pay for
medications on its formulary. The allowed deductible amount increases each year. Plan deductibles range
from $0 toan amount which changes each yedepending on the type of plan. Some plans have a

structure in which certain tiers of their formularies are exempt from the deductible. For example, a plan
could allow enrollees to pay reduced castaring for generic drugy but brandname drugs are full price

until the enrollee reaches the deductible.

Copayments andoinsuranceAmounts

P FAGSNI LI Yy SyNRftSSa alLISyYyR GKS Fdzf |yzdyd 27F |
Fd GKS GAYAGWETf SOANBITHE BESLIBNRARIE O2FSNI IS LISNI
or coinsurance amount for each medication that enrollees fill at pharmacies. Each plan sponsor sets the
copayment or coinsurance amount, and the amount differs according tofkidz  LJ | y Q4 RS & A
beneficiaries pay this otdf-pocket cost at the time they receive each filled prescription.

Copayments are a flaate amount, such as $5 or $25, charged to beneficiaries for each prescription.
Coinsurance charges are basadapercentage of the total negotiated price of a prescription, such as 25%
(as in the case of a basic standard plan). Negotiated prices are the costs for prescription drugs agreed up
through direct negotiation between the Part D sponsor or an intermgdi@ntracting organization, such

as a pharmacy benefit manager (PBM), and the pharmaceutical manufacturer. In effect, the negotiated
price is the amount paid by Part D plans to pharmacies for each prescription drug filled by a plan enrollee

True Outof-Pocket(TrOOP) Costs

True Outof-Pocket (TrOOP) costs are those that a beneficiary incurs in the course of paying the cost
sharing amounts for covered drugs under a Medicare Part D drug plan. Plans calculate these costs for ea
enrollee in order to deterime which level of coverage to provide (i.e., deductible, initial coverage period,
coverage gap, or catastrophic coverage). TrOOP includes the total amount of any annual deductible paid
plus the price paid for each formulary prescription filldthte that the monthly premium does not count
towards TrOOP costs.

It is important for SHICK counselors to understand the relationship between TrOOP costs and the initial
coverage limit and catastrophic coverage. As beneficiaries incur costs under their Part Ehplkansove
closer to the initial coverage limit.

After plan enrollees reach the initial coverage limit measured by total drug spending, they enter the
coverage level known as the coverage gap. During the coverage gap, beneficiaries must pay the negotiat
price for covered drugs minus a discount on brand name drugs or generics.

Important Note about TrOOP:

The total amount spent in the gap on ptanvered drug costs includes: the drug costs paid by the
beneficiary and the discount on brasmghme drugs paidythe drug manufacturer.

5 Annual cossharing amounts are available in the appendix undlenual Medicare Premium and G&taring Amounts
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The remaining discount paid by the Part D plan for cowdreashd name drugs and the discount on
coveredgeneric drugs while in the Coverage Gap do not count toward TrOOP.

When the amount spent on Placovered drugs reaches the cateophic limit, the beneficiary reaches the
catastrophic coverage threshold. Beneficiaries with catastrophic coverage pay the greater of five percent
2T OGUKS LXFyaQ yS320A1F0SR RNHzZZ O2aia 2nanddiugsamd O2 LJ
a higher copayment for other brandame drugs for the remainder of the calendar year. The Part D plan

covers 95% or the balance of the cost.

Beneficiaries with LIS also incur TrOOP costs. Their TrOOP includes the amount Medicare pays for
formulary drugs foLIS beneficiaries in Part D plans. For those with LIS, Part D plans use TrOOP to
determine the point when beneficiaries enter catastrophic coverage. The catastrophic limit is the same for
all enrollees in Part D plans.

A plan must send a statement, calledy a9 ELI | yIF A2y 2F . SyS¥Adaé o69h.
each month showing how much the plan and the enrollee have paid in TrOOP costs. Part D plans are
responsible for calculating and reporting TrOOP costs.

TrOOP costs for each Part D enrofieéow enrollees throughout the plan year. If a beneficiary switches

Part D plans, his TrOOP costs are transferred to the new Part D plan. For this reason, beneficiaries cannot
A6A00OK tFNI 5 LXIFya (2 aNBaSihé (dc&iseNIOOMNIbws Patda i a
SYNRfttSSa FTNRY LIty (2 LXFyX GKSNB Aa y2 gleé& (2
Certain outof-pocket expenses count towards TrOOP costs, and otheolpbcket spending does not

count.

TrOOP Includes TrOOP Does NOT Include
Out-of-pocket expenses including the annual Monthly premiums paid to the plan
deductible and all coinsurance and copayment
' Y2dzyia F2NJ RNHzZZa 2y
Spending from health savings accounts (HSAs)] Amount paid by other insurance plans in
flexible spendig accounts (FSAs), and medical | RRAGA2Y (2 GKS 06SySH
savings accounts (MSAS) 6SPIPE |y SYLI 28 SNI 2N
benefit, VA, or TRICARE)
Contributions or payments for drugs ol §  LJf| Amount paid by Medicaid or by state programs
formulary paid by friends or relatives on a that receive federal or public funds
OSYSTAOAIINRQA O0SKIT T
I 2y ONROdzGA 2y a 2NJ LI & Y| Amount spent for prescription drugs that are
formulary paid by certain charitable foundations| nont  NII 5 RNXz3a 2NJ (K|
2y I 0SYSTAOAI NB Q& 0 S |formulary (unless the enrollee received a
formulary exception for a drug)

Unadvertised, individualized waivers or reductio] Amount spent for prescription drugs that are
of plan cos$-sharing amounts by pharmacies due| purchased from a pharmacy that is not in the
G2 I 0SYSTAOAI NB QA A Y |pharmacy network of the plan (except for drug
NBEOSA PSR R dzSof-nie@vork policy) |
Payments by Qualified State Pharmaceutical Total cost of a drug that a private Patient
Assistance Programs (SPAPs)* (not available inf Assistance Program (PAP) provides to a
Kansas) beneficiary
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TrOOP Includes TrOOP Does NOT Include

Copayments paid by beneficiaries who use privi Copayments paid by beneficiaries who use
Patient Assstance Programs (PAPS) to cover Pa| private Patient Assistance Programs (PAPS) tg
RNXz3a GKIFIG FNB 2y GKS|O20SNJ tIFNIi 5 RNHZAA (K
formulary

Late Enroliment Penalty

The late enroliment penalty (LEP) affects those without Part D or creditable coverage who delay enrolling
in a Medicare drug plan. Creditable coverage is insurance coverage that is at least equal to or better than
the coverage in the Part D basic beneBenerally beneficiaries without creditable coverage for more than
63 days will face an LEP if they decide to enroll in a Part D plan at a later date.

Most beneficiaries who do not have creditable coverage and delay enrolling in a Part D plan will owe an
LE & ¢KS LISylfde Aa FRRSR (G2 GKSANI LI I YyQad Y2y idKf
enrolled in a Part D plan and, for many, this means that they will pay the penalty for the rest of their lives.
Plans are not permitted to charge an LiB®eneficiaries with LIS.

The penalty is calculated as one percent of the Part D base beneficiary premium for each month the
beneficiary does not have creditable coverage and is not enrolled in Part D plan.

Another category of beneficiaries will not faae LEP, in one specific situation. The uréeMedicare
population, like all Medicare beneficiaries, who are not enrolled either in Part D or in creditable coverage
for more than 63 days have an LEP if they later choose to enroll in Part D. These &eefieceive a

new Initial Enroliment Period (IEP) upon turning 65. With the new IEP comes an exemption from past or
current LEP. The exemption is in effect for beneficiaries who were paying an LEP as well as those who
never enrolled in Part D and others@ would have an LEP. The subsequent IEP, in effect, erases any
previous record of months without creditable coverage.

Penalty Calculation

¢CKS [9t A& y20G OFtOdzZA FGSR Fa | LISNOSydalr3IsS 2F (K
amount willchange each year because CMS calculates the penalty based on the Part D base beneficiary
premium for a current calendar year. The final amount is rounded to the nearest $.10 and added to the

monthly premium of the plan that the beneficiary selects. Seedhart below for information on
calculating the LEP.

(18%) x | $34.10 | =|%$6.20 +1$20.00 |=$26.20

1% x 18 months (the Base Penalty amount Monthly Total Monthly
number of months Beneficiary premium premium
without creditable premium including the
coverage) amount penalty

Help for Lowincome Beneficiaries
Eligibility
Medicare beneficiaries with limited income and resources have access to substantial fihahialth R
the cogs of Part D. A program called the ldwy O2 YS & dzo & A R &S f6LP2E] OVLIANRP2ANE RIPEE

to beneficiaries with limited means. The subsidy helps tolpaylLJ2 NIi A 2y 2 F ttinciiding 5 LJt
the monthly premium, the annual deductiblend copayments or coinsurance amounts for covered drugs.
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The MMA sets forth severdldzo 8 A Ré f S@Sta 0GKIdG RAFFSNIoOFaASR 2y
resources (omssets).

The Social Security Administration (SSA) manages the following procdases t@ thelow-income
subsidy:

1 Provides general information to the public about LIS

1 Supplies applications for LIS

1 Makes LIS eligibility determinations for Medicare beneficiaries who apply fd8&,Sworks in
conjunction with CMS on the LIS program. In short, CMS is responsilaldrfonistering the
program, while SSA makes determinations about who is eligible fqrrtsgram.

In general, LIS is available to Medicare beneficiaries whose:

1 Income is below 150% oféffederal poverty level (FPL)

1 Resources (sometimes called assatspunts are lower. There are two levels of allowable
resources.

1 The amounts are listed in the appendix undemual Medicare Premium and C&taring
Amounts

1 Also note that SSA doest count all sources of income and resources when determining eligibility
for LIS.

SSA and CMS also work with state Medicaid agencies to determine LIS eligibility for another group of
Medicare beneficiaries individuals who qualify for Medicaid or for addicare Sawigs Program (MSP).
Thesebene®A I NAS&d I NE O2yaARSNBR GaRSSYSR St A3AotSe Ly
individuals must apply in order to receive the subsidy. Except in limited circumstances, those who are
eligible for LS receive the subsidy at least throughout the calendar year.

Countable andExcludedncome

The degree of help available to lamcome beneficiaries depends in part on the amount of income they
receive. In general, SSA uses Supplemental Security Incomeu{&Sto calculate countable income in
determining if beneficiaries meet the income limits for the fomeome subsidies. Common sources of
countable income are:

Social Security benefits

Railroad Retirement benefits

Pensions or annuitie@ncludingd S SNI yaQ LISYaA2yao
Alimony

Rental income (net)

Workers compensation

1 Wages (gross) or earnings from satfiployment (net)

= =4 4 -4 A8 -

If beneficiaries receive Social Security benefits for a disability or blindness and haveelateld expenses

that are not reimbursable by their employers, these expenses will be deducted before earned income is
counted. Some sources of income do not coumnLIS eligibility determinations. They include food stamps,
home energy assistance, stipends paid to ACTION program volunteers (e.g., Senior Companion Program
workers), some victim compensation payments (e.g., war reparations), and some tribal payomnisats/e
Americans. More details about countable income are available in the Social Security badkletle to SSI

for Groups and Organizations
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Countable and Excluded Resources

The amount of help available to lewvcome beneficiaries also depends dreir resources or assets. Only
certain resources count in determining eligibility for the Extra Help program. Some examples of countable
resources are:

1 Bank accounts (checking, savings or certificates of deposits or CDs)

1 Stocks, bonds, savings bonds, mutual funds, individual retirement accounts (IRAS)
1 Cash at any other financial institution or at home

1 Real estate other than a primary home

A > oA~ A

hiKSNI NBad2dzNOSa:X a4dzOK a4 GKS 0SYSRSEOBINNB A yENRY
eligibility for LIS. These excluded resources include:

9 Cash value of a life insurance policy

1 Property one needs for sefupport, such as rental property
1 Jewelry and home furnishings

1 Burial spaces owned by a beneficiary and spous

Beneficiaries can exclude from their countable resources up to $1,500 (for single persons) and $3,000 (fo
married couples) that they designate for funeral and burial expenses.

Applying for Lowincome Subsidy: Who Needs to Apply and Whoe3d\ot?

Somelowh Yy O2YS O0SYSTAOAINARSAE R2 y24 ySSR G2 || LLX &
St A3A0ft Sdaméomd hedefkisdes nusgt apply.

Individuals who are deemed eligible for the Extra Help and do not need to apptlycse Medicare
beneficiaries who receive Medicaid benefits, including full and partial benefits. Individuals with Medicare
YR Fdzff aSRAOFAR 0SySTAlda FNBX NBFSNNBR G2 Fa o
St ATAOGE S sHAll dt oaberieiitsOFutiudsalso include residents of nursing facilities who are on
Medicare and Medicaid and Medicare beneficiaries who reside in the community and are enrolled in a
Medicaid Home and CommuniBased Services (HCBS) waiver progiidns. also includes SSI recipients

who automatically receive full Medicaid benefits.

Medicare beneficiaries who are enrolled in one of three Medicare Savings Programs (MSPs) sometimes &
NEFSNNBR (G2 a aLI NIAFE Rdz fad, pays atléas thé Fart B BemiumsK NP
for beneficiaries enrolled in the Qualified Medicare Beneficiaries (QMB)}jnawne Beneficiaries (LMB),

and Expanded Loimcome Beneficiaries (ELMB) programs. For those in the QMB programs, the state also
coversMed OF NEQad RSRdzOGAGf Sa |yR O2Ayadz2Ny yoS Ozaidao
Medicare beneficiaries who must apply for the extra help are those with limited financial means but who
are not a full or partial dual. All beneficiaries who think they may be eligible for the extra help can apply
but only those who meet the income and resource limits will be found eligible.

Levels of Lowncome Subsidy
¢CKSNBE INBE RAFTFSNByUu fS@oSta 2F adzoaiARASa (GKIFG RS
descriptions lelow use the standard federal poverty level (FPL) for individuals living in the 48 contiguous

states and the District of Columbia. Income amounts are slightly higher for those living in Alaska and
Hawaii.
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The descriptions below refer to the benchmark piam. CMS calculates the benchmark premium each
year using premium and enrollment information for all plans with enrollment in the past year. CMS uses
the following premium amounts for plans:

1 The total monthly premium for standard plans
 Theportonof¢ K yYOSR LI I yaQ LINBYAdzya FGGNROGdzISR (2 3
1 The monthly prescription drug beneficiary premiums for4MB. plans
CMS calculates the average of these amounts and uses actual enrollment information to weight the
SN} 3S® ¢KA& ¢SAIKGISR I SNF3IS Aa OFtftSR GKS «a
benchmark for each plan region. Those with the full premiunsgiypdo not have to pay a monthly
premium if they enroll in standard plans with premiums below this benchmark amount.
Full DualEligible (Medicare and Full Medicaid) with Income up to 100% FPL

Full dualeligible beneficiaries who reside in the communitdahave income within these requirements
receive the following subsidies:

(@]
0p)

1 Pay no monthly premium if they choose a standard plan with a premium at or below the
benchmark premium for their region

1 Those who enroll in a standard plan with a premium abdwestienchmark amount must pay a
small portion of the premium

T ¢K24S ¢gK2 SyYyNRBif Ay Iy SyKFIYyOSR LJX Iy Ydzad LI @&

attributed to the enhanced benefits

Do not pay any annual deductible

Pay a low copay for generic anceferred brand prescription drugs and a slightly higher copay for

Fff 20KSNJ RNHzZAA& 2y GKS LI FyQa ¥F2N)NdzZ I NB

1 After beneficiaries in this group reach the eaftpocket threshold, all prescription drugs on the
LI FyQa F2NXdzZ I NB NS FTNBS

Full DuailEligible Medicareand Full Medicaid) with Income above 100% FPL and Partial Dual
Eligible with Income up to 135% FPL

Beneficiaries who reside in the community and have income within these requirements receive the
following subsidies:

= =4

1 Pay no monthly premium if theghoose a standard plan with a premium at or below the
benchmark premium for their region
o Those who enroll in a standard plan with a premium above the benchmark amount must
pay a small portion of the premium
0 Those who enroll in an enhanced plan musépali KS L2 NI A2y 2F (GKS LI
attributed to the enhanced benefits
Do not pay any annual deductible
Pay a higher copay than fwual eligible for generic and preferred brand prescription drugs and
again a slightly higher copay forall &MNJ RNXz3a 2y (GKS LI I yQa F2N¥dz |
1 Pay nothing for all prescription drugs on the formulary, after reaching theobpbcket threshold

= =
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Institutionalized and HCBBeneficiaries

Special LIS rules apply for fdllals who reside igertain longterm care (LTC) facilities including: skilled
nursing facilities, nursing facilities, inpatient psychiatric hospitals, and intermediate care facilities that are
NEAaARSYUGALFE FIFOAtAGASAE T2N) RSOSE 2ildwsS of theirinEotne, RA & |
Medicare beneficiaries who receive full Medicaid benefits and reside in these LTC facilities receive
maximum subsidies, and therefore do not incur any-ofipocket costs for prescription drugs on their

LI | yaQ ¥F2 N dubt paldudbthlyhpremikindsganriva deductibles, or copayments for their
prescriptionsMedicaid Home and Communiased Services (HCBS) waiver recipients also have no
copays.

Residents of assisted living facilities, group homes, and board and care homegjoalify for LIS but are
subject to some cossharing in line with their income and resources.

Non-Deemed

Income up to 135% FPL

These beneficiaries have applied for and been approved for LIS by SSA. There are two subsidy levels
available for beneficiaries within this income range depending upon the amount of their countable
resources.

Fewer Resources
Beneficiaries in this income group have a lower resource level and:

1 Pay no monthly premium if they choose a standard plan with a prenat or below the
benchmark premium for their region
o Those who enroll in a standard plan with a premium above the benchmark amount must
pay a small portion of the premium
0 ¢K2aS ¢gK2 SyNRff Ay |y SyKFIyOSR Lithayis Y dza i
attributed to the enhanced benefits
Do not pay any annualeductible
Pay a higher copay than fwual eligible for generic and preferred brand prescription drugs and
FAFAY | af A3KGfe& KAIKSNI O2LI & F2NJIFff 20KSNJ
1 Pay nothing for all prescription drugs on the formulary, after reaching theofyttocket threshold

il
1

More Resources
Beneficiaries in this income group have a higher countable resource level (assets):

1 Pay no monthly premium if they choose a standard pléh & premium at or below the
benchmark premium for their region

1 Those who enroll in a standard plan with a premium above the benchmark must pay a small
portion of the premium

f ¢K2aS ¢6K2 SyYyNRtft Ay |y SyKIyOSRmMuhthatis Ydzad LI
attributed to the enhanced benefits

1 Have an annual deductible, unless their plan has a lower deductible. In that case, they would pay
0KS LI IFyQa RSRdAzOGAO0f ST gKAOK O2dzZ R 6S Fa 2a¢

f Pay a coinsurance of 15% for each prescription drug 6nS LJ I y Q& F2 N dzf | NB
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1 Pay a low copay for generic and preferred brand prescription drugs and a slightly higher copay for
Fff 20KSNJ RNHzZZA& 2y GKS LI lofpocket thireshadddzt | NB X F F34 S

Income between 135% FPL and 150% FPL

Beneficiaries whose countable income is between 135% and 150% of FPL (see chart below) and who have
countable resources (assets) no higher than the maximum allowable resources are eligible for a subsidy.
Beneficiaries who meet these income and asset rezquants receive the following subsidies:

1 Medicare pays a portion of the monthly premium based on their income:
0 Those with income between 135% and 140% FPL receive a premium subsidy of 75% of the
benchmark premium
0 Those with income between 140% and ¥%PL receive a premium subsidy of 50% of the
benchmark premium
0 Those with income between 145% and 150% FPL receive a premium subsidy of 25% of the
benchmark premium
f Have an annual deductible, unless their plan has a lower deductible. They wouldJaylthf | vy Q &
lower deductible, or $0 in plans with no deductible
Pay a coinsurance of %5F 2 NJ S OK LINB a ONX ldimulary RNHzA 2y (GKS L
Pay a low copay for generic and preferred brand prescription drugs and a slightly higher copay for
allotherdrug2 y G KS LI I yQa T2 N) dzofipdcRetthrastiold SNJ NB I OKA y 3

How Do Beneficiaries Apply for LIS?

= =

Those beneficiaries who are not deemed eligible and want to apply for Extra Help must complete an
application in order for SSA to make an eligibilgéyedmination. Beneficiaries can access the SSA
application in four ways:

1 Go to the SSA website at http://www.ssa.gov and complete the application online

1 Call SSA at800-772-1213 and ask a customer service representative to send an application
throughthe mail

1 Call SSA at800-772-1213 and ask a customer service representative to help them complete the
application over the phone

1 Go to a local SSA office and pick up an application form SSA Form 1020

Once paper applications are complete, they mustbailed to the Social Security Administration. The
application comes with a sefiddressed, postagpaid envelope.

SSA verifies elements of eligibility (e.g., income, resources, residency, and Medicare entitlement) by
comparing the information on the apphtion form to Social Security records and records from other
federal agencies, including CMS. SSA asks applicants to submit proof of income or resources in limited
circumstances. Two examples of such instances are if there are discrepancies betwedarthation on

the application and the government records or if applicants report ownership ofhoone real property.

Who Can Help Beneficiaries Complete #hpplication?

Three categories of helpers, called personal representatives, may act on behaifefidaries for the
purpose of applying for LIS. These include:

1 Those asked to help (such as a family member or friend)
1 Those authorized by state or other law
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of everyone who wants to help get people into the LIS program. Also, SHICK counselors are able to help
beneficiaries complete applications.

How Lang Does SSA Take Ryocessn Application?

The law does not require the SSA to process applications and notify applicants about subsidy
RSUSNNYAYIFGAZ2YA AY ye LINIAOdz NI GAYS FNIYSD ¢K
decisionis reached regarding subsidy eligibility, and has further indicated that it expects routine
processing time to be two to three weeks.

What Rights Do Beneficiaries Have if Their Subsidy Applications Are Denied?

The SSA has an appeals process thatitmeme beneficiaries can use if they disagree with a decision to
deny, reduce, or discontinue the LIS. Beneficiaries who wish to appeal a decision by SSA must complete
form called Appeal of Determination for Help with Medicare Prescription Drug Plan Costs

Elgible for LowlncomeSubsidy What Happens Next

Beneficiaries who qualify for LIS must be enrolled into Part D plans to receive the subsidy. An automatic
system processes enrollments for all beneficiaries with LIS (those who are deemed and those who apply
into Part D plans if they do not enroll in plans on their own. This system turns-atépgrocess of LIS
application and Part D enrollment (for those who apply), or automatic eligibility and enrollment (for those
who are deemedinto one step. While thse systems may not operate flawlessly, they are critical to the
success of Part D and LIS. If all beneficiaries had to apply for LIS and subsequently enroll in Part D, it is
quite likely that enrollment would be far lower than it is.

Most beneficiaries wh are deemed eligible are automatically enrolled into a Part D plan if they do not
enroll on their own. They receive a yellow letter from CMS notifying them of the-@utollment process,
unless they have creditable coverage through a retiree plan. ¥f tteehave creditable coverage through a
retiree plan that is receiving a credit from CMS for their enrollment, these beneficiaries will not be
automatically enrolled in a Part D plan. They will receive a white letter explaining this process.

Limited Incone Newly Eligible Transition (LI NET) Program

The Limited Income Newly Eligible Transition (LI NET) program is administered by Humana and offers thc
with the low-income subsidy (LIS) immediate, but temporary, access to prescription drug coverage. LI NE
provides this coverage for beneficiaries who qualify for Extra Help and go to a pharmacy to have a
prescription filled, but are not enrolled in Medicare drug plans.

The LI NET program serves three functions:

1. When full dualeligible beneficiaries have s@period of retroactive eligibility with no Part D plan,
the LI NET plan through Humana provides retroactive coverage of their prescription drugs. The LI
NET program then autenrolls these beneficiaries prospectively into a standard Part D plan with a
premium below the regional benchmark. Keep in mind that the LI NEFeautdiment process
applies to full benefit duagligibles and to Medicare beneficiaries and people with SSI who do not
have Medicaid but who are entitled to retroactive Part D coverage.
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2. All beneficiaries with the lovincome subsidy (LIS) who are not enrolled in a Part D plan are eligible
to use the LI NET plan for immediate coverage of their prescription drugs at the pharmacy.
Beneficiaries must provide evidence of their eligibility thee LIS. Other than the group eligible for
LI NET autenrollment, all other beneficiaries with LIS will still have access to the existing
facilitated enrollment process.

3. Finally, the LI NET program also provides retroactive reimbursement fafgaicket expenses
paid by beneficiaries with LIS who were not enrolled in a Part D plan at the time of the expenses.

Humana has established a tflee number for assistance with the LI NET program. This numbe306-1
783-1307.

aSRAOFARQA -Ra@DBrugs A UK b2y

The MMA specifically excludes some drugs from Part D coverage. Part D plans do not cover prescription
drugs that are covered by Medicare Part A or Part B, such as some chemotherapy drugs. Other drugs that
are generally excluded from Part D cowggaare listed in the section on formularies. Some Part D plans

with enhanced benefit designs, however, may provide coverage for some of the drugs in these categories.

I adriSQa aSRAOFAR LINRPINIY YIe& O20SN) &2ordh 2F (GKS
Medicare drug plan formularies for full dueligible beneficiaries, including residents of nursing facilities

and recipients of HCBS waivers. To access specific information about whiEtarid drugs state
Medicaid programs are covering for lfrdiual beneficiaries, check with your state Medicaid agency.

Redeterminations and Redeeming

Agencies reassess eligibility for the LIS on a regular basis. This process involves three agencies: the SSA,
CMS, and the state MedicaidI Sy 08 o0Y51 90® ¢KS | 3SyoOe (KFd AyAdA
for the LIS is responsible for reassessing their eligibility for the following calendar year.

WSRSUSNNAYLFGAZ2YY {{! dzaSa tbasdeBsEODrtidued@lgibilitydRISa NSRS
recipients who applied for and were found eligible for LIS through the SSA.

Redeeming: CMS reviews the eligibility status of all beneficiaries who were deemed eligible for LIS (in the
previous calendar year) bease they receive Medicaid benefits (full or partial) or Supplemental Security
Income (SSI) benefits.

SSA Redeterminations
The Social Security Administration (SSA) conducts three types of redeterminations:
1 Initial
1 Cyclical
1 Subsidy changing events (§C
The following SSA redetermination processes only pertain to beneficiaries who applied for the LIS (or Extra
Help) through the SSA.
Initial Redeterminations

To redetermine eligibility the next year, the SSA selects a group of beneficiaries who gitle &r Extra

Help during the previous year and who the SSA believes have experienced a change in their circumstances
that may have affected their eligibility for extra help. These beneficiaries receive a redetermination form in
the mail in September. Enform, Social Security Administration Review of Your Eligibility for Extra Help
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(SSAL026), must be completed and returned within 30 days of receipen if nothing has changedf the
beneficiary does not complete and return the form, SSA may terminiateligibility for Extra Help,
effective JanuaryL of the following year.

Cyclical Redeterminations

Each year the SSA also will select a random group of Extra Help recipients for redetermination to evaluat:
their eligibility for the next year. These bdi®aries receive a redetermination form in the mail in

September. The form is the same form sent to those selected for the initial redetermination. Beneficiaries
must respond to the form within 30 days of receiptien if nothing has changedf a benefi@ry does not
complete and return the form, SSA may terminate their eligibility for Extra Help, effective January 1 of the
following year.

Subsidy Changing Event (S&epeterminations

Beneficiaries with LIS who experience subsidgnging events includng marriage, divorce, separation,
annulment, and death of spouge must report the event to SSA. Upon notification, SSA sends these
beneficiaries a special SCE redetermination form. Beneficiaries are required to complete and submit the
form within 90 day®f receipt. Beneficiaries who do not respond will no longer receive Extra Help. For
those that do respond, their Extra Help status will reflect the change the month after SSA receives the
completed form.

Beneficiaries may appeal a reduction or terminatb¥ ( KSANJ adzo aAR&d | 002 NRA
advantageous to the individual to file an appeal than to file a new application. This is because the
individual may lose one or more months of Part D subsidy by filing a new application. An appeal would
LINSASNIS (GKS NBIONRFOGAGAGE 2F (KS adz aARIB36BOKAT S
Beneficiaries should use the SSA appeals form for this process.

Redeeming

Based on data that state Medicaid agencies send to CMS, individuals edticdvie and Medicaid are

deemed eligible for the LIS. These beneficiaries automatically qualify for LIS, and therefore, do not need t
complete an application. CMS redeems for the following year all individuals who were full or partial duals
in or after Jly of the current year.

Starting each year in July, state Medicaid agencies begin sending transmissions to CMS containing data «
all dualeligible beneficiaries. Individuals whose data is transmitted to CMS automatically are redeemed
eligible for LIS fathe following year.

If their LIS status has not changed, they will not receive any notice informing them that they will continue
to receive Extra Help in the following year. If they remain LIS eligible, but a change in their finances
requires a change tdeir subsidy amount, they will receive an orange letter from CMS. The letter explains
that although they still qualify for the Extra Help in the next year, their costs will change as of January 1.

Some people who were deemed eligible for LIS in the cugreat will not be deemed eligible for the
following year because they no longer qualify for Medicaid. These beneficiaries receive a grey letter from
CMS in September. The letter explains that they will not automatically receive Extra Help to pay for their
Part D costs effective January 1. The letter explains they can apply for the LIS through the SSA. It also
contains an application for the LIS with a postpged envelope.
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Individuals who receive this letter include Medicare beneficiaries who:

1 No longerqualify for full Medicaid benefits
1 Are no longer eligible for a Medicare Savings Program (MSP)
1 No longer receive Supplemental Security Income (SSI) and do not qualify for Medicaid

Anyone who receives the grey letter and subsequentigualifies for Medicaid would be redeemed for
the LIS for the following year.

Part D Plan Reassignment by CMS

In the fall of each year, CMS reassigns certain groups of Medicare beneficiaries whgillefer LIS into

Part D plans for the coming year. Typically, CMS reassigns two groups of Medicare beneficiaries who were
deemed eligible for the Extra Help in the past year and will continue to be deemed eligible in the following
year:

1 Medicare benéciaries with the full subsidy who stayed in the plan into which they were-auto
assigned by CMS, and their plan premium for the following year is more than the regional low
income premium subsidy benchmark.

1 Medicare beneficiaries with the full subsidyease plans are leaving the Medicare program in the
following year.

Some Part D plans that were LIS benchmark plans in the past year will have a premium above the following
@SIFENRA NBIA2YILE [L{ o6SYOKYIlI NJ] @ ! a tdpayNdaitidrf ofithe F dzf f
plan premium if they remain in such plans. Therefore, CMS reassigns certaligibl8 individuals to

different Part D plans with premiums that are at or below the regional LIS benchmark for their area.
Specifically, CMS reasssgonly those full subsidy LIS beneficiaries who accepted theirassgigned plans.

By early November, reassigned Medicare beneficiaries should receive blue letters from CMS with
information about their reassignment. Those who are reassigned becauseptariis leaving the

Medicare program will receive Version 1 of the blue letter. Those who are reassigned because their
OdZNNBy iG> daA3dySR LI IFyQa LINBYAdzy gAff o0S Fo2@0S i
2 of the blue letter.

Notablyabsent from those reassigned are all full subsidy LIS beneficiaries who enrolled in plans other than
the one to which they were autassigned. CMS will not reassign these Medicare beneficiaries who were
deemed eligible but switched plans. CMS referst&thiaNR dzLJ 2F 0 SYSFAOAI NASa | 2
reassign one other group of LIS beneficiariéisose with partial LIS subsidy (which includes those with LIS
who are charged a deductible).

tKSaS 0SYSTAOAIFINRSAZT GKS affdoik geShe eabtly Névendbér inftwiniRg NB O S
them that they will owe a portion of the premium if they remain in their plans.

Prescription Drug Assistance Programs and Medicare Part D

Generally two types of prescription drug assistanoegpams are available to help Medicare beneficiaries
with limited financial resources access their medications:

i State Pharmaceutical Assistance Programs (SRAM®sgavailable in Kansas
1 Private Pharmaceutical Assistance Programs (PAPS)
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Beneficiaries mst meet certain eligibility criteria to qualify for the benefits offered under these programs.
These programs coordinate their benefits with Part D in different ways.

State Pharmaceutical Assistanéaograms(SPAPSs) (Not Available in Kansas)

State Pharmeeutical Assistance Programs (SPAPS) provide assistance with prescription drug costs to sor
beneficiaries with limited financial resources. Eligibility criteria vary from program to program. The MMA
allows SPAPs to wreground Medicare Part D coverage diltlin coverage gaps for medications that are
either:

T b2 O20SNBR 068 | y-PRplRAPARdzZE £ Qa t5t 2NJ a

1 Excluded by law

f /2380 LINPKAOAGADS 6KAES a2YS2yS A& Ay GKS 02¢
Beneficiaries may still pay a portion of the cost forleattheir medications even with Part D and SPAP
coverage.

All other forms of drug coverage, including Part D, are primary to coverage provided by an SPAP. That is,
an SPAP will only cover medications after any other drug coverage is applied to the cost of that drug.
Additionally, payments made by some SPAPs @8dNJ RNXz3a GKIF G FNB 2y (KS
needed during the coverage gap, count towards TrOOP for the Part D plan. Only payments from qualified
SPAPs count towards TrOOP.

Private Pharmaceutical Assistance Programs (PAPS)

Some private pharmaceuthl companies offer their products to lemvcome individuals for free or reduced
prices through pharmaceutical assistance programs (PAPs) and drug discount programs. Due to Medicar
Part D coverage, many of these programs either no longer offer theircesrtd Medicare beneficiaries

who are eligible for or enrolled in a Medicare Part D plan, or require some attempts to have the Part D
plan pay for a medication before they will assist a beneficiary. There is a separate application process for
each medicatin. This process varies from company to company.

PAPs are not comprehensive insurance plans and therefore are not considered creditable coverage. Som
programs may provide only one free sample or supply of a medication; others may provide ongoing
assistane. The application process sometimes requires the participation of a physician who will receive
and administer or deliver the drug to her patient.

It is important to know that the total cost of the drug that a PAP provides to a beneficiary in the coverage
gap does not count towards True QOf-Pocket costs (TrOOP). Therefore, assistance from a PAP extends
the time that a beneficiary spends in the coverage gap, and, hence, delays the Part D catastrophic benefi
However, if a beneficiary must pay a copaymentoinsurance amount to receive a Rpivided

medication, the copayment or coinsurance amount counts towards TrOOP if the medication is on the

LX | yQ& F2NNdzZ | NB ®

Access to Drugs and Formularies

Each Part D plan has a networkpbiarmacies from which enrollees routinely can acdbess Part D drugs.
Additionally, each Part D plan covers the prescription drugs thades on a formulary, or list of covered
drugs. Formularies may vary greatly among phens. Plans also may engage enrollees to use certain

drugs on their formulariesina@ F F2 NI (G2 O2y GNRf Oz2adao 'ttt 2F GF
to prescriptiondrugs, and thus are important to consider when selecting a plan.
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Pharmacy Networks

The Part Dplans vary in the extent of their pharmacy networks. A pharmacy network is a group of
pharmacies under contract with a Part D plan to provide its enrollees access to prescription drugs.

In addition to network pharmacies, some drug plans also designatenpee pharmacies that offer the

lowest prices and oudf-LJ2 O1 SG O02adGa Fyz2y3a it (GKS LIXIyQa ySig
network pharmacies by name and location and further notes thesehare preferred pharmacies. It is
importanttoleaNy A F | O0SYSTAOAI NBQA LIKINXYIFO& 2F OK2AO0S 1
sure that convenient alternatives exist. Because the drug plans renew their contracts annually, network
pharmacies may change from year to year.

A Medicaredrugp 'y Yl & y28G LI & F2NJ LINBAONRLIGA2Yya G LIKIF N
Exceptions apply, however, in emergencies and some other situations. CMS requires Part D plans to ensure
that their enrollees have adequate access to covered drugs atfenétwork pharmacies when someone
GO0Fyy2i 0SS NBlFLazylofte SELSOGSR G2 2o0ilAy O20SNBR
y2i NRdAziAySodé ¢Kdzas / a{ SELISOG& (i KobnetRdkbizmarmaifies y &
when a plan erollee loses his or her covered drugs or becomes ill, needs a covered drug, and cannot get

to a network pharmacy.

Similarly, drug plans should cover prescriptions that a hospital or-tlaged pharmacy fills when

someone is an emergency or outpatient semg patient. Since Medicare Part B covers these types of

hospital and clinic visits, Part D covers the prescriptions received during those visits. Many -hospital
affiliated pharmacies are not in the network of Part D plans, so this type of coverage wauidvigded by

GKS Li-ofyQag2ddi LI2fAOed {AyOS (KS LI IyQa yS3I20Al
charged by a hospital pharmacy, beneficiaries should keep in mind that that they will have to pay the
difference between the two prices

It is also important to know that the MMA allows pharmacies to waive or reduce thesbasing amount
(i.e., copayment, coinsurance) for beneficiaries who are otherwise unable to afford their prescription
drugs. Pharmacies, however, cannot do this gowine basis. The amount the pharmacy pays counts
G261 NR (KS 0 S y-@Foskerkdstdl@rQ@P). i NUzS 2 dzi

Formularies

Medicare drug plans use formularieshat is, comprehensive lists of the drugs they cavér define their

drug benefits. The MMA allasweach drug plan to develop its own formulary within certain limits. CMS
reviews formularies to make sure that they comply with federal law. It evaluates the formularies to ensure
adequate access to medically necessary drugs and to make sure that nodormxtiudes drugs in such a
way as to discourage particular groups from joining a plan. For example, CMS would not approve a
formulary if it did not include insulin and oral aigfiycemic agents, as such a formulary would discriminate
against people witldiabetes.

The MMA requires all Part D drug plans to provide access to medically necessary medications including
genericandbrang | YS RNXzZA&® tfl yaQ F2N¥dzZ F NASa Ydzad AyOf
category and class that a drug plan sponsesignates, although CMS may require plans to include more
than two drugs for some categories and classes. Medicare rules require the plans to cover all drugs in six
OF 1STI2NASad /a{ NBFSNER (2 (KSasS OtlaasSa la aoOfl a
1 Anti-neoplastic (anticancer drugs)
1 Anti-convulsants
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Antidepressants
Antipsychotics
Immunosuppressants
Anti-retrovirals

= =4 =4 4

CMS established the requirement for plans to cover all drugs and dosage forms within these six classes
with only limited exceptions. Those exceptions include:

Multi-source brands of the identical molecular structure

Extended release products when themediaterelease product is included

Products that have the same active ingredient or moiety

Dosage forms that do not provide a unique route of administration (e.g., tablets and capsules
versus tablets and transdermals)

)l
T
)l
)l

Drugs Excluded from Part D Coage

Aside from requiring coverage for drugs in certain categories, the MMA specifically excludes some drugs
from Part D coverage. Part D plans do not cover prescription drugs when they are covered by Medicare
Part A or Part B, including some chemotherdpygs. Other drugs that the law generally excludes from

Part D coverage are:

1 Drugs prescribed for anorexia, weight loss, or weight gain (except drugs used to treat AIDS wasting ar
cachexia due to chronic disease)

91 Drugs prescribed to relieve the symptoms of coughs and colds. This exclusion does not include
medications used to treat a cough that results from a medical condition that is not a cold or cough.

1 Prescription vitamins and minerals, with the exception @ratal vitamins and fluoride. Vitamin D

analogs such as calcitriol, doxercalciferol, paricalcitol, and dihydrotachysterol are not considered

prescription vitamins. Prescription niacin products, such as Niaspan and Niacor are Part D drugs and

are not conglered vitamins.

Overthe-counter drugs, with the exception of insulin

Prescription drugs to promote hair growth

Fertility drugs

Cosmetic drugs. Drugs taken to treat psoriasis, acne, rosacea, or vitiligo are not considered cosmetic.

Drugs that nust be monitored by testing services that only the manufacturer provides, such as certain

anti-psychotic medications

1 Sexual or erectile dysfunction (ED) drugs, when prescribed for the treatment of sexual or erectile
dysfunction

= =4 4 -4 -4

Formulary Changes

Part Dplans can change their formularies within certain limits. Medicare drug plans may only change the
therapeutic categories and classes in their formularies once each year. These changes must occur betwe
plan years. That is, a plan can change the categaridsclasses on its formulary for the next plan year, but
the change cannot be effective prior to January 1 of the next year.

Medicare drug plans typically may not remove drugs from their formularies at any time during the plan
year. A few exceptions to ih general rule exist. First, Part D drugs may be removed from formularies
when the Food and Drug Administration (FDA) pronounces a Part D drug unsafe. Plans may also remove
drugs from formularies if the manufacturer removes the Part D drug from the market
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Medicare drug plans also may not make any change instastng status of formulary drugs from the

start of the Annual Enrolliment Period 6 days after the beginning of the plan yeaPlans also must

provide a 6@day notice to affected beneficiariesdluding those who are currently taking a drug that is
NEY2@JSR FNRY (GKS F2NNdzZ I NBE 2N gK2aS 0O2ada I NB OK
the plan does not provide prior notice, it must authorize ad&y fill of the drug and provideotice at the

point of sale.

Part D plans usually must follow these general rules aboutymat formulary changes:

1 Plans may remove or place in a higher tier brawagne drugs when generic or mu#iource brand
name equivalents enter the market.
Plans may remove neRart D drugs included on their formularies by mistake.
Plans may add utilization management tools based on new FDA warnings.
Plans may remove drugs based on new FDA market withdrawal notice.
Plans may remove or place in a highier drugs based on new clinical guidelines or recommendations.
ly SEFYLXS A& F2tt26Ay3a /5/ Qad NBO2YYSYRIGA2Y | =
prevention of the flu.
1 Plans may add utilization management tools in the following cases:
o Torespond to other approved formulary changes. One example is adding prior authorization to
a brand name drug when a generic version is on the market.
0 To help determine B vs. D coverage
o To promote the safe utilization of a Part D drug based upon nexcaliguidelines or
information

= =4 -4 -4

Medically Accepted Indications and Gifabel Use

Part D plans must ensure that physicians and other health providers prescribe Part D covered drugs for
medically accepted indications. In some cases, providers prescribs finug purpose other than the one
2NAIAYFEE@ | LILNRPOSR o0& |0kSSE Q@galSE KA & KASa RNMEIHSS R 21Y
prescribe a drug to treat a medically accepted indication that is atab#l use. CMS does not require Part

D plans toapprove offlabel use, but does expect them to refer to common medical practice in

determining that a prescribed drug effectively deals with a medically accepted indication.

Because plans can differ in their decisions about medically accepted indicatisrimportant to check

with a plan about its policies for approvingtdbel use. One plan, for example, may consider peer

reviewed literature in deciding on an acceptable use, while another may limit its consideration to the uses
described in a CM&pproved drug compendium. Plans may deny coverage felabil drug use for lack of
YSRAOIfT ySOSaaadteod LT GKS Of ASy(Qa -lduk asa is Withih y A &
common medical practice, SHICK counselors can assist theis tbeappeal these coverage denials.
CostContainmentStrategies

The Part D program relies on competition among drug plans and limits on the use of some covered drugs,
often called utilization management tools, to help contairstsctand control government spending on the
prescription drug program.

Price Competition

The federal government does not regulate the drug prices that plan sponsors charge in the Medicare Part
D program. Part D plan sponsors individually negotiate prigdsdsug manufacturers. Thus, drug prices
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the initial coverage limit, as well as the full prices they pay for drugs once in the coverage gap.

Utilization Management Tools

Along with price competition, the MMA allows drug plans to control costs through drug utilization
Yyl 3SYSyid aeaidsSvya GKFG YrFre KFE@GS +y AYLI OG 2y |
The common elements in theautilization management systems are:

1 Costtiers

9 Prior authorization
1 Step therapy

1 Quantity limits

la | {1 L/Y O2dzyaSt2NE 1SSLI Ay YAsynRdictinasa cBverdy (i K
drug on its formulary, a utilization management tool may restrict access to that drug. It may be necessary
G2 a1l GKS LINBAONAROAY3A LIKeaAOAly (42 YI1S G4KS OF
medical needdr the drug. When a Part D plan uses a utilization management tool to deny coverage for a
formulary drug that your client needs, SHIPs can play an important role in assisting through the exception
or redetermination appeals processes.

Cost Tiers

Manypla/ alLJl2ya2NBR Faaidy GKS 02 @FSNBR RsNalamdiers2The | LI
MMA allows plan sponsors to design plans with as many as six tiers, though plans more commonly have
three or four. Plans usually assign generic drugsto alstecd& | NAy 3 GASNIXP C2NJ SEI Y
copayments for generic furosemide and bramaime Lasix might be $5 and $40, respectively. The smaller
copayment in the lower tier works as an incentive for beneficiaries to select less costly drugs instead of th
more expensive alternatives placed in higher tiers.

Prior Authorization

Prior authorization requires an added step in filling a prescription. Plans typically use prior authorization
requirements to control the use of higher cost medications. The MMA givessplansors considerable

latitude to design their prior authorization systems. The plans can use different forms, and may ask
physicians to provide more or less documentation to establish the need for a drug. Thus, it may be easier
for prescribing physicianto secure prior authorization in one plan as opposed to another. SHICK
counselors may be in a position to help clients with information about the exceptions and appeals process
following an unsuccessful request from the plan for prior authorization.

Step Therapy
Step therapy is a costontrol method that requires beneficiaries to use a less expensive medication, long
SaitlofAaKSR Fta STFFSOGAGS Ay GNBFGAYy3 | O2yRAGAZ2

involving a higher cost or newer, lmdname drug. Drug plans that require step therapy for a particular

drug will not pay for the more expensive drugs, in the second and third steps, until the beneficiary tries the
less expensive first step, and it proves to be ineffective or harmful. Whaeflziaries have already tried

the less expensive drug unsuccessfully, the doctor should contact the drug plan to request an exception.

Quantity Limits

Plans may limit the amount of medication that they pay for over a certain period of time. The kKansgr F
Foundation reported that quantity limits are the most common utilization management tool that national
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PDPs use with ten frequently prescribed bramame drugs. It is not unusual to find plans only paying for a
limited supply of a branchame medicatin, even though a physician prescribes more.

The MMA allows Part D plans to use any of these-costainment strategies. SHICK counselors can
expect that their clients will encounter one or more of them as potential rbbxtks to access their
prescribeddrugs. Thus, it is important for clients to understand their rights, and know how to exercise
GKSYZI gKSYy | -cBrivazaquitdndnts thpedenBedldd care.

Medication Therapy Management Programs (MTMPSs)

All Part D plans (including M2D plans) mst offer a Medication Therapy Management Program (MTMP)
to eligible enrollees. MTM programs are intended to reduce the risk of adverse medication events and
improve medication use by participants.

Transition Policies

All Part D dug plans have transition policies through which enrollees sometimes can obtain a temporary
FAEE 2F OGKSANI LINBAONRLIIAZ2Y RNHZAAD ¢NIyaadaAzy LkRf
plans, a switch from one Part D plan to another, l@fatare changes affecting lostigrm care facility

residents, and formulary changes from one contract year to the next affecting current plan enrollees.

2 KSY | GNXyardAazy LRfAOE Aa Ay STFFSOGT | theyNI 5
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address the needs of new and current drug plan enrollees, the agency allows plans to craft their own
transition policies. Because the policies may eoyn plan to plan, with some exceeding the minimum
requirements, it is important for your clients to check with their drug plans to learn how the transition
policies might affect them.

New Enrollees

Under the MMA, Part D plans must offer a transitiongass for beneficiaries who are either enrolling in a
Part D plan for the first time (i.e., new Medicare beneficiaries and beneficiaries who recently lost
creditable coverage) or are enrolling in a different plan. This includes beneficiaries who aregdiangD
plan through a Special Enroliment Period (SEP). Under the transition process, plans must provide new
enrollees with a temporary, 36ay supply of a noformulary drug, including a drug dispensed under a
utilization management restriction (e.g.tipr approval) that they were taking before enrolling in new Part
D plans. Plans may choose to extend theda9 supply for new enrollees, but at a minimum they must
provide a 3@day supply. Plans must cover this temporary supply, or transition fill, wkaeficiaries go to
pharmacies to fill prescribed medications within 90 days of drug coverage becoming effective.

The transition process also is an opportunity for enrollees to work with their physicians to find alternative
RNHz3a 2y GKS Udfile gn@fcepliod tdxedabst dduerage ki the drug. Medicare rules

require plans to give new enrollees a written notice that states that they must either switch to a
therapeutically equivalent drug that is on formulary or request an exception fronplre to continue

taking the drug for the remainder of the calendar year. Plans work with pharmacies to distribute the notice

to enrollees when they receive a transition fill. In the event that a prescription is not filled and such a
noticeisnotdistibuB RX A G A& o6Sad G2 O2ydal OG GKS LXFyYy F2NJ 7
denying coverage and the appropriate next steps. The transition letter should explain the reason that the
plan is providing a temporary fill, e.g., that the drug is notleformulary or that the plan places a

utilization management restriction on the drug.
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Current Enrollees

CMS expects Part D plans to have a meaningful transition process in place for current plan enrollees who
RNHzZ& | NB y2 {2y 31§ NIhediangekr@&n ohd conffaRtyeaft@theliet CMS expects
plans to select one of two options.

1. Plans can provide for current enrollees a transition process that is consistent with the process for
new enrollees. Under this option, CMS requires plamprovide enrollees with a temporary supply
of the requested prescription drug (where it is not medically contraindicated) and with written
Y20A0S GKFG adlidSa K2g (GKSe Ydzad SAGKSNI agA0
an exceptiorto continue taking the drug.

2. Alternatively, plans can establish and implement a transition process for current enrollees prior to
the start of a new contract year (January 1, in most cases). This option requires plans to
prospectively transition currergnrollees to a therapeutically equivalent drug on the formulary or
complete requests for formulary and cestharing exceptions before prior to the start of a new
contract year. If a plan does neither, it must provide a temporary fill until the benefic&sy
transitioned to a new drug on the formulary or until it has granted an exception.

Marketing

The rules governing marketing Medicare Part D are the same as fbo Medicare Part C, Medicare
Advantage. Please refer to ChapteMarketing Overview, Medicare Advantage and Medicare Part D
section.
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Medicare Supplement (Medigap) Insurance

Medicare Supplemennhsurance is health insurance sold by private insurance companies that fill some of
0KS 02aid FYyR o60SYSTAG a3 Ll&aé Ay (GKS déstlgolitizsyisl f aSRA
GaSRAOFNB { dzLILEDbStY S gftén réfeyréddaNis Nedigap Insuran&ate insurance

departments regulate the companies and agents that sell this insurance.

Before 1990, Medigap insurance policies were not standardized iy states. As a result, it was hard for
O2yadzyYSNER (2 O2YLINB 2yS LIy G2 Fy20KSNJFa (2 K
insurance companies in most states must sell Medigap insurance policies that conform to minimum
standards set by the Niainal Association of Insurance Commissioners (NAIC). Massachusetts, Minnesota,
and Wisconsin had their own Medigap standardization laws in place before the NAIC developed its

national model law and regulation and are exempt from the NAIC rules. From A29D5, the NAIC

model had 10 standard Medigap plans lettered AThe Medicare Modernization Act of 2003 added plans

K and L to the array of standard plans. Plans K and L took effect on January 1, 2006, the same day that
Medicare began its Part D presdign drug program.

A revised NAIC model law and rule took effect on June 1, 2010. After that date, insurers can no longer sell
some of the 10 original standardized Medigap plans (E, H, |, J, and high deductible J) because, when
Medigap drug benefits wereemoved from plans H, I, and J in 2006, the result was that the plans

duplicated other plans. The revised NAIC model also eliminated the preventive chmmatrecovery,

and 8®opayment for excess charge benefits. This is becamisle changes in Origifia a SRA O NBQa ¢
and claims procedures, they are now outdated.

Since Congress authorized the model law in 1990, the NAIC refers to the plans issued under the old model
NHz Sa & amdpdn LI IFyadé ¢KSAS LI | ofders gak dremiuNsSTYiéyA y A
may, however, become more expensive over time as the number of policy holders declines.

The revised NAIC model also created two new Medigap plans, M and N, and added a new hospice cost
sharing benefit to the core benefit of allgms that take effect on June 1, 2010. The revised NAIC model law
calls the 11 Medigap policies (A, B, C, D, F, high deductible F, G, K, L, M, and N) that conform to the new
NHzt S& GuHnmn LI yade

Here are some key points about Medigap insurance that afgpboth the 1990 and 2010 plans:

1 Beneficiaries who have Original Medicare and a Medigap policy have access to most hospitals,
physicians, and other providers in the country.
T aSRAIAILI O2GSNI IS A asdovedge. IfiMadichréldpoves pdymeatrRah O NB
claim, so does the Medigap policy. If Medicare denies a claim, generally so does the Medigap
policy.
A person generally must have Medicare Part A and Part B to purchase a Medigap policy.
Medigap policieslo not work with Medicare Advantage plans, that is, Medicare HMOs, PPOs,
PrivateFeefor-Service (PFFS) plans, Special Need Plans, and Medicare Savings Accounts (MSA).
Medicare Advantage plan members should not buy Medigap insurance.
f Many companieshave ONR 4 82 9SNJ Of F AY¢ | ANBSYSyiGa 6A0GK as$S
and payment information electronically with the Medigap insurer. The company in turn
automatically pays its share of the claim. When providers accept assignment, this enables bills t
be paid in full with no paperwork for the beneficiary.

= =4
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1 Insurance companies are not required to sell all standard plans, but they must offer Plan A and
either Plan C or Plan F if they want to sell any of the others.

Covered Gaps and thBasic Benefit

Each of the standard Medigap policies covers the same gaps regardless of the company that sells it. Thu:
for example, Medigap Plan C from Mutual of Omaha covers exactly the same gaps as Plan C from Golde!
Rule. Thismeansthétl L/ Y O2dzyaSt2NRAR |yR GKSANI Oft ASyda Oly
the standard policies. Prices for Medigap insurance tend to increase based on the number of gaps the
policies fill. Plan A which covers a basic, or core, benefit is usualbhtapest.

Medigap policies are designed to cover some or all of these gaps in Original Metlicare:

1 Part A deductiblger benefit period

1 Part A hospital daily coinsurance

1 No hospital coverage after 150 days in a benefit period

1 No psychiatric hospital coverage after 190 days in a lifetime

1 SNF daily coinsurance charge

1 Hospice coinsurance charges for paiatmedications and respite care

1 First three pints of blood

1 Part B annual deductible

1 Part B coinsurance charge ¢@20f the approved amount in most cases, but more for many
outpatient hospital services, and for outpatient mental health)

T tENI . SEOS&a OKINHS 6GKS RAFTFSNBYOS 0% oSSy

limiting charge for physician services)
1 Emergency care received outside the U.S.A.

The basic, or core, benefit includes coverage for the:

Part A inpatient hgsital coinsurance charges

365 days of hospitalization after Medicare coverage ends (starting on the 151st medically
necessary inpatient hospital day in a Part A benefit period)

Hospice coinsurance charges for palliative medications and respite care

Preventive care coinsurance

Part B 206coinsurance charge

1 First three pints of blood

= =

E

Explanation of Basic and Additional Benefits
Part A DeductibleAll Plans except A

Medicare will pay for thdirst 60 days of hospitalization in a benefit period after theékciary pays a

& R S R dzOThis lgehefit ped/s the full deductible amount each time it is charged to the benefiltiary.
included in all policies except Planaithough on Plans K, & M, only a varying percentage is covered.
The amount usually goes up each year, and the deductible is chargee badis of a benefits period
rather than a calendar year.

6 Medicare costsharing can be found in the Appendix undemual Medicare Premium and Ce&lharing Amounts
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Part B DeductibleFlans C & F

Medicare has a annualdeductible for Part B covered servicesisTéimountof Medicareapproved Part B
charges each year is the responsibility of the beneficiary. This benefit pays the deductible each year.

It may cost as much in premium as the maximum benefit you can recesaube the insurance company
will pay out the maximum benefit for most insured.

Skilled Nursing Facility Coinsuran@&ll Plans except A & B)

Medicare covers only approved skilled nursing care in a Medicare approved facilsg. Gdmefits are
available when you satisfy the guidelines as defined by Medicare. This type of care is usually for a very
limited number of days.

All gandardizedpoliciesexcept A& B y Of dzRS GKS G{ 1Attt SR bdz2NEAYy3I CI OA
the actual billed charges up to the Medicare coinsurance amount for dag®@1Standardized Policies
cannot pay benefits beyond 100 days. The average stay in skilled care is well below 100 days.

Excess CharggPlans F & G)

Oneof the gaps in Medicare is medic@lK  NAS&a GKIFdG FNB Ay aSEOS&aaé¢ 27
R2y Qi | OOS LI -participaking physiign$) canyHange more than the approved amounts.

However, the patient cannot be held liable for chargedgteSNJ (0 Ky (KS wmp: aSEO0S4&:
schedule amount.

A policy that covers the deductibles, the 20% coinsurance (in the basic benefits), and the 100% of excess
charges does essentially pay 100% of costs as long as the service is Medicare approved.

Foreign Travel Emergendgidlans C, D, F, G, M, & N)

Medicare covers you only while in the United States and its possessions (Guam, Puerto Rico, and Virgin
Islands). If someone is traveling outside the covered areas, Medicare wihgpdor health care (except in
rare emergency situations when the nearest care is across the border in Canada or Mexico.)

Covered Cost under This Benefit

1 Only for emergency care needed immediately because of an injury or an iliness of sudden and
unexpeced onset

Care must begin during the first 60 consecutive days of each trip outside the U.S.

$250 calendar year deductible

$50,000 lifetime maximum

80% of billed charges paid for Medicare eligible expenses for medically necessary emergency
hospital, physician, and medical care received in a foreign country.

= =4 -4 -4

Medigap Modernization

Beginning June 1, 2010, insurance companiastraffer Medigap policies that comply with a new set of
Medigap standards. The Medicare Improvements for Patients and Providers Act of 2008 (MIPPA)
authorized the states to adopt a revised NAIC model for Medigap modernization tidhbéen in
developmentsince 2005. States enacted legislation and adopted regulations in 2009 to give effect to the
revised model standards. Companies began selling policies that comply with the new standards in June
2010.
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The revised model eliminated some policies altogetidter June 2010, companies no longer sell Medigap
Plans H, 1, J, and higleductible Plan J because, since they no longer offer the former limited prescription
drug benefit, they now duplicate other plans. The new rules also eliminated Plan E beca8é its 8
coverage of the Part B excess charge is not needed.

The revised model also eliminated some benefits from all Medigap plans. Companies no longer offer the
at-home recovery, preventive care, and%®0f excess charges benefit. Given changes in Medicace si
1990, these benefits are outdated and little used.

Two new Medigap policiesPlans M and N joined Plans A, B, C, D, F, high deductible F, G, K, and L. Plan
M includes the basic benefit, 38coverage for the Part A deductible, full coverage for the Bart
coinsurance charge, and foreign travel emergency coverage. Plan N includes the basic benefit, full
coverage for the Part A deductible, coverage for the Part B coinsurance charge, except for a $20
copayment for office visits and a $50 copayment for ersary room visits, and foreign travel emergency
coverage.

The Standard Medigap Insurance Policies (June 1, 2010)

Medigap Plan A covers only the core benefit. The other Medigap plans build on this core benefit to cover
different combinations of coverage gaps. Keep in mind that the basic benefit does not include coverage fo
the Part A inpatient hospital deductible or the Part B annual deductible. Several of the 1990 and 2010
plans, however, cover the Part A deductible in full. Nbeg Plans K, L, M, and N take a slightly different
approach to covering the features of the basic benefit. Here are the main features of the standard
Medicare Supplema Insurance (Medigap) policies

1 Plan A covers the basic benefit. It does not cdlierPart A or Part B deductibles, the Part A SNF
daily coinsurance charge, foreign travel emergencies, or Part B excess charges.

1 Plan B covers the basic benefit and the Part A inpatient hospital deductible. It does not cover the
Part A SNF daily coinsunce charge, the Part B deductible, foreign travel emergencies, or the Part
B excess charges.

1 Plan C covers the basic benefit, the Part A inpatient hospital deductible, the Part B deductible, the
SNF daily coinsurance charge, and foreign travel emeig®rt does not cover the Part B excess
charge.

1 Plan D covers the basic benefit, the Part A inpatient hospital deductible, the Part A SNF daily
coinsurance charge, foreign travel emergencies.

1 Plan F covers the basic benefit, the Part A inpatienptakdeductible, the Part A SNF daily
coinsurance charge, foreign travel emergencies, the Part B deductible, aPtioi @i0e Part B
excess charge. Note that physicians in the United States accept assignme¥iont@e cases,
meaning that very few docts bill for the excess charge. Other Part B providers, such as medical
equipment suppliers, may bill for excess charges more often. Some companies offer a high
deductible Plan F withreannual deductible.

1 Plan G covers the basic benefit, the Part A irgrdthospital deductible, the Part A SNF daily
coinsurance charge, foreign travel emergencies, andddithe Part B excess charge. It does not
cover the Part B deductible.

1 Plan K covers 1000f the Part A inpatient hospital coinsurance charges bdéeparts from the
basic benefit by paying $9(not 100 of Part B coinsurance charges. It also covets&the Part
A inpatient hospital deductible and the SNF daily coinsurance chatws dh annual outof-
pocket cap and is adjusted each year folatibn.
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T

Plan L covers 1000f the Part A inpatient hospital coinsurance charges but it departs from the
basic benefit by payingS#o(not 100%) of Part B coinsurance charges. It also covBe#af the Part
A inpatient hospital deductible and the SNF ylabbinsurance charge.lies anannual outof-

pocket cap and also is adjusted each year for inflation.

Plan M covers 1@noof the Part A inpatient hospital coinsurance charges &0fhéf the PartA
deductible. It also fully covers the SNF daily coinsurance charge.

Plan N covers IDoof the Part A inpatient hospital coinsurance charges ar@ddf the Part A
deductible. It fully covers the SNF daily coinsurance charge. This plan coved8dbar&surance
charge for most Part B services (e.g., ambulance and outpatient hospital services), except for
physician office visits and emergency room (ER) visits. The policy holder is responsible for $20
copayments for office visits and $50 copayments forisks.

1990 Plans no longer sold

While these plans are no longer being sold, you may counsel beneficiaries who still have one of these
policies in force.

T

Plan E (not sold after June 1, 2010) coverddsc benefit, the Part A inpatient hospital
deductible, the Part A SNF daily coinsurance charge, foreign travel emergencies, and preventive
services that Medicare Part B does not cover (e.g., an annual physical examination).

Plan H (not sold after Jurige 2010) covers the basic benefit, the Part A inpatient hospital
deductible, the Part A SNF daily coinsurance charge and foreign travel emergencies. It is almost
identical to Plan D, except that it has nehaime recovery benefit. Before 2006, this poliad a
limited prescription drug benefit.

Plan | (not sold after June 1, 2010) covers the basic benefit, the Part A inpatient hospital deductible,
the Part A SNF daily coinsurance charge, foreign travel emergencies;hibmatrecovery benefit,

and 1@%of the Part B excess charge. It does not cover the Part B deductible. Before 20086, this
policy had a limited prescription drug benefit.

Plan J (not sold after June 1, 2010) covers the basic benefit, the Part A inpatient hospital
deductible, the Part ANF daily coinsurance charge, foreign travel emergencies, thenagd
recovery benefit, the preventive care benefit (e.g., for annual physical examinations), the Part B
deductible, and 10%of the Part B excess charge. Before 2006, this policy had adimit
prescription drug benefit. Some companies offer a high deductible Plan Jméthnaial

deductible

If you encounter a beneficiary with H, I, or J that still includes drug coverage, you will need to
consider their options carefully as this drug cage is not creditable.

Other Policy Options
f Medicare Select Polici¥s { 2YS Ay adaNF yOS O2YLI yASa |faz2 27FF:

Medigap Plans. Medicare Select policies cover the same gaps as regular plans, exdcbepythat
require beneficiaries to the use certain providers, typically hospitals, iremo@rgency situations.
Select policies usually cost less than regular policies.

High Deductible Plans Fhe law allows insurance companies to sell Medigap plan Favhiidh
deductible option. After the beneficiary pays thanual deductiblethe policies start to fill the
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same gaps as the regular plans F. CMS updates the deductible amount each year based on the
consumer price index. The monthly premiums for high deithletpolicies are also usually less than
those for regular policies.

Uncovered Gaps in Original Medicare

There are some gaps in Original Medicare that the standard plans cannot fill. Foremost among the gaps i
prescription drugcoverage.

Other gaps in Original Medicare include:

1 SNF coverage after 100 days in a benefit period
1 Private duty nursing

1 Hearing aids

1 Dentures and dental implants

1 Eyeglasses (except for cataracts)

1 Custodial care

Many people cover these additional gaps @ftpocket. Some, however, purchase other types of

insurance, such as lorigrm care insurance to help with the costs of custodial level care in nursing

facilities and at home. Some buy dental insurance to hefppaf 2 NJ RSy G f OF NB®d ¢ KS
among the main reasons that Medicare beneficiaries pay on average about 18 percent of their total healtf
and longterm care costs oubf-pocket.

The Cost of Medigap Insurance

Because eeh standard policy must cover the same benefits, the main point of comparison between one
insurance company and another is price. Generally, Plan A is the least expensive plan among an insuran:
O2YLIl yeQa | NNI¥e& 27F aSRA 3IlIfilimdrefavdrage gapsSisullp dost dokeS a @
Policies with a guaranteed issue feature also tend to cost more. But insurers set their own prices for
Medigap policies and monthly premiums vary from company to company, sometimes dramatically. The
range in montly premiums for Medigap insurance can be from as low as $60 to more than $400. It really
pays to shop around.

A number of factors contribute to the difference in pricing among companies for the same insurance
policy. One factor is the number of people tbempany insures. If it insures a large number of Medicare
beneficiaries, it may be easier to spread the cost of insurance around. Another factor is the approach the
company takes to marketing and customer service. Some use local agents for sales aed G¢ners rely

on direct mail and tolfree customer service lines.

LyadzNy yOS O2YLI yASa faz2 dzaS RAFFSNBYd YSGK2RA
policy, it is good to know which method the company uses because it may have a agj onguture

premium costs. The three most common rating methods are:

M Issuel 3S N} GAYy3a 6KSNBE GKS LINBYAdzy Aa o6lFlasSR 2y
issued the policy. Premiums generally are lowest for people in the 65 to 69 age growllammt
increase as they get older, although premiums tend to rise due to inflation.

 Attainedl 3S N} GAy3 gKSNB (GKS LINSYAdzY A& o06FlasSR 2y
age. Premiums start out fairly low but increase over time.

1 Communityrating where the premium is the same for everyone who has the Medigap policy
regardless of age. (Kansas does not have any comrmratéyg policies.)
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Most insurance companies use one of the agéng methods to set their premiums. Relatively few use
the community rating method.

¢KS Ylyala Lyadz2N)T yOS 5SLI NIYSyd LldzmtAiakSa | aSRA
for evaluating insurance options. These guides enable your clients to compare the coverage and cost of
different Medigap policia ® LF @2 dzQNBE KSf LIAYy3I a2YS2yS FTNRY Iy2i
department website for statespecific guide premium comparisons.

One important service that SHICK counselors provide is helping clients compare the cost of Medigap
insurance withthe cost of Medicare Advantage (MA) plans. Many MA plans have very low monthly
premiums, including some with no premiums at all. But comparing Medigap insurance and MA plans on
premium prices alone can lead to problems. It is also important for peopledenstand where the

potential for outof-pocket costs exists.

Example:Glenn is new to Medicare. As he decides about enrolling in &cbtedAdvantage plan, he asks

about the difference in price between Medigap Plan C and a Medicare PPO. The monthly premium for the
Medigap policy is $170 ($2,040 annually). The monthly premium for the Medicare PPO is $50 ($600
annually). Glenn wants to maksure, however, that he has good coverage for cancer care because the
illness runs in his family. With Medigap Plan C, if he needs hospital outpatient services and chemotherapy
drugs he would have no additional eoft-pocket costs. Plan C covers all tbeasurance charges. But with

the Medicare PPO, he would ow@%2of the cost of chemotherapy drugs with the potential for many
thousands of dollars inowif-LJ2 O1 SG O2ada GKIFIG ¢2dZ R IRR G2 G4KS O

Consumer Rightsrad Protections

Medicare beneficiaries have several important consumer rights when purchasing Medigap insurance.
Some of the main protections are:

Open enroliment and guaranteed issue rights for new Medicare beneficiariedansasll people with
Medicare have a simonth Medigap open enrollment period after they become eligible for Medicare and
enroll in Medicare Part B. This also protects older workers when they first enroll in Part B at a later date. A
beneficiary has the right to purcka any Medigap policy during this frame. Insurance companies must

issue the policy and cannot turn down the applicant on the basis of poor health status.

Guaranteed issue and open enrollment for people under 8&nsas requires insurance companies to sell
all types of Medigap policies to Medicare beneficiaries who are under age 65, including those with
disabilities. The companies must issue the policies regardless of age or health status.

Guaranteed issue rights for those who lose coveralyedicare benetiaries who lose their coverage
FNRY | aSRAOINB ! RAIyGl3S LIXIYy 6KSy GKS& Y20S | ¢
coverage when an employer or union group plan ends, have a right to enroll in one of six Medigap policies
(A, B, C, F, K, by during a 6@lay window after their previous coverage ends.
1 Losing Medicaréddvantage(MA) coverage
MA terminates or stops providing care in the area.
Beneficiary moves outside the MA service area.
Beneficiary leaves the plan because it falledneet its required obligations to them.
The beneficiary is eligible to return to Original Medicare and purchase a Medigap policy, A, B, C,
F, K or L from any company selling these policies.
1 MedicareAdvantage/Medicare Select Trial Right

= =4 -4 9
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T

1 The beneficiary initially enrolls in an MA plan or Medicare Select plan when they first become
eligible for Medicare, and decide within the first 12 months they do not like it, they can go to
Original Medicare, and they have the right to purchase any Mgdmplicy from any insurance
company selling these policies.

1 if the beneficiary decides to try an MA plan or Medicare Select, they drop their Medigap
O2@SNIY 3S3 I yR {ikyhe RS By R&y refuia H@rigval Medlicare if they
meet these requirements:

o0 This must be the first time they are enrolled in an MA plan or Medicare Select plan;

o They must decide to leave the plan within one year after joining;

o If they meet hese requirements, they will return to their original Medigap policy, if it is
still offered, or choose from policies A, B, C, F, K, or L.

EmployerGroup Health Plan Benefits

If the beneficiary is enrolled as an employee, retjr@edependent under a gup health plan and

the plan terminates their health benefits they have the right to purchase a Medigap policy (A, B, C,

F, K or L) from any insurance company selling these policies.

MedigapInsuranceCoverage

If the beneficiary loses their Medigap imance coverage due to one of these reasons:

1 Insurance company is insolvent or goes bankrupt.

Involuntary termination of coverage or enroliment.

Company substantially violates material provision of the policy

Representative of company materially m@presents policy provisions in marketing the policy.

The beneficiary is eligible to return to Original Medicare and purchase a Medicare supplement

policy, A, B, C, F, K or L from aogynpany selling these policies.

Medicaideligibility

If the beneficary loses their eligibility for health benefits under Title XIX of the Social Security Act

(Medicaid), the beneficiary is eligible to purchase any Medigap policy from any company selling

these policies in Kansas.

1
1
1
1

Guaranteed Renewabilitytnsurance compangcannot cancel Medigap insurance policies except for
failure to pay premiumsOlder policies (prior to 1992) may allow the company to refuse to renew on an
individual basis.

T

If a supplement is canceled due to rnpayment of premium, it shall be reinstd in the event of
lapse, if the insurer provides proof of cognitive impairment or the loss of functional capacity within
five months after termination. The beneficiary (or their representative) may pay past due premium
and keep the policy in force. Theastard of proof of cognitive impairment of loss of functional
capacity shall be established by clinical diagnosis by a person licensed to practice medicine and
surgery and qualified to make such diagnosis.

Prohibited marketing practiceslt is against théaw for an insurance company or agent to sell duplicate
Medigap policies, to sell a Medigap policy to someone who has Medicaid (with some exceptions), and to
use highpressure sales tactics.
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Other Policy Feature& Limitations

30-Day Free Look

Kansas requires a minimum-BoF @ G FNBS t2271¢ LISNAZ2R FT2NJ aSRAIIF LI |
received by the insured. If the policy is reviewed agttirned to the insurer during the free look period, a

full premium refund must be given. Policies should be returned with a letter of explanation directly to the
AYAadzZNENRAE K2YS 2FFAOS dzaAy3a OSNI A TFASRNWiichitied ¢2 @
policy was received, and keep a copy of all correspondence. For practical purposes, the date of receipt is
considered to be the postmark date plusl@ days.

Suspension during Medicaidr QMB Eligibility

In some stations, eligibility for Medicaid or QMB assistance may be for a short period only. Under these
circumstances a suspension provision enables the insured to immediately return to using the Medigap
policy without having to go through the application processl possible denial because of health
conditions.

Suspending (Freezing) a Medigap Policy

1 When a policyholder or certificate holder is entitled to Medicaid or QMB, the benefits and
premium may be suspended at the request of the insured for a period not to exceed 24 months.
The insured must notify the company within 90 days after the date tleEpine entitled to
Medicaid/QMB coverage and explain why they want their policy suspended. Upon receiving the
notice, the company must return that portion of the premium applicable to the period of
Medicaid/QMB eligibility.

1 When a policyholder or certifate holder loses Medicaid or QMB, his/her insurance coverage can
automatically be reinstated (effective with the termination date) if the company is notified within
90 days and pays the premium attributable to the period.

1 There can be no prexisting coudition waiting period when the policy is reinstated. Coverage must
be equivalent to coverage in effect before the date it was suspended. Premiums must be paid back
to the date the policy is reinstated, which is the date Medicaid or QMB ends.

Underwriting

Underwriting is the process through which insurance companies decide whether to issue insurance to an
applicant. Each company has its own guidelines for underwriting. Some companies are very conservative
and insure only relativelppw-risk individuals. Other companies will insure people with a higher potential
risk because of health problems. A higher risk usually requires a higher premiums rate.

Underwriting may be limited to asking healtalated questions on an application, omiay entail a
GK2NRdzZAK NBGASYG 2F |y AYRAQGARzZ t Qad YSRAOIf KAAG?2
F LILJXE AOFyiQa LIKeaAOAlyad ¢KSNBE Aa y2 fAYAGD 2y K2g
can search while they are g underwriting. Conditiogfor which the applicant has received no advice or
GNBFGYSYyld Ay GKS &AAE Y2yGK o0ST2NB lexitigffokadde Qa STTF
required waiting period.

Pre-Existing Gonditions Limitations

Some people who know or suspect that they might require medical treatment in the future attempt to
LIZNDOKEF 8S KSFf 0K AyadzaNIyoOS (2 RSTNIr& GKS O2aid 27
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may involve fraudulently concealing imfoation from an application or may occur because basic insurance
principles are not understood. One of the ways companies defend against this form of adverse selection t
applicants in poor health is the pexisting condition exclusion or waiting peridchere is no limit on what
health history is considered for underwriting purposes as earlier described; however, there is a limit on
how long benefits can be denied for pegisting conditions once a policy has been issued.

Pre-Existing Condition Defined

URSNJ GKS YIyal a ieXstidgNaongitiorsis o0efdR $Hich mddicaLdbvite was given or
treatment was recommended by or received from a physician within the six months before the effective
RFGS 2F O2@SNI 3Sodé¢ ¢ NidesipreSnpiion melidhtion. K e dvaitR@Bperfod/fara A 2
Medicare supplement policy cannot exceed six months after the policy becomes effective.

Waiting Period for Preexisting Conditions

Limits can apply only to those conditions identified as@xesting,according to the definition above.

Benefit payments on a claim can be denied for treatment ofgxisting medical condition for up to six
months after the effective date of a health insurance policy. During the waiting period, any eligible claims
for condtions that are not preexisting will be paid.

The sixmonth time frame before and after policy issue is the maximum allowed. A company can use a
shorter time period or have no limitation for pexisting conditions. Obviously, an accident that occurs
after a policy is issued could not be a gesting condition

Creditfor PreExisting Conditions

If you have a Medigap policy and you replace it with another Medigap policy, you get up to six months
GONBRAGE F2NJ GKS (GAYS @& Fhizcanfadcandd BfGshId Boved gieistind S 2
O2yRAGAZ2Y& AT @2dz KIS 4 tSrad AAE Y2yGKa 2F ¢
Group health plan (like an employer plan);

Health insurance policy;

Medicare Part A or Part B;

Medicad,;

Medical program of the Indian Health Service or tribal organization;

A Healthcare Marketplace plan

TRICARE (health care program for military dependents & retirees);

Federal Employees Health Benefit Plan;

Public health plan; or

Health plan under the Peace Corp Act.

= =4 8 8 -8 -8 -5 _9_92_-2

Coordination of Benefits
The Medigap Policy and Medicare

Medigap insurance always coordinates with Medecdl his means Medicare pays first (is primary), and the
Medigap policy helps pay amounts not paid by Medicare. If a claim is not approved for Medicare coverage
the Medigap policy usually does not cover the claim unless the policy specifically inclvelesfiiin

addition to Medicareapproved coverage.
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The Medigap Policy & Other Health Insurance

Medigap policies are not allowed to coordinate benefits with other health insurance (except for Medicare).
In other words, the Medigap policy will pay its norrbahefits regardless of any other insurance you may
have.

Group Health Insurance Policies

Common types of group health insurance policies are empipy@vided retirement policies, accident
policies, and specifidisease policies (such as a plan that gaysase of cancer or stroke).

Group insurance policies aedlowed to have a coordination of benefitprovision. This provision allows
them to reduce their benefits if another group insurance plan or Medicare pays benefits. The result may
be that thegroup policy ends up paying little or nothing on the claim.

More than One Medicare Supplement Policy

It is against the law for an insurance company or agent to knowingly sell a Medigap policy to someone who
already has a Medigap policy, unless the new one isptace the old one. Applications ask if the applicant
has another Medigapolicyor if it is the intent to replace coverage currently in force. If the applicant
indicates coverage is in force and there is no intent to terminate the current coveragmsiinance

company will not issue the policy.

If you had a supplement policy prior to 1991, it is possible for you to have two supplements. However,
after 1991, you can only have ONE Medigap policy. If someone does have multiple Medicare supplement
policies, each policy must pay full benefits due. Claims should be filed separately for each policy.

Other Health Insurance Policies

The law allows the sale of additional insurance policies such as hospital indemnity, cancer, stroke, and
accident even though berigs may duplicate benefits from Medicare. However, such policies must pay all
benefits due regardless of any payments the insured receives from other coverage.

A disclosure statement explaining possible duplication of benefits must be provided to theasp@along
with the application.

ConsumelProtection

The manner in which insurance companies and agents conduct the business of selling insurance and the
design and use of written material is substantially regulated by federal and state laws and mtlaAty
violation of those laws and regulations may be addressed in a written complaint which, upon investigation
by the Kansas Insurance Department, may lead to fines, restriction on future activity, or loss of the right to
do business in the state.

Sales Materials
Outline of Coverage

This must be provided to the client at the time of solicitation. It shows the features of each plan being
offered and includes premium information.

Acknowledgement of Norduplication

This must be pvided at the time ofpplication (or issuance if a mail order policy). The agent, or
insurance company for a direct mail sale, must offer to review all health insurance policies for a client.
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to review had been made and that the intended sale will not duplicate other benefits to which the client is
entitled.

Replacement Notice

This must be provided at the time application(or policy delivery if a mail order policy) when a Medigap
policy being purchased will be replacing another Medigap policy. The replacement notice must be signed
by the client and agent, and it must state that the client intends to terminate existingaggeThe agent
must indicate why the replacement policy is being purchase (additional benefits; lower premiums, but no
change in benefits, fewer benefits and lower premium; or other).

Questionable Behavior of Insurance Agents

The Kansas Insurance Departih€KID) has rules and regulations regarding what is required and expected
on the part of agents as they sell insurance. KID has enforcement authority through the Agents and
Brokers Division, which licenses all agents selling insurance in Kansas. Aigngbésbehavior of an

agent can be passed along to this division at any time and it will be put in the file of the agent and if
necessary, disciplinary action will be taken.

To take administrative action of any kind, KID needs the person observing theibetofile a written
complaintwith the department including the name of the agent and the company that he/she represents.
The formal complaint must be signed by the person who has observed the questionable behavior.

WARNINGIt is important to remembethat any personal views on a particular agent or company are just
that - personal views. Expressing such a view in public is contrary to the most basic principle of the SHICk
program- & dzy 6 A assiskaRcé. This is also a fundamental principle of thsa&msurance Department

and the Kansas Departmefdr Agingand Disability Servicedny prejudicial statements made that are not
based on administrative action taken specifically by the department toward certain individuals is strictly
prohibited.

KID t&es its role of supervising agents very seriously because it has a direct relationship with regard to
protecting Kansas insurance consumers. Any information about any agent forwarded to KID is always
helpful. Formal complaints are even more helpful becahgg can then investigate the matter.

Bea Wise Consumer
Shop Around

Decide which of the @ standardized policies best meets your needs. Then shop around for price, customer
service, and financial stability. Group insurance is not necessarily less expensive than individual coverage

Remember- You Have a Open Enroliment

During the first six maihs a person is enrolled in Medicare PartnBiether 65 or under 65 (in Kansaall
insurance companies must accept the person for Medigap coverage under any policy currently being
marketed. Past health history may not be considered. If the beneficiaig watil after the open
SYNRftYSYyld LISNA2R>S GKSeé YIe& 0S NBFdzaSR 02 @SNJI 38
insurability requirements.
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Companies May Have a Waiting Period (Up to six months)

Preexisting conditions would not be coveredrithg the waiting period. If you have pexisting
conditions, look for a company that does not have a waiting period.

Does the Person with Medicare have Creditable Coverage?

If the answer is yes, there is no need to worry about thegxisting condition \&iting periodg but first

they must understand creditable coverage AND not have a gap of more than 63 days without coverage.
¢tKS t KNI} &asS ab2 aSRAOFt 9EFYAYIlIGA2Y wSljdzANBRE YI &
The beneficiary might not have to go to a physician for an exanmledical statements they make on the
application could prevent them from getting coverage after their open enroliment period.

Take Time

A beneficiary should not feel pressured into buying a policy if they have questions or concerns. They

should involve arfend or relative whose judgment they can trust. If they need more time, tell the agent to
return at some future date. They should not fall forthe&y¢ R SEOdzaSX aGLQY 2yfe@ 32
G2RI@83Y a2 @&2dz KIR 0SUGSNI odze y24dé

Generally, it takes at leas30 days to be approved

They are not insured by a new Medigap policy on the day they apply for it.

A policy should be delivered within a reasonable time (usually within 30 days after application)

LF GKSe& KIgSyQi NBOSA IS Rnedik3® dalyd2 doritaCtdhe @ompanylarkl okiaia S A N.
in writing the reason for delay. If problems continue, contact the Kansas Insurance Department.

Consider carefully before replacing a policy with a new one

The beneficiary should not cancel a policy untitieve been accepted by the new insurer and have

policy in hand.

Do not pay with cash

They should/can paby check, money order, or bank draft payable to the insurance company only, not the
agent. They should completely fill in the check before presenting it to the agent.

If they are eligible for Medicaid, generally, they do not need a Medigap policy

There ae exceptions to this. To find out if they are eligible for Medicaid or if they are a Qualified Medicare
Beneficiary (QMB) or a Low Income Beneficiary (LK) the beneficiary dhe KarCare Clearinghouse
UseTheir3®d I @ GCNBS [221¢ t SNA2R

The benefiary should review their new Medigap policy and get a premium refund if they decide not to
take the coverage.

wSFdzy Ra | NByYy QiKS! @GICNKSISo 221 F0 $INR 2 R

Insurance companies are not required to return an unused premium if the beneficiary degidesptthe

policy before its next premium due date, but after the free look period has passed. If an agent tries to sell

them a new policy saying they can get a premium refund for their current policy, report the agent to the
Kansas Insurance Department.
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Medigap Policies Are Not Sold By Federal or State Governments

Advertising or suggesting that a policy is government sponsored is illegal. These practices should be
reported to the Kansas Insurance Department.

Completethe Application Carefully
Before the baeficiary signs an application, they should read the health information recorded by the

agent. They should not sign it until all health information is presented correctly. If they leave out medical
information requested, the insurer could deny coveragetf@at condition or cancel their policy.

Review Retiree Policies Carefully

The beneficiary should carefully compare benefits and cost of retiree plans before replacing a retiree
benefit with a Medigap policy. It will be necessary to have a copy of theneudficoverage to make this
O2YLI NRAaz2yd LG YIe 0SS ySOSaalNe (G2 OFrff GKS 9YL
this information, it is not possible to make an accurate comparison.

Outline of Coverage
An Outline of Coverage must be prosttat the time ofsolicitation. When presented by an agent, an

acknowledgment of receipt of such outline shall be obtained. This is often in the form of a question on the
application requiring a yes or no answer.

The information that must be included anldet format in whicht must be presented are spelled out in the
insurance regulations. In general, an Outline of Coverage will have the following:
1 Anillustration of premium information with all possible premiums for the prospective applicant.
1 Disclosues about other aspects of the policy and how coverage will be administered.
1 Charts displaying the features of each benefit plan being offered.

Remember- All Medigap Insurancesi Guaranteed Renewable

The insurance company cannot refuse to renew a palidgss the beneficiary does not pay the premiums
or they submitted false information on the application.

Remember- Lapsed Premium Dui Cognitive Impairment®r Lossof Functional Capacity Can Be
Reinstated

Collections of lapsed premium will be allowgabssibly up to five months) if there is clinical diagnosis of
proof of cognitive impairment or loss of functional capacity.
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CLAIM& APPEALS

If youre in Original Medicare, doctors and suppliers are required by law to file Medicare claims for covered
services and supplies you get. Find out which doctors in your area accept assignment.

L¥ @2dz KIS I aSRAOINB ! Rl yelchi@shecausd Medicaré pagsihese LI |

private insurance companies a set amount every month.

It is the responsibility of the beneficiary to supply the provider with correct information. Incorrect
information delays the whole process and may result in deoii payment.

Be sure the provider has the following information:

1 Correct Medicare number
1 Correct name exactly as it is shown on the Medicare card
1 Current address and telephone number

KansadMedicarePart Aand Part B Claims (A/B MAEWisconsin Rysicians Services (WPS).
To contact, all 1-800-MEDICARE
Hospitals

1 Participating hospitals always accept assignment. They handle all paperwork and deal directly with the
A/B MAC (Medicare Administrative Contractor.)

1 Hospitals also file giirivate insurance and receive those reimbursements.
Exceptionindemnity policies pay fixed dollar amounts per day directly to the policyholder.
1 The beneficiary should not pay a hospital bill until the hospital receives payment from Medicare and
insurarce.
Note: Hospitals may send monthly bills or statements until the hospital is paid. To avoid problems,
the beneficiary must inform the hospital of his/her intentions.
1 The beneficiarynayreceive a Medicare Summary Notice, describing days used and the deductible
payment.
Note: A request may be made for an itemized hospital bill, but the beneficiary is never informed as
to what Medicare actually pays on that hospital claims.
1 No one shoud pay any hospital or provider based on the Medicare Summary Notice. Wait for a bill
from the hospital.

Skilled Nursing Facilities

1 Skilled nursing facilities also file claims for patients and accept assignment. The patient must have been
in a skilled Mettare certified facility and/or in a Medicare participating bed.

T tFredyYSyida INB fAYAGSR 0@ aSRAOIFINBQa NBIjdzZANBYSy
payment.
! GaSRAOFNB {dzYYINBE b20A0OS¢ A& dza SMhtheRosdital, T 2 NI

that patient is not told what Medicare pays the facility.
KansaHome Health & Hospice MACHighmark Medicare Services
To contact, all -800-MEDICARE
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Home Health Agencies

1 Home Health Agencies file claims for the patient and takesignment. Medicare pays Q%for
eligible services.
1 TheA/B MACdoes not send a statement; the beneficiary can request a Medicare Summary Notice.

Hospice

1 Hospice files claims for patient and takes assignment. Medicare p@9sfa0eligible services
1 TheA/B MACoes not send a statement; the beneficiary can request a Medicare Summary Notice.

Kansadurable Medical EquipmenvACc¢ Noridian Administrative Services, LLC
To contact, all 1-800-MEDICARE
Doctors, Suppliers, and Other Providers

Even if they do not take assignment, doctors, suppliers, and other providers of Part B services and supplit
must submit Medicare claims. Medicare allows them up to 12 months to file the claims, but most of them
do it electronically within a short period time.

Contactl-800-MEDICARW®ith problems or questions regarding claimdways have th&ledicare
Summary Notice (MSM} a reference when making these calls.

Carrier (Railroad Retirement eligible)Palmetto Government Benefits Administrators
RailroadRetirement System

Claims are submitted to the United Health Insurance Company office. Regional offices are listed in Your
Medicare Handbook for Railroad Retirement Beneficiaries, which is available at any Railroad Retirement
office. To contact, all -800-MEDICARE.

Claims for Services Received Outside the State

Claims for services incurred outside the state must be submitted to the intermediary or carrier in the state
where the service was provided or where the bill originated.

Filing Your Own Claims

Acording to federal law, a person with Medicare cannot file their own clajiib$s the responsibility of
the Medicare provider to file all claims, whether or not they believe that the claim will be lpaigry rare
cases, a beneficiary may need to fileckaim on their own.

Medicare claims must be filed no later than 12 months (or 1 full calendar year) after the date when the
services were provided. If a claim isn't filed within this time limit, Medicare can't pay its share. For
example, if the beneficigrsees their doctor on March 22, 2015, the Medicare claim for that visit must be
filed no later than March 22, 2016. The beneficiary should check the MSN they receive in the mail every
three months to make sure claims are being filed timely. If the clamas't being filed timely:

1. The beneficiary should contact the Doctor or Supplier and ask them to file a claim.

2. If they don't file a claim, the beneficiary should caBAO-MEDICARE and ask for the exact time
limit for filing a Medicare claim for thservice or supply received. If it's close to the end of the time
limit and the doctor or supplier still hasn't filed the claim, the beneficiary should file the claim.

3. Detailed instructions and a form can be foundchéps://www.medicare.gov/claimsand
appeals/filea-claim/ffile-a-claim.html
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Medicare Summary Notice (MSN)

(Formerly the Explanation of Medicare BenefiSOMB) When the claim is paid, the beneficianay be
sent a Medicare Summary Notice (MSN) from thB MAC

The MSN shows the billed amouartd the Medicare approved amount. It shows what thepayment is
and what Medicare is paying. If thennual deductible had not been met, that would also be shown. The
notice gives the address and télee number for contacting the carrier.

Another Optian to Access Your Information
MyMedicare.gov

MyMedicare.goywww.MyMedicare.govis an online way to get personaliz&tedicare information. If

they provide an email address when they register, Medicare will email their user ID and a temporary

LI a362NR O0GLI GGSNYé0v NARAIKG Fgled 2KSy (KSe f23Ay
password to protect their perswl information. Once online they can do the following on this site,

1 Track health care claims
1 Check Part B deductible status

1 View eligibility information

1 Track usage of preventive services

1 Find a Medicare health or prescription drug plan or search for a new one and track their drug costs
The tool allows them to keep all of their Medicare information in one convenient place. For example, they
may want to see when a claim gets paid by Medigare2 NJ 4§ KS& Yl & g+ yad G2 GNI O]
out-of-pocket towards their Part B deductible (what you pay before Medicare begins to pay its share).

Mymedicare.gov can even track which Medicare preventive services they have used each year, and remind
GKSY 2F (dK2a$S aSNBAOSa G(GKSe& FINB StAa3aArotsS G2 KI @S
services like screening mammograms, prostate cancer screenings, and flu shots. On mymedicare.gov they
will get reminders about taking advantage of Heebenefits.
¢CKSNBE Aa Ffaz2 | Gaé 5NHzZA /2ata¢ GFo G2 2NBIFYyAIT S
spending.
Mymedicare.gov also includes:

1 A glossary of the terms used by Medicare on the site.

1 A Spanish version of mymedicare.gov.

1 Easier viewing of your Medicare claims online.
1 A printer friendly format for claims.

For more information about Medicare, visit www.medicare.gov on the web. Or,-88I0-MEDICARE
(1-800-633-4227), 24 hours a day, seven days a week. TTY usersl sladlut877-486-2048.

Due Process Rights

lff aSRAOIFINB O0SYSTFAOAIFINASA KI @S aGaRdzS LINRPOS&aaé¢ 2N
contractors deny payment for covered services, and when providers decide to discharge a patient or
discontinue coveed services. These due process rights include:
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Written notice

The right to reconsideration by someone who was not involved in the first decision
The right to a hearing when a certain amount of money is at stake

The right to judicial review whnea certain amount of money is at stake

= =4 =4 4

Other Medicare Appeal Rules

Medicare adjusts the amounts in controversy for Administrative Law Judges (ALJ) hearings and judicial
review to reflect inflation in medical costs.

Medicare regulations allow physicians, equipment suppliers, and other service providers to appeal a deni:
of an initial determination. This creates the potential for both the beneficiary and the provider to request a
redetermination for the same denialeBulations also enable providers and suppliers to use an informal
GNB2LISYAyTé LINRPOSRAZNE (2 O2NNBOG YAY2NI YAaldl {Sa
rather than go through the formal appeals process.

National and Local Coverage Detemmaitions

CMS has National Coverage Determinations (NCDs) that describe the circumstances and conditions of
Medicare coverage for specific medical services, procedures, or devices. It is important to know that the
terms of these NCDs control Medicare cowggalecisions nationwide. NCDs generally outline the

conditions under which CMS considers a service, procedure, or device to be aoweeneodt covered

dzy RSNJ 4G KS aGaNBlFazylrofS FyR ySOSaal Neé¢ I y3Idz 3S 2
atheNP 24 Of SNRPaAa Aa (GKS adzomaSOod 2F 'y b/ 5 gKAOK Ay
procedure because its safety and effectiveness are in question.

Once published, an NCD is binding on all Medicare payment contractors including A/BONAEBSACS,

Home Health and Hospice MACs, Quality Improvement Organizations (QIOs), Program Safeguard
Contractors (PSCs), and Medicare Advantage Organizations. NCDs are also binding on Administrative Le
Judges (ALJ) during the claim appeal process.

Coverag denials based on NCDs differ from denials that simply involve a decision that a procedure, such
as a diagnostic test, is not reasonable and necessary in an individual case. When NCDs state that Medic:
does not cover the use of a procedure for a spectiedical indication, CMS effectivelycludeghat use

from program coverage. As a result, NCD coverage denials have two very important consequences. One
GKFG aSRAOINBQAa FAYIYOALE tAFOAfAGE O dpinkttBeNI 2 F
cases. The other is that a beneficiary can bypass the general appeals process described above and use ¢
special procedure to challenge the NCD by appealing directly to the DHHS Departmental Appeals Board
(DAB).

A Local Coverage DeterminatidrCD) is a decision by a Medicare administrative contractor (MAC)
whether to cover a particular service on a Mtde basis in accord with the reasonable and necessary
language in the Medicare law. An LCD is binding on the Medicare payment contractoeattlat the
first and second levels of the appeals process described above. An LCD, however, does not bind the
decision of an ALJ.
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What is an Apeal?

An appeal is the actioa beneficiarycan take ithey disagree with a coverage or payment decision made
by Medicarea Medicare health plan, oa Medicare Prescription Drug Plai.beneficiarycan file an appeal
if Medicare orthe plan does one of these:

1 Denies a request for a health care service, supplyprescription that the beneficiary thinks they
should be able to get

1 Denies a request for payment for health care or a prescription drug already received

1 Denies a request to change the amount that must be paid for a prescription drug

A beneficiarycanalso appeal ithey arealready getting coverage and Medicaretbe plan stops paying.

Theycan also appeal if Medicare thre plan stops providing or paying for all or part of an item or service
they think they still need.

The appeals process has flegels. Ithe beneficiarydisagreswith the decision made at any level of the
processthey can generally go to the next level. At each lethedy'll be given instructions in the decision
letter on how to move to the next level of appeal.

Original Medicare Appeals Process

Level 1: Redetermination by the company that handles claims for Medicare
Level 2: Reconsideration by a Qualified Independent Contractor (QIC)
Level 3: Hearing before an Administrative Law Judge (ALJ)

Leveld: Review by the Medicare Appeals Council (Appeals Council)

Level 5: Judicial review by a federal district court

Medicare Advantage Appeals Process

Level 1: Health Plan Reconsideration

Level 2independent Review Entities (IRE§consideration

Level 3: Hearing before an Administrative Law Judge (ALJ)

Level 4: Review by the Medicare Appeals Council (Appeals Council)
Level 5: Judicial review by a federal district court

Part D Appeals Process

Level 1: MAPD/PDP Redetermination

Level 2Part Dindependent Review Entities (IREgconsideration

Level 3: Hearing before an Administrative Law Judge (ALJ)

Level 4: Review by the Medicare Appeals Council (Appeals Council)
Level 5: Judicial review layfederal district court

The first two levels of each appeal process are different, but the final three levels are the same. However,
each Appeals process may have different time limits. There is also a standard process and expedited
process under each geal timeline. Flow charts of each process can be found in the Appendix under
Chapter 14.

Detailed information about each appeal process can be found in the CMS publication, Medicare Appeals,
available ahttp://www.medicare.gov/Pubs/pdf/11525.pdf
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Original Medicare Coverage Decision Notices

As you work with clients, be aware of these four kinds of coverage and payment notices in Original
Medicare. All notices contain information about the next step that a beneficiary can take to request a
coverage decision or appeal. The next steps may dapending on the notice.

1 Medicare Summary Notices (MSN)
After a provider, like a home health agency, physician, or ambulance company, submits a claim for
payment to Medicare, the MAC makes a coverage and payment decision detailed in an MSN. The MS
isa SRAOIFINBEQa 2FFAOAIT AGAYAUGAlIT RSUSNNWAYIFGARZYE
MSNs to beneficiaries every three months. If the MSN shows that Medicare denied coverage and
payment, the beneficiary, her representative, or the provider @aklto the instructions on the MSN
to request a redetermination.

1 Inpatient Hospital Notices
Acute care hospitals iss#en Important Message from Medicare about Your Rights tdN\)l Medicare
patients at the time of admission, and may reissueltddbS F 2 NB (G KS LI A Sy iQa R
beneficiary disagrees with the proposed discharge, they can ask the@IBXG make an expedited
determination of the need for a longer hospital stay. Soon after a beneficiary makes this request, the
hospital must deligr aDetailed Notice of Discharge (DND)

1 Service Termination Notices
Skilled nursing facilities (SNFs), home health agencies, comprehensive outpatient rehabilitation
facilities (CORFs), and hospices must give written notice to beneficiaries beforenthéjedicare
covered services or discharge a beneficiary from their care. This standard notice of a decision to
terminate services is calledNotice of Medicare Provider N&@overageThis notice isot an official
initial determination or Medicare coverdS RSOA &dA 2y ® LG YSNBfte adl as
OSYSTFAOAIFNE y2 f2y3aSNI YSSia aSRAOFNBQa 02 JSNI
TtFrGASYyd G fSHad g2 RFEeaQ y2GA0S 2F GKS LINE
1 Date that coverage dfervices ends.
f 5F46S GKIFEG GKS O0SYSTAOAINRBQA FAYIYOAFE fAlOACT
1 Notice of the right to an expedited determination by the Quality Improvement Organization (QIO).

4

1 Advance Beneficiary Notices (ABN)
Medicare Part A and Part B health care providers may issue ABNs. CMS has a general ABN for use b
physicians, DME suppliers, laboratories, and hospices. Home health agencies and skilled nursing
facilities use other ABNs. Because ABNSs are not official Btedioverage determinations, there is
nothing to appeal unless the provider submits a claim. After receiving an ABN, a patient has the right t
ask a provider to submit a claim to Medicare. If the Medicare payment contractor then issues an MSN
showing thatit denied payment on the claim for lack of medical necessity, a beneficiary can start the
appeal process by requesting a redetermination.

The Appeals ProcessOriginal Medicare
Level 1: Redetermination

The beneficiary, a presentative, or a physician must send a written request for a redetermination to the
MAC within 120 days of receiving the MSN with its denial notice. Those with good cause can request an
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extension. The written request can take the form of a letter,ac®dgy G KS a{b G6AGK (KS ¢
WSOASEE 6 NR G (O RedetednyinatforiRequekMm. |/ a {

In the redetermination process, a person who was not involved in the initial decision reviews the claim for
improper coding, missing documentation, and adxhtl information from the provider or patient.
Redetermination notices explain the facts, policies, and law that underlie the Medicare payment

A~ A oA

O2YyUNI OG2NNa NBRSIOISNXYAYIGA2Y RSOAAAZ2YDP ¢KS a!/ K
Level 2: Recasideration

¢tKS RSIFIREAYS FT2NJ FAEAY3I  NBljdzSad F2NJ NBO2yaA RSN
redetermination decision. Those with good cause can ask for an extension.

You can send Reconsideration Requéstthe Qualified Independentontractor (QIC) named on the

redetermination notice. CMS contracts with four regional QICs for Part A and Part B, and a national QIC for
Durable Medical Equipment, Prosthetic, and Supply (DMEPOS) appeals. The QICs are:

1 Part A west regionvlaximus Fedeal Servicesinc.,http://www.medicarepartaappeals.com/
1 Part A east region: Maximus Federahfces Inc.,http://www.medicarepartaappeals.com/
1 Part B north regionC2C Solutions, Inevww.c2cinc.com/QICPartBNorth.aspx

1 Part B south region: Q2A Administrators, Lh@p,//www.qg2a.com

1 DMEPO®Iational: C2C Sations, Inc., www.c2cinc.com/QICDME.aspx

In its reconsideration, the QIC conducts a review of the medical record in light of CMS manual guidelines
and coverage determinations. There is no faadace meeting with a decision maker at this stage. The
QIC nust issue a written reconsideration decision, explaining its rationale, within 60 days.

Level 3 ALJ Hearings

I O0SYSTAOAIFINEBE | O0SYSTAOAINERQA NBLINBAaASYyGlFrGAG@S:E 2
determination from the QIC has a rigltt & hearing with an Administrative Law Judge (ALJ) if a minimum
amount of money is at stake. The amount in controversy is the amount of money involved with the denied
services. In other words, the amount in controversy is the total projected value ofathied services or

benefits. Enrollees having more than one denied claim may combine their claims to meet the threshold
amount in controversy, if needed, as long as all of the claims have followed the proper procedures.

Beneficiaries (or the representative physician) may request an ALJ hearing only in writing and according
G2 GKS AyadNdHzOiAzya F2dzyR Ay (KS vL/Qa NBO2yaARS
GAUKAY cn RlF&@a 2F y20A0S 27 (KS aswithQegueds/fa @2 NI o f
reconsideration, those with good cause may be granted an extension past tdeyGime frame.

Most ALJ hearings take place usingvide8 f SO2y FSNBY OAyYy 3 6+¢/ 0 FI OAf AGA:!
first chance to meet facéo-face (to the extent that VTC technology allows) with a decisiaker. It
provides a chance to ask and answer questions, and to bring in witnesses, such as a physician.

Administrative Law Judges work for the Office of Medicare Hearings and Appealé&\JChke CMS,

OMHA is an agency within the federal department of Health and Human Services. For more information
Fo2dzi ' [ W KSFENAy3Iasx AyOfdzZRAy3a NBESOIyld F2NYAZI AY
http://www.hhs.gov/omha/index.html
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Level 4. Medicare Appeals Council (MAC) Review

Any of the relevant parties who disagree with an adverse ALJ hearing decision (including case dismissal)
may ask the Medicare Appeals Council (MAC) to review the case. The MAC has the option to grant or
decline each request for review. In response to eeabe, the MAC may issue a final decision or a
dismissal, or return the case to the ALJ with instructions. The MAC may initiate its own review of any ALJ
hearing decision or dismissal. When it does so, the MAC must notify all relevant parties.

Beneficiaris, their representatives, physicians, or CMS may request MAC review only in writing. If CMS
requests the MAC review, it must provide notice to the beneficiary. The request for a MAC review must be
made within 60 days of receipt of the ALJ hearing decisialismissal. As with other steps in the appeals
process, those with good cause may be granted an extension past thesyGime frame.

The MAC uses the following criteria to either grant or decline cases submitted for review:
91 Does there appear to ban abuse of discretion by the ALJ?
1 Isthere an error of law?
1 Are the actions, findings, or conclusions of the ALJ not supported by substantial evidence?
1 Isthere a broad policy or procedural issue that may affect the general public interest?

Lewel 5:; Judicial Review

Any of the relevant parties who disagree with a hearing decision (including case dismissal) may request a
federal district court to review the ALJ decision if the MAC declined to review the case or affirmed an
adverse ALJ decisiomdhif the amount in controversy is a minimum amount.

To start the judicial review process, the relevant party must file a civil action in a district court in the
judicial district where the beneficiary lives.

Expedited Determinationsnd Reconsiderationn Original Medicare
Right to an Expedited Determination

If a beneficiary receiveshotice of Medicare Provider Nd@Poverageservice termination notice from a

home health agency, hospice, skilled nursing facility, or Comprehensive Outpatient Rehabilitation Facility
(CORF), they have a right to an expedited determination by the Medicare Quality Improvement
Organization (QIO). Kansas, th&eneficiary and Family Centered Care (BEUOj)s KEPRO
https://www.keprogio.com/, 1-855408-8557.

Expedited Determination Procedures

A beneficiary must ask the BFQE for an expedited determination, by telephone or in writing, by noon
2T (KS RIFe F2ft26Ay3 NBOSALI 27T NitiseDf MetNGRr& Rrévi8edX) a
NonCoverge has instructions on how to reach the BFQIO. The beneficiary or her representative must
be available to answer questions for, or provide information to, the BBICCstaff. The beneficiary may
submit evidence to the BFEQO.

When itmakesanexpedtR RSUOSNXYAYIF GA2Yy | 62dzi | LINRGARBNDAE F

1 Must immediately notify the provider about the request.

1 Determines if the termination notice is valid.

1 Examines the medical record and determines if a physiciaifiedrthat a significant health risk
exists for the patient.

Chapter8 8-9



https://www.keproqio.com/

SHICK HANDBOOK Claims & Appeals

adzal aSS]7 GKS 0SYySTAOAIFINEBQAa OASgaod

Gives the provider a chance to explain why the termination or discharge is appropriate.

Notifies the beneficiary, her physician, and the provider of its decision generally within two days of
receiving the expedited determination request.

1 May initially notify the parties by telephone but must follow up with a written notice. The notice
mustgive the date on which the beneficiary becomes liable for the cost of continued services, and
describe her right to an expedited reconsideration.

= =4 4

When a beneficiary requests an expedited determination, Medicare coverage continues until the BFCC

QIO comptdtes the determination process. A provider may not bill the beneficiary for the disputed services
until then. If the patient decides to pay for ongoing care after coverage termination, they can ask the

provider to submit a claim to Medicare. Thisiscaled a RSYl yR o0Aff ®¢ LT aSRAOI
patient can request a redetermination.

Inpatient Hospital Notices and Expedited Procedures

An acute care hospital must giv¥ae Important Message from Medicare about Your Rights toN\)l

Medicare patietts at the time of admission and again no later than two days before a proposed discharge.
TheiMRSaAaONAO6Sa || o0SYSTAOAIFINRBQ&a NRIKG G2 Iy AYRSLISY
RAAOKINHS® LF | 0SySTAOALI NEcisitrd Belorsoiiedhaonhis ehalf | K2 &
should call the BFGQIO no later than the planned discharge date to request a quick review.

Instructions for this process and the BRCC h Q-free phdrie number should appear on the Important

Message from Medicaréifter a person requests the BFRQOO review, the hospital must give the patient
a Detailed Notice of Dischargleat contains specific information about the Medicare coverage policies

upon which the hospital has based its decision.

To receive an officiaxpedited coverage determination, the patient must call the BRET no later than
noon of the proposed day of discharge. Medicerguires theBFCEIO to issue a written decision withime
day of receiving all the information it needs to make a decidibiine QIO decides that the patient is ready
to be discharged, Medicare covers the hospital stay until noon of the day after the@B&Cgives notice

of its decision.

If the patient disagrees with the BFQA. h Q&4 RSOAAaA 2y > KS YidaratioBflihdzS a G SE
BFC& LhQad RSOAAAZ2Y o0& y22y 2F 0KS ySEG OFf SYyRINJ oy
(QIC) reviews the case and issues a decision within 72 hours.

Medicare Advantage Grievances and Appeals

All Medicare beneficiaries enrolled in Medicare Advantage (MA) plans have the right to a review of
adverse coverage decisions that the plans make regarding health services. Thus, all organizations offering
MA plans must have procedures in place for enrolleesxercise their rights. These rights fall into three

main categories:

T DNASQ@GIyOSY ! O2YLIX IAyd 2N RA&LIziS GKFd RSaONA
plan provides health care services, regardless of whether a remedy exists.
1 Organzation Determination: A determination an MA plan makes regarding

o Payment for certain oubf-network services received by an enrollee
o Payment for health services the enrollee believes are Medicaxered
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o Discontinuation of services the enrollee ieeles are medically necessary
0 CFLAfdzZNBE 2F | LYy G2 LINRPGARS aSNIBAOSA Ay
be adversely affected
1 Appeal: The process that enables independent review of adverse organization determinations. The
process ha up to five levels of review, from reconsideration by the MA plan to judicial review.

Grievances

All Medicare Advantage plans must have processes in place to hear and resolve grievances filed by MA
plan enrollees. Here are several examples of situatibyiat MA plans should process as grievances:

1 Complaints about copayment amounts

T /2YLIX FAYyGa Fo2dzi +y SYyNRttSSQa Ay@2fdzyidl NB R

1 Complaints about a change in premiums or esfsaring amounts from one contract year to the
next

f Complaints aboutwail A YSa 2y {fi€éSnurnberifoy meinbets2  f

1 Complaints about the quality of care of services provided

 /2YLX FAyGa Fo2dzi FaLlSoda 2F OFNBI AyOf dzZRAY 3
NBaLISOG Fy SyNRfftSSQa NARIKGaA

1 Complaints about timeliness of services provided

CMS requires that MA grievance procedures include the following elements:

1 MA plans must accept information and evidence about grievances orally and in writing50p to
daysafter the event
1 MA plans mususe a model notice or an approved variation to notify enrollees of their right to file
an expedited grievance
1 MA plans must respond within 24 hours to expedited grievances when:
o The MA plan extends the time frame to make an organization determination
reconsideration
o The MA plan refuses to grant a request for an expedited organization determination or
reconsideration
f a! LIXlFya Ydzad FOG LINRPYLIWifteé& FyR I LIINRPLNRAIF GSTt &
but no later than 30 days from ¢éhdate of receipt of the grievance
1 MA plans must transmit grievances to the appropriate level of the MA organization in a timely
manner
1 MA plans must provide the results of their investigation to all concerned parties within a time
frame suitabletot’®s Sy NRtf SSQa OFasS odzi y2 tFGSNI GKIyYy
with the MA plan

1 MA plans must provide prompt notice if the plan needs add¥ extension to process a grievance

f MA plans must document the need for such extensions ahdfex Ay K2 g Al A& AY
interest

1 MA plans must track and maintain records of receipt and resolution of all grievances

1 All plans must disclose grievance data to Medicare beneficiaries upon request

lftf SYNRtftSSa Ay Fy a! LIy INB SydAdGdt SR (2 NBC
These materials must be made available to enrollees upon enroliment, at the time of involuntary
disenrollment (if applicable), annually, and up@guest. Plans must make written information available
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o2dzi SyNRftSSaQ NAIKG G2 FAELS SELSRAGSR INRSOLY
appeal or an organization determination or when the MA plan takes an extension on an orgamizatio
determination or appeal.

Organization Determinations

All Medicare Advantage plans must have processes in place to make timely decisions regarding the
coverage or costs of any and all basic, mandatory supplemental, and optional supplemental services
provided by an MA plan. Plans must issue organization determinations when enrollees request them as in
the case, for example, of a request to approve coverage for a skilled nursing facility stay to receive physical
therapy.

The following are examples of situats that MA plans treat as organization determinations:

1 Payment for temporarily oubf-area renal dialysis services
1 Payment for emergency services, pasabilization care, or urgently needed services,
1 Payment for other health services the enrolleglieves are covered by Medicare or should have
been covered by the MA plan
1 Refusal to authorize, provide, or pay for services the enrollee believes should be covered by the MA
plan, including supplemental benefits
1 Discontinuation or reduction of a sgce the enrollee believes is medically necessary and should
continue
Failure to approve, furnish, arrange, or pay for health care services in a timely manner
Failure to provide an enrollee with timely notice of an adverse determination, with a negativ
STFSOU 2y GKS SyNRffSSQa KSKHEdK
Any decision made by an MA plan within the above categories constitutes an organization determination.
Enrollees who disagree with an unfavorable organization determination can start the appeals process after
they receivea written denial notice from the plan. The notice should contain information about appeal
rights along with contact phone numbers and addresses.

= =4

Standard Time Frames

When an enrollee or her physician asks an MA plan to approve coverage for a senece pridr to its

delivery, MA plans must make organization determinations and provide written notice of the decision

within 14 days of receiving the request. Under certain conditions, a plan may extend this standard time
frame up to 14 additional calendatde 8 ® ¢ KS&aS SEOSLIiA2y It O2yRAGAZ2Y A
F2N) GKS SEGSyarzy 2N GKS LXFyQa YySSR F2NJ I RRAGA?Z
be sent in writing to the enrollee; this notice must include information abdinigfia grievance with the

plan regarding the extension.

2 KSy a! LXlya RSye Iy SyNRffSSQa 2NJ LINEJARSNDAa N
received, they have 60 days to make an organization determination and provide notice of the payment
decision.

Written Notification

When an MA plan denies a request to approve a service or item for coverage, it issues a form called a
Notice of Denial of Medical Coverage. Plans should use the NDMC to describe the service or item and
explain the reasons fatenying the request. When a plan denies a request for payment for services
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already received, it issues a form called a Notice of Denial of Payment. The NDP should describe the clai
show the date of service, name the provider, and state the reasons éotéimial.

Plans must deliver these denial notices within appropriate time frames in order for the beneficiary to act, i
necessary. Therefore, CMS expects plans to provide written notice via fax, hand delivery, or mail,
depending on the situation.

CMS rule state that these notices must include at least the following information:

T ¢KS ALISOAFTAO NBlFrazy FT2NIRSyAlLftzZ GlF1Ay3a Ayaz
disabilities, and language needs

1 Notice of the right to a reconsideration (standard and expedited) and the right to appoint a
representative

1 For health service denials, descriptions of the processes to request both standard and expedited
reconsiderations, time frames for both processt® conditions for obtaining an expedited
reconsideration, and information about the appeals process

1 For payment denials, descriptions of the process of a standard reconsideration, time frames for the
process, and information about the appeals process

1 The right to submit additional evidence

If an MA plan fails to give notice in a timely manner, CMS considers this an adverse organization
determination. Enrollees may appeal the failure to provide notice just as with any other denial of coverage
or paymern.

Expedited Organization Determinations

Under certain circumstances, enrollees or their physicians may ask an MA plan to provide an organizatior
determination more quickly than the standard time frame. This process is called an expedited organizatiol
determination. If an enrollee or his physician believes that waiting for the standard time frame for an
2NBFYAT I GA2Y RSOGSNYAYIFGAZ2Y g2dzZ R L I OS (GKS SyNEP
serious jeopardy, the enrollee (or his phyaigi may request an expedited organization determination. The
request to expedite an organization determination may be oral or written.

LF Yy SYNRftSSQa LINPOARSNI YI1S& Fy | LILINBLNRIEFGS
ability to regain maximum function is in jeopardy), the MA plan must approve the request to expedite. If
the enrollee makes the request to expedite, the MA plan must determine if his health status meets the
serious jeopardy test before it expedites the organizatiotedmination. Under the expedited

organization determination process, an MA plan must provide notice of its decision as soon as the
SYNRtftSSQa KSIfGidK O2yRAGAZY NBIldZANBA&AT odzi y2a f
the enrollee, KS Sy NRBfft SSQa NBLINBaSyialadAgdSs 2N 0KS Sy NP
organization determination (provided it does not involve a request for a payment for services rendered).
LF Fy a! LXFYy RSyYyASa (KS Sy Nibrfdet&rBigation, B hadz@ust] (0 2
process the decision as a standard organization determination. In these situations the plan must provide
prompt oral notice of the decision to process the determination under the standard time frame. Within
three days ofthe decision to process as a standard determination, the plan must provide written notice to
the enrollee that:

1 Explains the standard time frame
91 Describes the process of filing an expedited grievance
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1 Further explains the right to resubmit the requéstexpedite (including information about the
LR GSYidArf NRES 2F GKS SyNRtfSSQa LINEPOJARSND

Appeals

MA plan enrollees have the right to appeal any unfavorable organization determination that an MA plan
makes regarding coverage for health services or paymémtsinfavorable determination does not
automatically trigger an appeal. Someone must start the appeal process with a request for
reconsideration. An enrollee or another party can make the request. Other parties who may request a
standard appeal on behalf @an enrollee include:

T ¢KS SYyNRfftSSQa NBLNBaSyil A0S

1 Someone asked by the enrollee to make the request

1 The legal representative of the enrollee

1 Another provider or entity with an appealable interest in the proceeding

Any enrollee may have a repredative who can assist with the appeal. There are two types of

representatives appointed and authorized. An authorized representative (e.g., an individual with Durable
Power of Attorney or a health care proxy) has the authority to act on behalf of anlemroider State or

other applicable laws. An appointed representative is an individual (e.g., a relative, friend, advocate, or
FGd2NySeo ILIWRAYGSR 6& (GKS SyNRftSS 2N 23 KSNJ LI N.
become an appointedepresentative, the enrollee and the representative must sign a completed

Appointment of Representatiferm (Form CM8696). Both types of representative have the same rights

and responsibilities as the enrollee in terms of the entire appeals procedbeFa representative may:

WSOSAGS AYTF2NXIGA2Yy | o62dzi 'y SyNRfftSSQa OflAY
Submit evidence

Make statements of fact and law
Make any request, or give or receive any notice about the appeal or grievance proceedings

= =4 -4 -4

Level 1: Reconsiderations

¢KS FANRG adSLI 2F GKS | LLJISKHE&a LINRPOSaa Aa OFffSR
reconsideration does not happen automatically. An enrollee (or his representative) must ask the plan to
reconsider its original organidzah determination as communicated in a Notice of Denial of Medicare
Coverage (NDMC) or a Notice of Denial of Payment (NDP). You or your doctor must file a written standard
request, unless your plan allows you to file a service request over the phonex,ly tay email. Your

L FyQad | RRNBaa Aa fAAGSR Ay @2dzNJ LX Yy YFGSNRLIT a
c2ft2¢ (GKS RANBOUAZ2YA AYy GKS Gb2iA0S 2F S5SyAlf 2
you got with your unfavorable deams to request a reconsideration from your plan. Your written
reconsideration request should include the following:

1 Your name, address, and the Medicare number (health insurance claim number (HICN)) shown on
your Medicare card.

The items orservicc2 NJ g KA OK &2 dzQNBE NBIljdzSadAy3a | NBO2ya
L 2dzNJ AaA3AYy Il GdzZNBd LT @2dz2Q0S FLILRAYGISR | NBLINBAS
representative. For more information on appointing a representative, see Section 2.

T
1
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You should also include any other information that may help your case. Keep a copy of everything you
send to your plan as part of your appeal.

Your plan will respond to your request for an appeal within the timeframes below:

1 Standard service request30days
1 Payment requedt 60 days
1 Fastrequeat 72 hours

Your request will be a fast request if your plan determines, or your doctor tells your plan, that your life or
health may be at risk by waiting for a standard decision.

The timeframe for completig standard service and fast requests may be extended by up to 14 days. The
timeframe may be extended if, for example, your plan needs more information to make a decision about
the case, and the extension is in your best interest.

If the plan decides agast you (fully or partially), your appeal is automatically sent to level 2.

Level 2: Part C Qualified Independent Contractor and Reconsidered Determinations

¢tKS LYRSLISYRSy(G wS@ASg 9yiaAdGe 6Lw90 GKIFG NBGASH
called a Qualified Independent Contractor (QIC). Maximus Federal Services (formerly Maximus CHDR
Center for Health Dispute Resolutions) is the QIC under contract with CMS to review Medicare Advantage
O2@SNI 3S YR LI &YSyl RSREOGAWAVOOGABFEESEGE § K NB O4
Medicare Advantage appeals process. In conducting its review, Maximus refers to Medicare coverage
policies and to its own Medicare Advantage Reconsideration Process Manual. Once an MA plan forwards
its unfavorabé reconsideration decision to Maximus, the QIC must adhere to the same time frames
established for MA plan reconsiderations, whether standard or expedited.

Maximus must notify all relevant parties (including the enrollee, any representative, the physicththe
MA plan) of the decision it makes. The decision notice must:

1 Be written in understandable language

1 Be written in a manner that takes into account the medical conditions, disabilities, and special
language needs of the enrollee

Provide the reasoning for the decision

Provide information about the next step in the appeals process (i.e., the ALJ hearing), in the case c
an adverse decision and if the amount in controversy is met (see below)

LT al EAYdza NB S NBE Gexeniallu®ler sthndadfrdvigicpioceues) Srdllan must
Fdz K2NAT S 2NJ LINPPARS (KS &aSNIBAOS a az22y a GKS
0KS RIFEGS GKS LIXIFYy NBOSACL y2iAOS TN dsion.If EA Y dz&
AyaiSIrR alEAYdzA NBOSNBESE GKS a! LXIFyQa O2@SNI 3
Ydza i FdziK2NAT S 2N LINPGARS G(GKS &aSNWAOSa (2 GKS
later than 72 hours from the date thelply’ NB OSA @
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S84 y2GA0S8S FTNRY al EAYdz
NEO2YAARSNEBER RSOAaAA2Yyd CAylLfftes AT al EAYdzZA NB OGS
request, the plan must pay for the services no later than 30 days from the date it recetes of the

reversal.
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Quality Improvement Organizations (QIO)

When an MA plan terminates coverage of an inpatient hospital stay, or when the plan or a contracting
provider terminates preauthorized skilled nursing facility (SNF), home health agend&youmprehensive
Outpatient Rehabilitation Facility (CORF) services, a special expedited review procedure exists. An IRE
known as a Beneficiary and Family Centered Care Quality Improvement Organizatio®(BFG@der

contract with CMS to review quality oére issues, performs the specialized review. The EHOCeview

LIN2E OSRdzNE oeLJ daasSa (GKS a! LXFyQa NBO2YyaARSNIGAZ2Y
the BFC@IO meets a tight deadline. For information on the BRI in your state, berieiaries can

either check the coverage termination notice or caBa0-MEDICARE.

When an SNF, home health agency, or CORF believes that the care it is currently providing to an MA plan
enrollee no longer meets Medicare coverage criteria, it often wikk gi Notice of Medicare Ne@overage

to the person. SNF, HHA, and CORF service providers must deliver the notice to the enrollee, on the MA

L FyQa oSKFEFX Fd tSradg dg2 RFrea oST2NB GKS SNy
mustbel 6t S (G2 dzyRSNRUGIYR GKS y20A0SQa LJzN1J32asS Ay 2N
apply to incompetent persons in institutions.

The NOMNC gives an ending date for the services and has instructions on how to ask the QIO for an
immediate gpeal. The key to this special review procedure is to make the review reqogstalling the
BFC&IOr as soon as possible, but no later than noon of the day before the service termination is due to
take effect. The NOMNC must contain the BFRACh Q& ¢ phdh8 numlger. The notice also informs

the enrollee that they may have to pay for services after the termination date if the-BFRQ@grees that
Medicare no longer covers the services. If a person misses the deadline for requesting an immediate
appeal wih the BFC@IO, they may still ask her MA plan for an expedited reconsideration.

Level 3 through Level 5

The last three levels of Appeal for Medicare Advantage Plans are the same as for Original Medicare. (See
page 813 for more details.)

Giving Effecto Decisions from ALJ, MAC, and Judicial Review

LF Ly !'[WE GKS a!/ % 2NJI FSRSNrf O2dzNI NBISNRERSA
F dzG K2 NAT ST LINPOARS LI &YSyid F2NE 2N LINPJARMt 6KS a
fF 04SN OKFY c¢cn RIF&&a FNRBY (GKS RIFEGS GKS LX Iy NBOSAQD

decision.
Part D Grievances, Coverage Determinations, and Appeals

Because each Medicare drug plan has a different féanyy as well as different rules regarding access to

drugs, some enrollees may have problems getting all of their prescriptions filled through their Part D plans.
The MMA establishes specific rules and processes for beneficiaries who are having diffiaitiing their
LINSAONRLIGIAZ2Yyad ! yYRSNEGFYRAY3I GKS NBlFazya F2N GKS
are important steps in obtaining a drug from the Part D plan.

Grievances

All Medicare drug plans must have processes in place @o &ed resolve grievances filed by Part D plan
enrollees. Here are several examples of situations that Part D plans should process as grievances:

1 Complaints about copayment amounts
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T /2YLX FAYydGa Foz2dzi +y SyNRftSSQa SyNRffYSyd 2N
1 Complants about a change in premiums or cas$taring amounts from one contract year to the
next
T /2YLIX FAYyGa | 062dzi oI ke nuinbeyidnentbgis 0 KS LI | yQa (2
1 Complaints about the quality of care or benefits provided
 / 2YLX Ay (da Ivaigedzabmmiuki&tiondt 1 y Q&
1 Complaints about timeliness of services provided
CMS requires that Part D grievance procedures include the following elements:

1 Plans must accept information and evidence about grievances orally and in writing up to at least 6(
days after the event.

Plans must accept any information or evidence concerning the grievance.

Plans must respond within 24 hours to expedited grieasic NBf F 6 SR G2 | LIX Iy
request for an expedited coverage determination or an expedited redetermination if the enrollee
has not yet received the drug at issue

Plans must transmit in a timely manner all grievances to the appropriatsidaenakers

Plans must take prompt, appropriate action, including a full investigation of complaints

Plans must notify results of their investigations to all concerned parties, as expeditiously as the
SYNRfttSSQa Ol aS NBIj dz aid thaplad repgivey the ofal-otivBitdeh (i K Iy
grievance

1 Plans must inform enrollees of the results of the grievance as follows:

0 Plans must respond in writing to those grievances submitted in writing

o Plans may respond either orally or in writing teegances submitted orally, unless the
enrollee requests a written response.

o Plans must be responded to in writing to all grievances related to quality of care, regardless
of how the grievance is filed. The response also must include information ab®ut th
SYNRfftSSQa NAIKG G2 FAES | gNARGGSY O2YLIM |

1 Plans must have procedures for tracking and maintaining records about the receipt and disposition
of grievances. They also must disclose grievance data to Medicare enrollees upon request.

Aley) NRtftSSa Ay tINI 5 LIXIFY |INBS SyGgAdagt SR (2 NBOS
tfFya Ydzad YIFI1S gNARGOISY AYF2NNIGA2Y | OFAflo6fS
LX ' yd RSyeé& G(GKS Sy NPt dppesldrorganiBdjiair8eieiminatidndiNghéh EheIaR B i
plan takes an extension on a coverage determination or appeal.

= =4
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Coverage Determinations

A coverage determination is a decision by a Medicare drug plan about whether or not to cover a
prescribed mediation under the Part D program. In most cases, drug plans determine that prescribed
medications are medically necessary and approve coverage. But a plan may decide not to cover a drug fc
several reasons:

T ¢KS RNMHzZ Aa y20 2y 0KS LI FyQa F2N¥dzZ I NBE®
1 The plan determines the drug to be not medically necessary.

1 The plan restricts coverage to a specific dosage of the drug.

1 The drug is subject to prior authorization, step therapy, or another utilization management
restriction.
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1 The drug is covered under Medicare Part A or Part B.
1 An outof-network pharmacy furnishes the drug.
1 The plan sponsor determines that the drug is excluded from Part D coverage.

These types of coverage determinations are generally made by the plan bbkisdenes, and do not

require an enrollee to take action to receive a coverage determination. There is, however, a type of
coverage determination called an exception that only occurs after an enrollee takes action. When a
beneficiary files arequestfor F 2 N dzf + NB SEOQOSLIiA2Yy 6AGK (GKS LX I ysS
grant the exception is also a coverage determination.

If a plan denies coverage for a prescription drug at the pharmacy counter, the beneficiary, an appointed
representative, orth® SY STAOA L NBEQa LIKe@aAOAlyYy YI & NBljdzsSad | O
representative is a person asked by a beneficiary to assist in the coverage determination process. To
become an appointed representative, this person can complete a standard CMS for
(https://www.cms.gov/cmsforms/downloads/cms1696.9diThe form ivalid for one year after it is

signed, and must be submitted with each request for a coverage determination. Because the MMA gives
physicians the authority to request a coverage determination on behalf of a beneficiary, it is not necessary
for the physican to be an appointed representative.

Medicare drug plans make coverage determinations on standard and expedited time frames. When
someone requests a standard coverage determination, the Part D plan must make its decision and respond
to the beneficiary andhe prescribing physician (if the physician requested the coverage determination)
within 72 hours after receiving the request. If the plan denies coverage for the prescribed medication, the
plan must give the beneficiary a written notice describing thesmn for the denial along with instructions

to appeal the adverse coverage determination.

A drug plan will make an expedited coverage determination if the physician believes that a delay will place
0KS SyNRffSSQa fAFSIT K SinttindrseriduNjedpardy Expédited teguesié’s 3 | A
FNBE O2YLX SGSR FOO02NRAY3I G2 GKS LI IFyQ&a NHzZ S&aX dzadz
beneficiary and physician within 24 hours.

Exceptions

A significant portion of coverage determinations agguests for exceptions. Part D plan enrollees have
the right to request two different types of exceptions from their drug plans, one for coverage of-a non
formulary drug (formulary exception) and the other for a reduction in the-sbstring amount for a
formulary drug (tiering exception). Beneficiaries may not request both types of exceptions for the same
drug.

If a plan has a separate tier for generic drugs, an enrollee cannot request an exception to reduce the
copayment of a branshame drug to that of generic drug. If the plan decides to cover the drug or reduce

the costsharing amount, the exception lasts for the remainder of the plan year. If an enrollee remains in

the same plan for the next year, the plan can decide anew about an exception forupeThe plan may

require the enrollee to submit a new exception request for the coming plan year. Note that Medicare rules
R2 y20 NBIdZANSE GKS RNMzZA LI} lFya G2 LINRPOS&daa 'y SyNP
provides the plan with anral or written supporting statement.
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Formulary Exceptions
Exceptions that fall under this category include requests for:

f ! RNMHZA GKFG A& y20 2y GKS LIXFyQa TF2N)Ndz | NB
f ' RNHZA GKFIG A& 2y GKS LJ FyQa T2 N)dz Iphydican 6 dzi
1 A drug with a utilization management restriction (i.e., step therapy, prior approval, quantity limit)

CostSharing (Tiering) Exceptions

Beneficiaries may request exceptions to lower their egisiring amounts for nopreferred, brandname
drugs. Plans with costharing tiers assign some medications to a more costlypreferred drug tier and
others to a more affordable, preferred status tier. Beneficiaries who cannot take the preferred drug in a
class or category may request an exceptiorotwdr the costsharing amount of their nopreferred drug

to that of the preferred group.

Part D Appeals Process

2 KSYy I O2@SNI IS RSGSNNYAYF(GA2Y A& dzyFl @2Nrof Sz 2
decision. Therera five steps in the appeals process. In each step, beneficiaries must make their request
for further action within 60 days of receiving notice of the prior, unfavorable response.

Level 1. Redetermination
A redetermination is a request for the Part D drug plan to revisit an unfavorable coverage determination. A

A~ oA s ooAa

NEljdzSad F2NJ I aidlFyRINR NBRSOSN¥YAYIFGA2Y Ydzad oS
request must be expedited, the plan mustke a decision within 72 hours of receiving the request.

Level 2. Reconsideration

When the drug plan gives an adverse decision on a redetermination request, reconsideration is the next
step in the appeals process. This step is a request to the Part Di€lbndependent Contractor (QIC), a
aSRAOINSE O2yiNIXOil2NIIftaz2z 1y2¢6y +ta Iy LYRSLISYRSY
adverse redetermination decision. The Part D QIC must decide on standard reconsideration requests
within seven days andithin 72 hours of receiving an expedited reconsideration request.

The Part D QIC is Maximus Federal Servitgs//www.medicarepartdappeals.com/
Level 3 through Level 5

Again, the last three levels of Appeal for Medicare Part D Plans are the sdioreCriginal Medicare. (See
page 813 for more details.)

As this section illustrates, there are specific rules and processes set forth by the MMA for beneficiaries
who are having difficulty obtaining their prescriptions. Some beneficiaries may be aldedive their
access issue relatively easily, while others may need to take a series of steps to hopefully resolve their
issue.
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Chapter 9
OTHER HEALTH INSURANCE
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OTHER HEALTH INSURANCE

There is a wide variety of options available for health insurance coverage other than just Medicare
Medigap, and Medicare Advantag@ther insurance can be available from an employer, the government,
or a private insurance company. Sometimes the poliaresgroup policies and sometimes they are
individual policies.

EmployerSponsorednsurance Options Supplement Medicare
What They Cover

Employersponsored health plans generally offer retirees 65 yeads@der broad coverage. Typical

employer plans assist in paying Medicare coinsurance and deductibles for basic medical services, including
hospital, physician, laboratory, andr&y services. Plans may also cover prescription drugs, a major
expensefors§S aSYA2NJ OAGAT Syaz | yR LI I y3& -ofpodketlinit.LI I NB
Some plans also cover routine vision, hearing and dental care.

Financial Limits

The employeisponsored plans commonly apply financial limits to their benefits. § medude
deductibles, coinsurance, and lifetime maximum benefits.

Some plans also include eaf-pocket maximums, or catastrophic benefits, and these plans will pay some
or all covered expenses for the beneficiary after the-ofipocket maximum is reaclde up to the policy
maximum.

Types of Plans

The predominant types of employsponsored plans are network plans, such as health maintenance
organizations (HMOSs) or preferred provider organizations (PPOs). Fewer and fewer employers are offering
a conventioral feefor-service plan and more and more employees are choosing one of the network plans.

Three Mehods d Integrating EmployeiSponsored Benefitsvith Medicare

For most retirees 65 and over, Medicare is their primary health insurer; empsparsored plans are
secondary sources. Employgponsored plans exhibit three methods of integrating benefits with
Medicare: carveut, exclusion, and coordination of benisfi For each example use the following
amounts shown here: $1,000.00 ClajMedicare allows $1,000.09)Medicare Pays $800.00

CarveOut

This employesponsored plan calculates what the plan would pay without Medicare coverage,
then Medicare benefits arsubtracted from the employesponsored plan amount, and the plan
pays the remaining amount, if any.

Example: Plan looks at total charges: $1,000.00
tfFy aOFNWSa 2dzié¢ 2dzi _BWAMzy i LI AR o0& aSRAO

Plan looks at balance as eligible amount: $ 200.00

Plan imposes applicable deductible anepey: X 80%

Payment: $ 160.00
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Exclusion

Under exclusion, Medicare benefits are subtracted from the total that the plan would pay and
employersponsored plan benefits are calculated on tieenainder.

Example: Company determines amount plan would pay without Medicare:

$800.00
Subtract the amount paid by Medicare: -800.00
Plan pays the difference: -0-

Coordination of Benefits

Under coordination of benefits, the plan paiye difference between Medicare payments and the
actual charges, up to the amount the plan would have paid in the absence of Medicare.

Example: Plan looks at balance after Medicare pays: $200.00
Plan compares that with the amount it would

Pay without Medtare: $800.00

Plan pays the lesser amount: $200.00

Federal Retirement Insurance

Federal health insurance can be continued for federal government employees when they retire. This
insurance is secoradly to Medicare. The federal government offers over 100 different plans (including
managed care plans) to different types of federal workers.

Also, for these retirees ONLY, Medicare Part B may not be as critical evenfior-feevice plan enrollees
and is NOT required.

For enrollment questions, contact thé.S. Office of Personnel Managemeitealth Benefits Branch
1-888-767-6738

State Retirement Insurance

If a state employee meets the retirement guidelines set by the State of Kansas, he/she may continue the
coverage after retirement by paying the required premium.

State Employees with Methre and State Retirees should look to thepartment of Health and
Environment, Division of Health Care Finarioeguidance in coordinating Medicare and their state
insurance coverage.

They can be contacted at: 3296-17150RVisit their website athttp://www.kdheks.gov/hcf/sehp

Special Considerations

If a retiree has an employesponsored plan available, it can be his or her best option. However, because
some companies have reduced the coverage offered retirees and this trend is expected to continue, this
source of supplemental insurance is not secure.

People with Medicareneed 2 02 YLJ NB (G KSANJ SYLJX 28 SNRa KSIf K
Only one will be needed: a Medigap policy or an emplepansored plan.

Chapter 9 9-3


http://www.kdheks.gov/hcf/sehp

SHICK HANDBOOK Other Health Insurance

ASK THESE QUESTIONS:

V Is the employer stable, or is the plan likely to be terminated or benefits cuf
to financial pressures on the employer?

V Does the plan have a low lifetime maximum benefit? If so, how much has
used?

V Does the plan have an open enrollment period?

V Does the plan require the retired person to use only certain providers in a
limited geographical area; can the retired person take the benefit along if
he/she decides to move to a different part of the state or country?

Private Insurance
SpecifieDisease Policy

A specific disease policy provides coverage only for the specific disease or diseases named in the policy. A
common type is cancer insurance. This type of plan does not provide basic health coverage.

These policies generally pay a fixed dollar amount &mheday of hospitalization or outpatient treatment
for the specified disease. Some policies help pay for certain surgical procedures or provide a first
occurrence payment if the insured is diagnosed with the covered disease.

The coverage is in addition Medicare coverage. Cancer policies may cover some expenses not approved

by Medicare. For example, some policies provide coverage such as transportation, food, and lodging costs.
There is no standardization of specifiisease policies. Since coverage \&avigdely, premium costs also

vary widely.

C2NJ I OFyOSNI LRtAOes GKSNB Aa 2yte | GSy RFe& a7FN.
for the policyholder to weigh the costs against the benefits. The value of the spsisg@se policy

depends on the chance that the insured will get the disease(s) the policy covers.

Hospital Indemnity Policies

A hospital indemnity policy pays a fixed dollar amount directly to the policyholder, such as $100, for each
day of hospitalization. There are seakdrawbacks. It pays only if the insured is hospitalized, and it does

not provide protection against large medical bills outside the hospital stay. Amounts paid usually are a
ayYlrff LISNOSydalFr3asS 2F GKS LRt A Oe K2 fork&ppase withdnfldlicnz | y
There are restrictions on when the coverage begins and a maximum amount the policy pays.

Amounts paid are in addition to what is paid by other insurance, and the money can be spent in any way.
However, it is no substitute for@mprehensive Medicare coverage and should only be considered when
the individual already has good general health coverage and can afford the additional cost each month.

LongTerm CardPolicies

This type of coverage as well as other financial optiongatp for all types of longerm care expenses is
addressed in detail in Chapter 10 of this Handbook.
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Group Travel Insurance

Medicare does not cover medical expenses incurred while traveling in a foreign country. If your Medigap
policy does not cover foremtravel emergencies, a group travel policy may be purchased from a travel
agent. Benefits are limited and may include the following:

91 Accident medical coverage ($2,500, $5,000 or $10,000)
1 Sickness (such as $50/day)
1 Medical evacuation coverage (up$@5,000)

Premiumsamay be based on the option selectdeingth of the trip, and/or cost of the trip.
Other Group Plans

Other group plans may be sponsored by an employee group, union, trade association, or other associatio
such as a senior citizen organization. These group plans may provide significant benefits for active worke
and retirees which supplement Medicare.ejhmay pay for:

1 Medicare deductible and epayments
1 Prescription drugs

1 World-wide coverage

1 Expensesot paid by Medicare

COBRA Continuation Coverage

Congress pssed the landmark Consolidated Omnibus Budget Reconciliation Act (COBRA) health benefit
provisions in 1985. COBRA contains provisions giving certain former employees, retirees, spouses, and
dependent children the right to temporary continuation of healthverage at group rates for a period of
GAYS 0S@2yR | dljdza t AFeAy3d S@OSyiodé 2KAES [/ h. w! A
Medicare, it does apply to workers or dependents who are not Medicare entitled.

Types of Plans Covered

The law genrally covers group health plans maintained by employers with 20 or more employees in the
prior year. It applies to plans in the private sector and those sponsored by state and local government anc
certain churchrelated organizations.

Medical Benefits

Quialfied beneficiaries must be offered benefitkenticalto those received immediately before qualifying
for continuation coverage. Medical benefits available to COBRA beneficiaries may include:

1 Inpatient and outpatient hospital care

1 Physician care

1 Sugery and other major medical benefits

1 Prescription drugs

1 Other medicabenefits, such as dental and vision care

Qualifying Events
Gvdz- f AFEAY3 S@SyiGaeé INB OSNIIAY GeLlSa 2F S@Syda
an individual tdose health coverage. The type of qualifying event will determine who the qualified
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beneficiaries are and the required amount of time that a plan must offer the health coverage to those
under COBRA. A plan, at its discretion, may provide longer periadsmtfuation of coverage.

The types of qualifying events for employees are:
T £2fdzy G NB 2N Ay@2fdzy G NBE GSNYAYlFGAZ2Y 2F SYLX 2
1 Reduction in the number of hours of employment

The types of qualifying events fspouses and dependerthildren are:

T £2fdzy G NB 2N Ay@2fdzy G NBE GSN¥YAYlFGAZ2Y 2F SYLX 2

1 Reduction in the number of hours of employment

1 Covered employees becoming entitled to Medicare

1 Divorce or legaseparation of the covered employee

1 Death of the covered employee

T [2aa 2F GRSLISYRSyl OKAfRé adGl Gdza dzy RSNJ G KS LI
Duration of Coverage

COBRA beneficiaries generally are eligible to pay for group coverage during a maximum of 18 months for
gualifying events due to employment termination or reduction of hours of work. Certain qualifying events,
or a second qualifying event during the initial period of coverage, may permit a beneficiary to receive a
maximum of 36 months of coverage.

Coverage begins dhe date that coverage would otherwise have been lost by reason of a qualifying event
and can end when:

The last day of maximum coverage is reached

Premiums are not paid on a timely basis

The employer ceases to maintain any group health plan

Coverage is obtained with another employer health plan that does not contain any waiting period
for pre-existing conditions

1 A beneficiary is entitled to Medicare benefits

= =4 -4 -4

Special rules for disabled individuals may extend the maximum periods of coverage.
Cost Considerations

Group health coverage for COBRA participants is usually more expensive than health coverage for active
employees, since usually the employer formerly paid a part of the premium. It is ordinarily less expensive,
though, than individual &alth coverage.

Information on COBRA benefits may be obtaibgdtalling theJ.S. Department of LabgiPension and
Welfare Benefits Administration, 4t866-4-USADOLTTY: 1877-889-5627. On the Internet:
http://www.dol.gov/dol/topic/health-plans/cobra.htm
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VeteransBenefits

Veterans and spouses of veterans should contact the Veterans Administration (VA) to learn about health
care options that are available to them.

General Information

Theveteran can have both Medicare and veterans benefits. vidteran must chose which program to
use for medical treatment each time services are needed. Medicare cannot pay for the same service or
supplies paid for by the VA. Nor can the VA pay for the same service or supplies paid for by Medicare.

You do not always have to go&oVA hospital or to a doctor who is affiliated with the VA for the VA to pay
for your care.

If the Veteran Chooses to Use VA Benefits

LT GKS @SGSNlry OK22aSa (2 dzasS GKSANI @SGSNIyQa o
get. Medicarecannotpay for the services you get from VA hospitals or other VA facilities.

If the Veteran Chooses to Use Medicare Benefits

If the veteran chooses to use their Medicare betsgfMedicare can pay for Medicamovered services
they get from hospitals and doctors not affiliated with the ¥&s long as the VA will not be paying for the
same services.

When Medicareand VA Can Each Help Pay

If the VA authorizethe veteran to get lospital services in a hospital that is not a VA hospital, but does not
pay for all the services received during the stay, Medicare can pay for Medioaeeed services for which
the VA does not pay. For example, if the VA authorizes alfiyestay and yo remain in the hospital for 10
days, Medicare can pay for the Medicarevered services you get during the five days not authorized by
the VA.

VA Copayments: Sometimes Medicare Can Help Pay

The VA charges copayments to some veterans withsekice conacted conditions. The veterans who
are charged copayments are those at or above a certain income. Sometimes, Medicare can ,payaiart
of this copayment amount.

Z Medicarecannotpay copayments for services furnished by VA hospitals and facilities.
Z Medicaremay be abldgo pay all or part of the copayment, if the VA charges a copayment for VA
authorized care by a doctor of hospital not affiliated with VA.

If there are questions about whether the VA or Medicare should pay for doctor services anaratieal
services, contact the Medicare Administrative Contractor (MAC) that pays Medicare claims in Kansas. If
there are questions about whether the VA or Medicare should pay for hospital services or services
furnished by other facilities, ask the providafrservices to contact the MAC

Shoulda Veteran Purchase Medicare Part B?

A veteran may think that Medicare Part B is an unnecessary expense. However, it is important to keep in
mind that it may not always be geographically possible or convenient telita\a VA facility to seek
medical careAlso, without Medicare Part B, the veteran may incur unanticipated expenses.
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Veteran Drug Benefit

A veteran may qualify for the VA Drug benefit. A veteran may have both the VA Drug bededi
Medicare Part D Prescription Drug pkainese plans DO NOT Coordinate.

The VA Drug benefit is CREDITABLE COVERAGE.
VA on the Internetwww.va.qov

Or For more informatiorabout VA policies ononserviceconnected veterans ankealth insurance
contact your nearest VA MEDICAL FACILITY

The Veterans Administration Regional Office*
5500 East Kellogg

Wichita, KS 67218698

1-800-827-1000

Kansas VA Medical Centers

VA Eastern Kansas Health Care Systddwight D. Eisenhower VA Medical Center
4101 S. 4th Street

Leavenworth, K660485055

Phone: (913) 682000 or (800) 958387

VA Eastern Kansas Health Care Systé&dolmeryO'Neil VA Medical Center
2200 SW Gage Boulevard

Topeka, K86622

Phone: (785) 35@111 or (800) 578387

Fax: (785) 35@336

Robert J. Dole Department of Veterans Affairs Medical and Regional Office Center
5500 E. Kellogg

Wichita, K$7218

Phone: (316) 682221 or (888) 878881

Fax: (316) 658666

Toll-Free Numbers for Contacting the VA

VA Benefits: 1-800-827-1000
Education (Gl Bill) 1-888442-4551
Health Care Benefits 1-877-222-8387
IncomeVerification and Means Testing 1-800-929-8387
Mammography Helpline 1-888-492-7844
Special IssuesGulf War/Agent Orange/Project Shad/

Mustard Agents antlewisite/lonizing Radiation 1-800-749-8387
Status of Heastones and Markers 1-800-697-6947
Telecommunications Device for the Deaf (TDD) 1-800-829-4833
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