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Welcome to [name of M+C Plan]
This document is an explanation of your rights, benefits and responsibilities as a member of the [name of M+C Plan]. [Name of M+C Plan] is a “Medicare+Choice” (M+C) Plan offered by [name of M+CO], a [list type of coordinated care plan, i.e., HMO, PSO, PPO] with a Medicare+Choice contract.  This document also explains our responsibilities to you.  Your member contract for [name of M+C Plan] consists of this combined Evidence of Coverage and Disclosure Information, your individual election form, and any current or future amendments. 

This combined Evidence of Coverage and Disclosure Information contains important information. Please read it carefully. Keep it in a safe place, available for quick reference.

[Name of M+C Plan] is not an insurance policy that simply pays Original Medicare deductibles and coinsurance charges (commonly called a “Medigap” or “Medicare supplemental” policy and regulated by the state insurance department). Instead, [name of M+CO] has a contract with the Health Care Financing Administration (HCFA), the Federal agency that oversees Medicare. This contract allows [name of M+CO] to arrange health services for persons who are entitled to Original Medicare benefits and who choose to enroll in [name of M+C Plan]. When you join [Name of M+C Plan], you usually do not pay Original Medicare deductibles and coinsurance charges and instead pay plan [insert appropriate cost sharing terms for the M+C plan, such as "premiums," or "premiums and copyaments," etc].  [Name of M+C Plan] covers all services and supplies offered by Original Medicare [M+CO: insert the following phrase if it applies to your plan], plus some additional services and supplies not covered by Original Medicare.  

[Name of M+CO] has signed a contract with HCFA agreeing to cover you for one full year at a time. [Name of M+C Plan] costs and benefits may change from year to year, and we would notify you before any changes were made. In addition, either HCFA or [name of M+CO] may choose to not renew all or a portion of the contract.  If the contract is not renewed, your Medicare coverage will not end, but we will have to disenroll you from [name of M+C Plan] and your coverage will be switched to Original Medicare unless you decide to switch to another Medicare managed care plan.  If either we or HCFA decides to not renew the contract at the end of the year, we will send you a letter at least ninety (90)-days before the end of the contract.  If HCFA ends the contract in the middle of the year, you will get a letter at least thirty (30)-days before the end of the contract.  Either letter would explain your options for health care coverage in your area and give you information about your right to get Medicare supplemental insurance coverage. 
By enrolling in [name of M+C Plan], you have made a decision to get all of your routine health care from [name of M+C Plan] contracting medical providers and facilities.  You must also follow all plan member rules, such as getting referrals and prior authorization when necessary. 

If you need Emergency or Urgently Needed Services or Out-of-Area Renal Dialysis Services, they will be covered without prior authorization from [name of M+CO]. With the exception of these services, if you get services from Non-Contracting Medical Providers without Prior Authorization neither [name of M+CO] nor Original Medicare will pay for those services.

How You Can Learn More About Your Benefitstc \l2 "How You Can Learn More About Your Benefits
We encourage you to attend a member education meeting where you can learn more about [name of M+C Plan].  A [name of M+C Organization] representative will lead the meeting and answer questions you may have about [name of M+C Plan].  

You’ll also become familiar with the services and assistance available through the [name of M+C Organization] Customer Service Department.  To find out the dates and times of the next member education meeting, call the Customer Service Department.

Call Our Customer Service Department Whenever You Need Informationtc \l2 "Call our Customer Service Department Whenever You Need Information
In addition to arranging comprehensive medical benefits, our goal is to provide you with the information you need about [name of M+C Plan] when you need it.  We have [name of M+C Organization] Customer Service Representatives you can call when you have questions about:

· Covered services

· Making address or phone number changes

· Primary Care Physician/Provider (PCP) changes

· Enrollment or disenrollment procedures

· Appeal and grievance rights

· Medical care when you are traveling

· The quality of care you are getting

· Any other questions or concerns regarding your M+C Plan

You can reach the Customer Service Department at [insert phone numbers include TTY # for the “hearing impaired” - list hours of operation for both #s]
Updating Your Membership Recordstc \l2 "Updating Your Membership Records
Your [name of M+C Organization] membership record has information from your individual enrollment form including your address and telephone number.  This record also shows your specific Plan coverage, the PCP and, if applicable, the Contracting Medical Group or IPA you chose when you enrolled. These records are very important because they identify you as an eligible [name of M+C Plan] member and determine where you can get covered services.

Please report any changes in your name, address, or phone number to a Customer Service Representative immediately.  You should also report any changes in the health insurance coverage you may have from your employer or your spouse's employer.  You should also report any liability claims (such as claims against another driver in an automobile accident), eligibility under workers’ compensation, and Medicaid eligibility.

You Can Tell Us How We’re Doingtc \l2 "You Can Tell Us How We=re Doing
Our goal is to arrange the covered services you need.  You can play a key role by telling us how we are doing.

From time to time, we may ask for your thoughts on the [name of M+C Plan] through our member satisfaction surveys.  These surveys help us measure the performance of our Contracting Medical Groups, IPAs, and Contracting Medical Providers, as well as the quality of our member service.

Your responses and comments help us to identify our strengths as well as the areas we need to improve.  

You can also call or write to us at any time with helpful comments, questions, or observations at:  [insert M+C Organization Customer Service Department address and phone numbers include TTY # for the “hearing impaired” - list hours of operation for both #s].

Your comments are always welcome, whether it is about something you like or dislike about our plan.  

Section 1 - Health Care Termstc \l1 "Section 1 - Health Care Terms
The following definitions apply to this Evidence of Coverage and Disclosure Information.  [Note: The contracting entity may choose to insert additional definitions not included in this model or to not to include model definitions not applicable to the entity’s contractual obligations with HCFA or enrolled Medicare beneficiaries.]

Annual Election Period -- The annual election period is the month of November each year.  Each year, organizations offering M+C plans in January of the following year must open enrollment to Medicare beneficiaries.  M+C Plans that have a HCFA-approved capacity limit are not required to accept enrollments.  During the annual election period, an individual eligible to enroll in an M+C plan may change his or her election from an M+C plan to Original Medicare or to a different M+C plan, or from Original Medicare to an M+C plan.

Appeal -- Any of the procedures that deal with the review of adverse organization determinations on the health care services a member is entitled to receive or any amounts that the member must pay for a covered service.  These procedures include reconsiderations by the M+C Organization, review by an independent review entity, hearings before Administrative Law Judges (of the Social Security Administration), review by the Departmental Appeals Board (DAB), and judicial review.
Basic Benefits -- All Original Medicare-covered benefits (except hospice services) and additional benefits. All members of [name of M+C Plan] are eligible to receive all Basic Benefits.

Benefit Period -- This is used to determine Original Medicare coverage, and coverage under [name of M+C Plan].   A benefit period begins with the first day of a Medicare covered inpatient hospital stay and ends with the close of a period of 60 consecutive days during which you were neither an inpatient of a hospital nor of a skilled nursing facility (SNF).  Generally, you are an inpatient of a hospital if you are receiving inpatient services in the hospital.  The type of care actually received is not relevant. However, you are an inpatient in a SNF only if your care in the SNF meets certain skilled level of care standards.  This means that in order to have been an inpatient while in a SNF, you must have required skilled services on a daily basis and received daily skilled services that could, as a practical matter, only have been provided in a SNF on an inpatient basis.

Calendar Year -- The period that begins on January 1 and ends twelve (12) consecutive months later on December 31.

Center for Health Dispute Resolution (CHDR) -- An independent review entity under contract with HCFA to review appeals by members of Medicare managed care plans, including [name of M+C Plan].

Continuation Area -- An area outside the [name of M+C Plan] service area where we arrange for continuation of coverage for our members who move outside the defined service area.  Members must reside in the continuation area on a permanent basis, in order to stay eligible for continued enrollment in [name of M+C Plan].

Contracting Hospital -- A hospital that has a contract with [name of M+C Organization] or your Contracting Medical Group or IPA to give you services and/or supplies.

Contracting Medical Group -- Physicians organized as a legal entity to provide medical care.  The Contracting Medical Group has an agreement with the [name of M+C Organization] to provide medical services to you.

Contracting Medical Provider -- A health professional, a supplier of health items, or a health care facility that has an agreement to provide or coordinate covered services to you. 

Contracting Pharmacy -- A pharmacy that has an agreement to provide you the medication(s) prescribed by your Contracting Medical Provider.

County -- A local administrative subdivision of a State, as defined by the State.

Covered Services -- The basic and supplemental benefits, services and supplies listed in Section 16 of this brochure, which are: 

· Services provided or furnished by Contracting Providers [or authorized by its Contracting Providers]. 

· Emergency Services and Urgently Needed Services which may be provided by Contracting and non-Contracting Providers.  (Please refer to Section 6 for more information about Emergency Services and Urgently Needed Services).  

· Post-stabilization services furnished by Non-Contracting Providers or Facilities that are authorized by us or were not pre-approved because [name of M+C Organization] did not respond to a request for pre-authorization for such services within 1 hour of the request (or because we could not be contacted for pre-authorization). 

· Renal dialysis services provided while you are temporarily outside the Service Area.

Custodial Care -- Care furnished for the purpose of meeting non-medically necessary personal needs which could be provided by persons without professional skills or training, such as assistance in mobility, dressing, bathing, eating, preparation of special diets, and taking medication. Custodial care is not covered by [name of M+C Plan] or Original Medicare unless provided in conjunction with skilled nursing care and/or skilled rehabilitation services.

Disenroll or Disenrollment -- The process of ending your membership in [name of M+C Plan].

Durable Medical Equipment -- Equipment that can withstand repeated use; is primarily and usually used to serve a medical purpose; is generally not useful to a person in the absence of illness or injury; and is appropriate for use in the home. However, an institution may not be considered a member’s home if it meets the basic requirements of a hospital or skilled nursing facility. DME includes items such as oxygen equipment, wheelchairs, hospital beds and other items that are determined medically necessary, in accordance with Medicare law, regulations and guidelines.

Emergency Medical Condition -- A medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, with an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in 1) Serious jeopardy to the health of the individual (or, in the case of a pregnant woman, the health of the woman or her unborn child); 2) Serious impairment to bodily functions; or 3) Serious dysfunction of any bodily organ or part.

Emergency Services -- Inpatient or outpatient covered services that are 1) furnished by a provider qualified to furnish emergency services; and 2) needed to evaluate or stabilize an Emergency Medical Condition.

Evidence of Coverage and Disclosure Information -- This document, which explains the covered services, defines our obligations, and explains your rights and responsibilities as a member of the [name of M+C Plan]. 

Exclusion  -- Items or services that [name of M+C Plan] does not cover.  You are responsible for paying for excluded items or services.

Experimental Procedures and Items -- Items and procedures determined by [name of M+C Organization] and Original Medicare not to be generally accepted by the medical community. When deciding if a service or item is experimental, [name of M+C Organization] will follow HCFA’s Medicare Carriers Manual and Coverage Issues Manual or will follow decisions already made by Medicare.  With the exception of procedures and items under clinical trials, experimental procedures and items are not covered under this Evidence of Coverage.

Grievance -- Any complaint or dispute other than one involving an Organization Determination.  Examples of issues that involve a complaint that will be resolved through the grievance rather than the appeal process are: Waiting times in physician offices; Rudeness or unresponsiveness of Customer Service Staff.

HCFA -- The Health Care Financing Administration, the Federal Agency responsible for administering Medicare.

Home Health Agency -- A Medicare-certified agency that provides Skilled Nursing Care and other therapeutic services in your home when medically necessary.

Hospice – A Medicare-certified organization or agency that is primarily engaged in providing pain relief, symptom management and supportive services to terminally ill people and their families.

Hospital -- A Medicare-certified institution licensed by the State, that provides inpatient, outpatient, emergency, diagnostic and therapeutic services. The term "Hospital" does not include a convalescent nursing home, rest facility or facility for the aged that primarily provides custodial care, including training in routines of daily living.

[NOTE TO HEALTH PLANS: You should use the following (or a similar) definition of Hospitalist, if your plan uses physicians other than your member's PCP or the admitting specialist to oversee care while a member is hospitalized.  In addition to the definition, you should also include a complete explanation of this practice in your Provider Directory and in Section 4 - Working with Your Contracting Medical Providers - of this Model EOC.]
Hospitalist – A physician who specializes in treating inpatients and who may coordinate a patient’s care when he or she is admitted at a contracting [name of M+C Plan] hospital.

Independent Practice Association (IPA) -- A partnership, association, or corporation that delivers or arranges for the delivery of health services and which has entered into a contract with health professionals, a majority of whom are licensed to practice medicine or osteopathy.

Lock-In -- An arrangement under which all covered services, except Emergency Services, Urgently Needed Services, or Out-of-Area Renal Dialysis Services, must be provided or authorized by your Contracting Medical Provider or your PCP. If you get any other services from a Non-Contracting Medical Provider or a contracting provider such as a Specialist without prior authorization, neither [name of M+C Organization] nor original Medicare will pay for that care.  (There are very limited exceptions to this rule, including the right to self-refer for Flu Shots and Mammography Screening services.  See Section 16: Schedule of Medical Benefits for specific limitations that apply to self-referral for these benefits).

Medicaid -- A joint federal and state medical assistance program.  Some Medicare beneficiaries are also eligible for Medicaid.  Medicaid, unlike Medicare, may cover long-term care, such as custodial nursing home care.  Even if you are not eligible for health services under Medicaid, Medicaid may cover all or part of your Original Medicare premiums and/or deductibles and coinsurance, if your income and resources are low enough.  You should inquire about Medicaid and related programs - Qualified Medicare Beneficiary, Special Low Income Medicare Beneficiary, Qualified Disabled Working Individual, Qualified Individual - at [insert name of state department of social services].

Medical Director -- A licensed physician who is responsible for the overall quality of the medical care we provide.

Medicare --The federal health insurance program for people 65 years of age or older, certain younger people with disabilities, and people with End Stage Renal Disease (generally those with permanent kidney failure who need dialysis).
Medicare+Choice (M+C) Organization -- A public or private organization licensed by the State as a risk-bearing entity that is under contract with HCFA to provide covered services.   M+C Organizations can offer one or more M+C Plans.  [Name of M+CO] is an M+C Organization.

Medicare+Choice (M+C) Plan -- A benefit package offered by a Medicare+Choice   Organization that offers a specific set of health benefits at a uniform premium and uniform level of cost-sharing to all Medicare beneficiaries residing in the service area covered by the Plan.   An M+C Organization may offer more than one benefit Plan in the same Service Area.  [Name of M+C Plan] is an M+C plan.  

[Name of M+C Organization] Customer Service -- A department within [name of M+C Organization] responsible for answering your questions about your membership, benefits, grievances, and appeals. A [Name of M+C Organization] Customer Service representative is available to assist you during regular business hours by calling 1-800-xxx-xxxx [include TTY # for the “hearing impaired” - list hours of operation for both #s] or by writing to [Street address].

Member -- A Medicare beneficiary who is eligible to get Covered Services, who has enrolled in [name of M+C Plan], and whose enrollment has been confirmed by HCFA.

Network -- A group of health care providers under contract with [name of M+C Organization] which is licensed and/or certified by Medicare with the purpose of delivering or furnishing health care services.  Generally, members must receive routine services within their designated network in order to be covered by [name of M+C Organization].

Non-Contracting Medical Provider or Facility -- Any professional person, organization, health facility, hospital, or other person or institution licensed and/or certified by the State or Medicare to deliver or furnish health care services.  This type of provider is not employed, owned, operated by, or under contract to deliver covered services to you.

Office Visit -- A visit for Covered Services to your PCP, Specialist, other Contracting Medical Provider or Non-Contracting Medical Provider upon referral.
Optional Supplemental Benefits -- Non-Medicare covered benefits that can be purchased for an additional premium and are not included in the package of Basic Benefits. If you choose to have optional supplemental benefits, you may have to pay an additional Premium.  Members of [name of M+C Plan] must voluntarily elect Optional Supplemental Benefits in order to get them.

Organization Determination -- In general, a decision by  [name of M+C Organization] or a person acting on [name of M+C Organization’s] behalf, to approve or deny a payment for a service or a request for provision of service made by you or on your behalf.  

Original Medicare -- A plan that is available everywhere in the United States.  It is the way most people get their Medicare Part A and Part B health care.  (Original Medicare is also known as Fee-for-Service Medicare).

Peer Review Organization (PRO) -- Groups of health care professionals who are hired  by the Federal Government to review medical necessity, appropriateness and quality of medical care and services provided to Medicare beneficiaries.  Upon request, the PRO also reviews hospital discharges for appropriateness and quality-of-care complaints.

[NOTE TO HEALTH PLANS: You should use the following (or a similar) definition of PHOs, if your plan uses formal subnetworks where each enrollee, by selecting a specific PCP, is also selecting an entire subnetwork to which his or her PCP can make referrals.  In addition to the definition, you should also include a complete explanation of this restriction in your Provider Directory, in Section 4 - Working with Your Contracting Medical Providers - of this Model EOC, and in pre-enrollment materials].

Physician Hospital Organization (PHO) -- A contracting organization that requires physicians to use a specific hospital.  In most cases, all hospital services, except for emergency and urgently needed services, must be obtained from the hospital with which your PCP is affiliated.
Plan Premium -- The [monthly/quarterly] payment to the M+C Organization that entitles you to the covered services outlined in this Evidence of Coverage.  (Note:  Some M+C Organizations do not charge the Medicare member a Plan Premium.  To qualify for the services outlined in this EOC, the beneficiary must also pay the monthly Medicare Part B Premium and, if applicable, Medicare Part A Premiums.)

Point of Service (POS) -- A benefit option under which [name of M+C Plan] allows members to get specified Covered Services outside the M+C plan's provider network if they are willing to pay higher cost-sharing amounts.  This benefit may be offered as part of an M+C plan, or as a member option for an additional premium. [Name of M+C Plan] [offers/includes] a Point of Service benefit. 

[NOTE TO M+COs: If you offer a POS option, you should also provide definitions in this section of your EOC of: Allowed Amount, Balance Billing, Coinsurance and Maximum Charge, in order to provide your members with a complete description of their potential financial liability for use of a POS benefit].
Prescription [Drug] Benefit Manager -- Companies that contract with Medicare+Choice Organizations to manage pharmacy services.

Primary Care Physician/Provider (PCP) -- A health care professional who is trained to give you basic care. Your PCP is responsible for providing or authorizing Covered Services while you are a member of [name of M+C Plan].  Many M+C Plans require you to see your PCP for referral to a specialist.  Sometimes PCPs are associated with a Contracting Medical Group or IPA. 

Prior Authorization -- A referral situation in which a provider must obtain approval from a Contracting Medical Group, IPA, or [name of M+C Plan] before you get certain health care services.

Provider -- A doctor, hospital, health care professional or health care facility licensed and/or certified by the State or Medicare to deliver or furnish health care services.

Referral  -- Your PCP’s or his/her Contracting Medical Group or IPA’s written permission for you to see a certain Specialist or to receive certain Covered Services. 

Rehabilitative Services -- Services including physical, cardiac, speech and occupational therapies that are rendered under the direction of a contracting health care provider.

Service Area -- A geographic area approved by HCFA within which a Medicare+Choice eligible individual may enroll in a particular Medicare+Choice Plan offered by an M+C Organization.

Skilled Nursing Care -- Services that can only be performed by or under the supervision of licensed nursing personnel.

Skilled Nursing Facility -- A facility (or distinct part of a facility) which is primarily engaged in providing to its residents skilled nursing or rehabilitation services and is certified by Medicare. The term "Skilled Nursing Facility" does not include a convalescent nursing home, rest facility or facility for the aged which furnishes primarily Custodial Care, including training in routines of daily living.

Specialist -- A doctor who provides health care services for a specific disease or part of the body.  Examples include oncologists (care for cancer patients), cardiologists (care for the heart), and orthopedists (care for bones).  

State -- The State of [Insert State name], responsible for licensing and regulating the [name of M+C Organization].
Time-Sensitive -- A situation in which waiting for a standard decision on an authorization for a service could seriously jeopardize your life or health, or your ability to regain maximum function.

Urgently Needed Services -- Covered Services provided when you are temporarily absent from the [name of M+C Plan] Service Area  (or, under unusual and extraordinary circumstances, provided when you are in the Service Area but your Contracting Medical Provider is temporarily unavailable or inaccessible) when such services are medically necessary and immediately required 1) as a result of an unforeseen illness, injury, or condition; and 2) it is not reasonable given the circumstances to obtain the services through your Contracting Medical Provider.

Utilization Review Committee -- A committee used by [name of M+C Organization] or a Contracting Medical Group, Hospital, or IPA to promote the efficient use of resources and the quality of health care.  Duties of the Utilization Review Committee include prospective, current and retrospective review of medical services.

Section 2 - [Name of M+C Plan] Member Rights and Responsibilitiestc \l1 "Section 3 - [name of M+C Plan] Member Rights and Responsibilities
As a [name of M+C Plan] member, you have the right to:

Timely, Quality Caretc \l2 "Timely, Quality Care
· A choice of a qualified Contracting PCP.  (Note:  We can let you know if a specific physician is not accepting new patients at this time. Your physician will discuss with you the hospital that best fits your needs in the event of needing hospital services.) 

· A discussion of appropriate or medically necessary treatment options for your condition, regardless of cost or benefit coverage.

· Timely access to your PCP and referrals to specialists when medically necessary.

· Timely access to all Covered Services, both clinical and non-clinical.

· Access to Emergency Services without prior authorization when you, as a prudent layperson, acted reasonably, believing that an Emergency Medical Condition existed. Payment would not be withheld in cases where you sought Emergency Services.

· Actively participate in decisions about your own health and treatment options.

· Receive Urgently Needed Services when traveling outside the Plan’s Service Area or in the Plan’s Service Area when unusual or extenuating circumstances prevent you from obtaining care from your Contracting Medical Provider.

Treatment with Dignity and Respecttc \l2 "Treatment with Dignity and Respect
· Be treated with dignity and respect and to have your right to privacy recognized.

· Exercise these rights regardless of your race, physical or mental ability, ethnicity, gender, sexual orientation, creed, age, religion or your national origin, cultural or educational background, economic or health status, English proficiency, reading skills, or source of payment for your care.  Expect these rights to be upheld by both the Plan and Contracting Providers.

· Confidential treatment of all communications and records pertaining to your care.  You have the right to access your medical records.  We must provide timely access to your records and any information that pertains to them. Except as authorized by State law, we must get written permission from you or your authorized representative before medical records can be made available to any person not directly concerned with your care or responsible for making payments for the cost of such care.

· Extend your rights to any person who may have legal responsibility to make decisions on your behalf regarding your medical care.

· Refuse treatment or leave a medical facility, even against the advice of physicians (providing you accept the responsibility and consequences of the decision).  

· Be involved in decisions to withhold resuscitative services, or to forgo or withdraw life-sustaining treatment.

· Complete an Advance Directive, living will or other directive to your Contracting Medical Providers.

[Name of M+C Plan] Information

tc \l2 "[name of M+C Plan] Information
· Information about [name of M+C Plan] and covered services.

· Know the names and qualifications of physicians and health care professionals involved in your medical treatment.

· Receive information about an illness, the course of treatment and prospects for recovery in terms you can understand.

· Information regarding how medical treatment decisions are made by the Contracting Medical Group or [name of M+C Plan], including payment structure.

· Information about your medications -- what they are, how to take them and possible side effects.
· Receive as much information about any proposed treatment or procedure as you may need in order to give an informed consent or to refuse a course of treatment.  Except in cases of Emergency Services, this information shall include a description of the procedure or treatment description, the medically significant risks involved, any alternate course of treatment or non-treatment and the risks involved in each, and the name of the person who will carry out the procedure or treatment.

· Reasonable continuity of care and to know in advance the time and location of an appointment, as well as the physician providing care.

· Be advised if a physician proposes to engage in experimentation affecting your care or treatment.  You have the right to refuse to participate in such research projects.

· Be informed of continuing health care requirements following discharge from inpatient or outpatient facilities.

· Examine and receive an explanation of any bills for non-covered services, regardless of payment source.

· General coverage and plan comparison information.

· Utilization control procedures.

· Statistical data on grievances and appeals.

· The financial condition of [name of M+C Organization].

· Summary of provider compensation agreements.

Solving Problems Timelytc \l2 "Timely Problem Resolution
· Make complaints and appeals without being discriminated and expect problems to be fairly examined and appropriately addressed.

· Responsiveness to reasonable requests made for covered services.   

As a member of [name of M+C Plan], you have the responsibility to:

· Provide your physicians or other health care providers the information needed in order to care for you.

· Do your part to improve your own health condition by following treatment plans, instructions and care that you have agreed on with your physician(s).  

· Behave in a manner that supports the care provided to other patients and the general functioning of the facility.

· Accept the financial responsibility for any copayment or coinsurance associated with covered services received while under the care of a physician or while a patient at a facility.

· Accept the financial responsibility for any premiums associated with membership in [name of M+C plan].

· Review information regarding covered services, policies and procedures as stated in your Evidence of Coverage or Member Handbook.  

· Ask questions of your PCP or [name of M+C Plan].  If you have a suggestion, concern, or a payment issue, we recommend you call the [name of M+C Organization] Customer Service Department.

Section 3 - How Your [name of M+C Plan] Coverage Workstc \l1 "Section 4 - How Your [name of M+C Plan] Coverage Works
Your [name of M+C Plan] Membership Cardtc \l2 "Your [name of M+C Plan] Membership Card
Your [name of M+C Plan] membership card is your passport to getting [name of M+C Plan] Covered Services. In nearly all instances, you will need to present your membership card to your health care provider to show that you are in the plan.  

Carry your [name of M+C Plan] membership card with you at all times.  Although you never need to give up your Medicare card, you must now use your [name of M+C Plan] card to receive covered services. 

It is important that you use only your [name of M+C Plan] membership card to get services - NOT your Medicare card - for these reasons:

1.  To prevent you from receiving medical services from non-contracting medical providers in error;

2.  In the case of an Emergency Medical Condition, to remind hospital staff of the need to notify your PCP or [name of M+C Organization] as soon as possible so that [name of M+C Organization] is involved in the management of your care; and

3.  To prevent billing mistakes.  [Name of M+C Organization] pays your bills for Covered Services that you receive.  In general, Medicare will not pay your bills while you are a member of [name of M+C Plan].

[Insert Membership Card Diagram here – front and back]

If you lose your membership card or move to a new address, please contact [name of M+C Organization’s] Customer Service Department.

How the Lock-In Feature Works and Why it is Important for You and [Name of M+C Plan] tc \l2 "How the Lock-In Feature Works for You and the [name of M+C Plan] 
As a [name of M+C Plan] member, all of your medical benefits (except for Emergency Services, Urgently Needed Services, and Out-of-Area Renal Dialysis Services) are provided and arranged by your PCP, a personal physician you choose from our list of Contracting Medical Providers. You are “locked-in” to our Contracting Medical Providers. Your PCP will provide and coordinate all of your routine health care services. [Note: Plans may cross-refer to specific information about any exceptions to the “Lock-In” Feature.]  

[Note: Medicare +Choice Organizations should modify this section to reflect the plans’ own contractual circumstances.  If your plan uses formal referral circles, PODs ( sub-networks) where each enrollee, by selecting a specific PCP, is also selecting an entire sub-network to which his or her PCP can make referrals, you should include detailed information on the nature of the sub-network, provider types, referral practices and policies.]

The “lock-in” feature is important to you and the [name of M+C Plan]. The [name of M+C Organization] is able to offer you this M+C Plan because of our contract with the Health Care Financing Administration (HCFA), the government agency that oversees Medicare. Under this contract, the Federal Government agrees to pay us a fixed monthly dollar amount for each Member we serve.  We use this monthly amount to contract with medical groups, hospitals and other health care providers to arrange your care.

If you get services from non-contracting medical providers without Prior Authorization, (with the exception of Emergency Services, Urgently Needed Services, or out-of-area renal dialysis services) neither [name of M+C Organization] nor Medicare will pay for those services.

tc \l1 "Section 4 - Working With Your Contracting Medical Providers

tc \l2 "
Your Primary Care Physician/Providertc \l2 "Your Primary Care Physician/Provider
Your relationship with your PCP is an important one. When you choose your PCP, you should have all of your medical records sent to his/her office. This way your PCP will be able to look at your medical records to see if you have any existing health conditions.

Always ask to see your PCP when you make an appointment.  Your PCP is responsible for all of your routine health care services, so he or she should be the first one you call with any health concerns. Depending on who you chose as your PCP, you may be limited to what Specialists you can see.  You may only be able to see Specialists who are affiliated with your PCP.

[Note: Medicare +Choice Organizations should modify the PCP/specialist phrase to reflect the plan’s own contractual circumstances.  If your plan uses formal subnetworks where each enrollee, by selecting a specific PCP, is also selecting an entire subnetwork to which his or her PCP can make referrals, you should include a complete explanation of this restriction here.]

You Can Change Your Primary Care Physician/Providertc \l2 "You Can Change Primary Care Physician/Provider
Changing Your PCP*

You may ask to change your PCP at any time. This change will be effective [Insert effective date & if new Membership card will be issued.]  Call [name of M+C Organization] Customer Service for help. [If a telephone # is listed, then a number for the “hearing impaired” must also be listed, along with hours of operation for both #s.]
Changing Your PCP within Your Contracting Medical Group or IPA*
You may ask to change your PCP within your Contracting Medical Group or IPA at any time. This change will be effective [Insert effective date & if new Membership card will be issued.] Call [name of M+C Organization] Customer Service for help. [If a telephone # is listed, then a number for the “hearing impaired” must also be listed, along with hrs of operation for both #s.]
Choosing a New PCP Who is with a Different Contracting Medical Group or IPA *

If you want to change to a PCP who is affiliated with a different Contracting Medical Group or IPA, you must contact [name of M+C Organization] Customer Service. If your request is received on or before the [Insert date of month] of the month, the change will become effective on the first day of the following month.  If your request is received after [Insert date of month], the change will become effective the first day of the month following the month of your request.  You will get a new [name of M+C Plan] Membership Card that shows this change.

[Insert example]

*[Note:  The M+CO should select the option(s), from those provided above, that most closely describe the provider arrangements and rules for changing PCPs that are in effect for their members].
To help make the transition of your health care when you change your Contracting Medical Group or IPA easier, please let us know if you are currently seeing a Specialist, getting Home Health Agency services, or using Durable Medical Equipment. [Name of M+C Organization] Customer Service can help with the transfer of your care or equipment. 

We will make every effort to tell you within 30 days of the date that we know any health care provider who you are seeing will no longer be part of our network.  We will make sure you continue to have access to all services in the Plan’s benefit package.

How to Make an Appointment with your Primary Care Physician/Providertc \l2 "How to Schedule an Appointment with your Primary Care Physician/Provider
To make an appointment, call your PCP’s office and ask for an appointment. There are no special rules to follow.  Appointments are scheduled by the kind of medical care you need. Medical conditions that need immediate attention are scheduled sooner.  If you experience difficulty in scheduling an initial appointment, you may contact our [name of M+C Plan] Customer Service Department at [1-800-xxx-xxxx - include TTY # for the “hearing impaired” - list hours of operation for both #s] for help.

The telephone number for your [PCP, Contracting Medical Group or IPA, M+C Plan] is listed on your membership card.

In the event you are unable to make it to a scheduled appointment, please call your PCP 24 hours in advance to notify them of your cancellation.

Receiving Care After Hourstc \l2 "Receiving Care After Hours
If you need to talk to or see your PCP after his or her office has closed for the day, call the [insert 24-hour number or, if there is no 24-hour hotline, other directions for calling after hours]. There will always be a physician/provider on call to help you.  This physician/provider will call you back and tell you what to do.  [Note: M+C Organization should insert applicable plan-specific information if different from above approach.  Also note that the M+C Organization needs to make arrangements for the “hearing impaired” to have access to a 24-hour number.  This might take the form of listing a “relay” number here that the member can use to contact their PCP after hours.]

How to Receive Covered Services from a Specialist 

[Note to M+COs: Please modify this section as appropriate if your plan has open access panels.tc \l2 "How to Receive Covered Services from a Specialist ]

Even though your PCP is trained to handle most common health needs, there may be times when he or she feels you need more specialized treatment. In that case, you may receive a referral to see a Specialist. Not all specialists are available to all patients.  In some cases this may be a specialist within our network that your PCP has chosen to refer his or her patients to. In some cases, the Medical Management Department must give prior approval for a referral.    

Once your PCP’s referral request is approved, an appointment will be made with the Specialist.  If you get a bill from a Specialist, please call [name of M+C Organization] Customer Service Department [1-800-xxx-xxxx - include TTY # for the “hearing impaired” - list hours of operation for both #s.] 
[Name of M+C Organization] has a process to identify, assess, and establish treatment plans (including direct access visits to specialists) for members with complex or serious medical conditions.  In addition, we will make sure that you know the health care needs that will require follow-up care and that you get training in self-care and other ways to improve your own health. 

Section 5 - Using [name of M+C Plan] Servicestc \l1 "Section 4 - How Your [name of M+C Plan] Coverage Works
Inpatient Hospital 

If you require hospital care [Name of M+C Organization] will arrange these Covered Services for you.  The following services are covered: semiprivate room (private room if medically necessary), meals, physician services, general nursing services, special care unit services, operating room services, recovery room services, drugs and medications, laboratory test(s), x-rays and other radiology services, surgical and medical supplies, durable medical equipment, physical, occupational, and speech pathology services, and blood.  

[Note to M+CO: please include the following section if applicable.]

Hospital benefits are measured in terms of benefit periods.  A benefit period is a period of consecutive days during which Covered Services are furnished to a patient, up to [specify maximum amounts].  As long as an individual continues to be entitled, there is no limit on the number of benefit periods he/she may have.
[Note to M+C Organizations: If your plan uses physicians other than your member’s PCP or the admitting specialist to oversee care while a member is hospitalized, you should provide a complete explanation of this practice here.]

Note:  If your [name of M+C Organization] coverage began while you were an inpatient in a hospital (or hospital unit), [name of M+C Organization] may not be responsible for the inpatient services until the date after your discharge. If we are not responsible for the inpatient services, either Original Medicare or your previous Medicare Managed Care Plan would be responsible for the inpatient hospital services. We have Customer Service Representatives available at [1-800-xxx-xxxx - include TTY # for the “hearing impaired” - list hours of operation for both #s] who can tell you if we would be responsible for your inpatient services.
[Name of M+C Organization] is responsible for services, other than inpatient hospital services, beginning on your effective date of enrollment. 
Inpatient Hospital and Skilled Nursing Facility Services Covered under Part B
If the inpatient stay itself is not covered, you may still be eligible for coverage of the following services when arranged by [Name of M+C Organization] and furnished in a contracting hospital or Skilled Nursing Facility: 

· Physician services

· Diagnostic X‑ray tests, diagnostic laboratory tests, and other diagnostic tests;

· X‑ray, radium, and radioactive isotope therapy, including materials and services of technicians;

· Surgical dressings, and splints, casts, and other devices used for reduction of fractures and dislocations;

· Prosthetic devices (other than dental) which replace all or part of an internal body organ (including contiguous tissue), or all or part of the function of a permanently inoperative or malfunctioning internal body organ, including replacement or repairs of such devices;

· Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes including adjustments, repairs, and replacements required because of breakage, wear, loss, or a change in the patient's physical condition;

· Outpatient physical therapy, outpatient speech pathology services, and outpatient occupational therapy; and

· Ambulance services.

Inpatient Mental Health

Inpatient mental health services are covered if provided in a Medicare-certified psychiatric hospital or in a psychiatric unit of a general hospital.  There is a 190-day lifetime limit for inpatient mental health services provided in a psychiatric hospital.  This limit does not apply to inpatient mental health services provided in a psychiatric unit of a general hospital. 

Organ Transplants

A Medicare approved transplant center determines whether you are a candidate for a transplant.  Covered transplants are limited to corneal, heart, kidney, pancreas (when performed with or after a Medicare covered kidney transplant), liver, lung, heart-lung, and bone marrow. The following transplants must be performed in a Medicare approved transplant center in order to be covered by Medicare: heart, liver, lung, and heart-lung.

Skilled Nursing Facility (SNF) Care

If you require Skilled Nursing Facility (SNF) care [Name of M+C Organization] will arrange these services for you.  Inpatient SNF coverage is limited to [insert days, usually 100] days each benefit period.   In order for SNF services to be covered, you must need and receive daily skilled services, which could as a practical matter be provided only in an SNF on an inpatient basis.  Inpatient stays solely to provide custodial care are not covered.  For benefit period purposes, you are an inpatient in a SNF only if your SNF care meets certain skilled level of care standards. If any of these factors is not met then a stay in a SNF, even though it might include the delivery of some skilled services, is not covered. 

The following SNF services are covered: semiprivate room (private room if medically necessary), meals, physician services, general nursing services, drugs and biologicals, laboratory test(s), x-rays and other radiology services, surgical and medical supplies, use of appliances, physical, occupational, and speech pathology services, and blood. 

Religious Nonmedical Health Care Institutions (RNHCIs) Care

Services in a Medicare certified Religious Nonmedical Health Care Institutions (RNHCIs) are covered under [name of M+C Plan].  However, religious aspects of care provided in RNHCIs are not covered.

In order to be eligible for care in a RNHCI, an individual must have a condition that would allow them to receive inpatient hospital or extended care services. In addition, the individula must make an election that they are conscientiously opposed to the acceptance of “Nonexcepted” medical treatment. "Excepted" medical treatment is medical care or treatment that you receive involuntarily or that is required under Federal, State or local law.  "Nonexcepted" medical treatment is any other medical care or treatment.

Home Health Services

In order to qualify for home health benefits, an individual must be confined to his or her home, under a plan of treatment reviewed and approved by a physician and require a medically necessary qualifying skilled service. 

Covered home health services for those who qualify may include:

· Part-time or intermittent skilled nursing and home health aide services;

· Physical and occupational therapy and speech pathology services;

· Medical social services;

· Medical supplies; and 

· Durable Medical Equipment (such as wheelchairs, hospital beds, oxygen, walkers).

When you qualify for coverage of home health services, [Name of M+C Plan] covers either part-time or intermittent skilled nursing and home health aide services.  Part‑time means any number of days per week up to 35 hours per week of skilled nursing and home health aide services combined for less than 8 hours per day, based upon the need for and reasonableness of such additional care.  Intermittent means up to 35 hours per week of skilled nursing and home health aide services combined which are provided on a less than daily basis, based upon the need for and reasonableness of such additional care; or up to and including full‑time (i.e., 8 hours per day) skilled nursing and home health aide services combined which are provided and needed 7 days per week for temporary, but not indefinite, periods of time of up to 21 days with allowances for extensions in exceptional circumstances where the need for care in excess of 21 days is finite and predictable.

You do not have to be bedridden in order to be considered confined to the home.  However, your condition should be such that there exists a normal inability to leave the home and, consequently, leaving the home would require a considerable and taxing effort.  If you leave the home, you may be considered homebound if the absences from the home are infrequent or for periods of relatively short duration, or to receive medical treatment.  Home health services do not include the costs of housekeepers, food service arrangements, or full‑time nursing care at home.

Hospice

You may receive care from any Medicare-certified hospice.  As a [name of M+C Plan] member, you have the right to get information about all available Medicare-certified Hospice Providers.  Please call the [name of M+C Organization] Customer Service at [1-800______include TTY # for the “hearing impaired” - list hours of operation for both #s] to get this information.

· When you enroll in a Medicare-certified Hospice, the Hospice is reimbursed directly by Medicare fee-for-service for all the Hospice services you receive;

· If you wish to elect Medicare-certified Hospice services, we will give you a list of area Medicare-certified Hospice providers;

· You may use a Contracting Medical Provider as your Hospice attending physician if you and he or she so arrange;

· You may remain enrolled in [name of M+C Plan] even if you elect Medicare-certified hospice coverage for your terminal condition.  Your care unrelated to the terminal condition can still be delivered by [name of M+C Plan].

NOTE:  If you are enrolled in Part B only and not entitled to Part A, you should call us to get information on your hospice coverage.

Clinical Trials

Original Medicare now covers routine costs of qualifying clinical trials. If you join a clinical trial, you will be responsible for any coinsurance under Original Medicare. 

When you enroll in a Clinical Trial, the providers are paid directly by Original Medicare for all the covered services you receive. The Clinical Trial providers do not have to be [name of M+C Plan] providers.

This means that you do not need to get a referral to join a clinical trial.  However, you should tell us before you start a clinical trial.  That way, we can still keep track of your health care services. You may remain enrolled in [name of M+C Plan] even if you elect to participate in a Clinical Trial.  Your care unrelated to the Clinical Trial can still be delivered by [name of M+C Plan].

Outpatient Prescription Drug Benefittc \l1 "Section 17 - Exclusions: Services Not Covered
[Note to M+COs: if you use a vendor to administer your prescription drug benefit, then this must be explained here.  If you would like members to contact the vendor instead of your Customer Service Department about prescription drug-related questions, then insert the vendor’s phone # (including TDD #) in all applicable places in this section.] 

Note:  The applicable copayments and the quarterly/annual Prescription Drug benefit maximums are also listed in Section 16—Schedule of Medical Benefits on pages (list page #’s).

The [name of M+C Plan] Outpatient Prescription Drug Benefit is above and beyond the basic Original Medicare benefit.  Original Medicare does cover a limited number of prescription drugs (for example, oral medications for the treatment of cancer if the identical drug is available as an injectible).  See Section 16 for a complete list of Original Medicare-covered drugs.  Original Medicare-covered prescriptions do not apply toward your [Annual / Quarterly] Prescription Benefit Maximum (discussed below).  

Coverage for Outpatient Prescription Drugs

[For an additional monthly plan premium], [name of M+C Organization] offers an Outpatient Prescription Drug Benefit for covered outpatient prescription drugs when prescribed by a [name of M+C Plan] Contracting Physician and filled at a [name of M+C Plan] [Contracting Pharmacy / any retail pharmacy or designated retail pharmacies]. 

Who is Eligible for the Outpatient Prescription Drug Benefit?

You are eligible for the following prescription drug benefit offered by [name of M+C Organization] if you are a member of [M+C Plan] [and pay an additional monthly plan premium of $ x  amount].

How Does My Prescription Drug Benefit Work?

You must pay a copayment for each new or refill prescription drug.  Coverage is limited to $ [insert annual maximum] ($ xxx per calendar quarter) for outpatient prescription drugs. This is called your “Benefit Maximum.” On January 1, April 1, July 1, and October 1 of the Calendar Year you will have a benefit of [insert quarterly maximum] available for coverage of prescription medication.

Your prescription drug benefit allows you to get covered drugs through a [two/three]-tiered copayment structure.  If your physician prescribes a drug from [name of M+C Plan’s] formulary, you will pay a $ [insert amount] copayment for generic drugs for up to a [insert amount] day supply or a $ [insert amount] copayment for brand-name drugs for up to a [insert amount] day supply.  If your physician prescribes a drug that is not on the [name of M+C Plan] formulary, [you pay a $ [insert amount] copayment for up to a [insert amount] day supply / you pay the full amount because only formulary medications are covered].

Whenever possible, please call the pharmacy 24 hours in advance so that your prescription will be ready for you when you come to pick it up.  If you are a new member and need to have an existing prescription refilled, call your Contracting Medical Provider so that you can arrange to have the prescription filled at a [name of M+C Organization] Contracting Pharmacy.

How Does the Benefit Maximum Work?

Your Prescription Drug Benefit Maximum is based on the Calendar Year.  The benefit maximum terminates at the end of December, regardless of when your membership becomes effective.  You [can/cannot] carry over unused prescription drug benefits from one [quarter/month] to the next.

[M+CO should provide an example here of how benefits for drugs are calculated:]

Example:  (Using the Plan copayments of $xx, and the Annual Prescription Benefit Maximum of $xx.)  Beginning Balance: You start with an Annual Prescription Benefit Maximum of $xx.)

Step 1:
  You have a prescription for a brand-name medication on the [name of M+C Plan]  formulary filled at a [name of M+C Plan] Contracting Pharmacy.

Step 2:  You pay the pharmacy for your formulary brand-name medication copayment of $[amount].
Step 3:  [The AWP/retail] [price/cost] of the prescription is $[amount].

Step 4:  [The AWP/cost is the standardized, published industry price for any given medication./The retail price is the cost of the prescription that an individual pharmacy chooses to charge at the time of sale.] In this example, it is $[amount].  This is the amount deducted from your Prescription Fund Benefit of $[annual amount].  Your new existing balance is $[existing amount].  

How Do I Check My Fund Balance?

1. To find out your [Annual or Quarterly] Prescription Fund Balance, you maycall [name of M+C Organization] Customer Service [M+C Organizations insert the following phrase if they use a form:] or send in an [Annual or Quarterly] Prescription Fund Balance Form.

Please have your [name of M+C Plan] Member ID number ready.  If you have any questions, please contact [name of M+C Plan] Customer Service Department at [insert phone number and include TTD # for the hearing impaired—list hours of operation for both #’s.]

What Happens if I Reach the Maximum?

If you exhaust your [Annual / Quarterly] Outpatient Prescription Drug Benefit Maximum, you will be financially responsible for your prescription drug medication until the first day of the following calendar [Year / Quarter]. 

What is a Formulary?

[Note to M+COs: Please tailor this section depending on the category of formulary applicable to your M+C Plan: open, incentivized, or closed.] 

[Name of M+C Plan] Outpatient Prescription Drug Benefit includes a drug formulary which is a list of preferred or recommended drugs that have been selected by [name of M+C Organization] physicians and pharmacists based upon the safety, efficacy and cost of those drugs.

The [name of M+C Plan] Formulary is a comprehensive list of medications used by [name of M+C Plan] physicians to guide their medication prescribing decisions.  All of the medications on this list of drugs are reviewed and approved by [name of M+C Plan] Contracting Medical Providers for use by [name of M+C Plan] members.  The formulary is reviewed and revised [monthly / quarterly] and is subject to change throughout the year.  The [name of M+C Plan] Formulary includes FDA-approved brand name and generic drugs. 

You may use the [name of M+C Plan] Grievance Process (as described in Section 9 on page xx) if you have complaints about the formulary or its administration.

[Note to M+COs: include the following section if applicable.]

If your [name of M+C Plan] Contracting Medical Provider determines that you need a medication not on [name of M+C Plan] formulary, your physician must obtain prior authorization from [name of M+C Plan].  Upon receipt of the request for prior approval, [name of M+C Plan] will either grant prior approval or deny the request.  You have the right to appeal any denial made by [name of M+C Plan].  (See Section 9 for information on Appeals.)

How Can I Obtain a Copy of the Formulary?

You may obtain a copy of the [name of M+C Plan] Formulary by calling [name of M+C Plan] Customer Service at [insert phone number and include TTD # for the hearing impaired—list hours of operation for both #’s.]  You may also go to the [name of M+C Plan] web site on the Internet at : [www…..]

What is a Generic Drug?

A generic drug is a drug product that meets the approval of the FDA and is equivalent to a brand name product in terms of quality and performance but may differ in certain other characteristics (e.g., shape, flavor, or preservatives).  By law, generic drug products must contain the identical amounts of the same active drug ingredient as the brand name product. [Name of M+C Plan] Contracting Pharmacies dispense generic drugs whenever possible.

Mail Order Services

For covered prescriptions, up to a 90-day supply of maintenance medications may be ordered by mail.  A maintenance medication is a prescription drug used on an ongoing basis.  [Amount of copayment] will be collected for up to a 90-day supply.

Call the [name of M+C Plan] Customer Service Department at [1-800-xxx-xxxx - include TTY # for the “hearing impaired” - list hours of operation for both #s] for more information about ordering maintenance medications by mail.  Mail order forms are available from the [name of M+C Plan] Customer Service Department.

Medications Prescribed in Accordance with Original Medicare guidelines Are Not Subject to [Annual or Quarterly] Limitation 

Receipt of these covered medications does not count against your [insert amount] [Annual or Quarterly] Prescription limit:

· Medications administered to [name of M+C Plan] members as part of a covered Hospital or a covered Skilled Nursing Facility stay.

· Medications, vaccines, and blood components administered in [name of M+CO] Contracting Medical Provider’s office or Hospital Outpatient Department as incident to a physician service. 

· Immunosuppressive drugs following a covered transplant, certain oral anti-cancer drugs and anti-nausea drugs, antigens, and self-administered erythropoietin. 

Generally, medications you can buy without a prescription are not covered by [name of M+C Plan].  

Exclusions—Prescription Drugs

Refer to Section 17 – Exclusions: Items and Services Not Covered, beginning on page [insert page #].
Section 6 - Emergency and Urgently Needed Services

Coverage for Emergency Servicestc \l2 "Emergency Services
Prior authorization for treatment of Emergency Medical Conditions is not required.

In the event of an Emergency Medical Condition, go to the closest emergency room, or call 911 for assistance. [Name of M+C Plan] will cover Emergency Services whether you are in or out of the Service Area.* You should have someone telephone [[name of M+C Organization] or PCP or Contracting Medical Group] at the number listed on your membership card as soon as reasonably possible.

*NOTE TO HEALTH PLAN:  
If you offer a “world-wide” emergency benefit, then you should say so here.  You can say:  “[Name of M+C Plan] offers world-wide emergency coverage.”  

If you offer the same emergency benefit as Original Medicare, then you should say so here.  You can say:  [Name of M+C Plan] offers the same emergency coverage as does the Original Medicare program, including:

· Coverage anywhere in the United States and its territories.

· Coverage for emergencies that occur when the member is in Canada while traveling without unreasonable delay and by the most direct route between Alaska and another state.

· Coverage for emergency inpatient hospital services furnished in a Canadian or Mexican hospital closer to, or more accessible from, the beneficiary’s United States residence than the nearest participating United States hospital which was adequately equipped to deal with and available to provide treatment of the illness or injury.

· Coverage for physician and ambulance services furnished in connection with, and during a period of, covered foreign hospitalization.

· Coverage for services furnished on board a ship in a U.S. port, or within 6 hours of when the ship arrived at, or departed from a U.S. port.  Services not furnished in a U.S. port, or furnished more than 6 hours before arrival, or after departure from, a U.S. port are considered to have been furnished outside U.S. territorial waters, even if the ship is of U.S. registry.

[If you offer more than Original Medicare, but less than “world-wide” emergency coverage, then you will need to include the previous five bullets (Original fee-for-service coverage) and explain the additional emergency coverage you offer here.]

Emergency services are covered inpatient or outpatient services that are furnished by any  Provider qualified to furnish such services; and needed to evaluate or stabilize an Emergency Medical Condition.

An Emergency Medical Condition is a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, with an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in: 

· Serious jeopardy to the health of the individual or, in the case of a pregnant woman, the health of the woman or her unborn child; 

· Serious impairment to bodily functions; or 

· Serious dysfunction of any bodily organ or part.

Emergency services are covered, whether or not they are provided by a Contracting Medical Provider. However, it is important to notify [[name of M+C Organization], PCP, Contracting Medical Group or IPA] of an Emergency Medical Condition so that [he/she or we or they] can be involved in the management of your health care and transfer can be arranged when your medical condition is stable (as determined by your treating physician). Please contact your  [PCP, Contracting Medical Group or IPA, us] at the number located on your [name of M+C Plan] membership card within forty-eight (48) hours or as soon as reasonably possible.

If you have an Emergency Medical Condition while out of the Service Area, we prefer that you return to the Service Area to receive care through your PCP after you have been treated for your condition.  However, services will be covered out of the Service Area as long as the care required continues to meet the definition for either Emergency Services or Urgently Needed Services (see the definition below).

If you have an Emergency Medical Condition within the Service Area, you should contact your PCP after an emergency so that he or she can arrange for your follow-up care. 

Post-Stabilization Care

[Name of M+C Plan] also provides coverage for Covered Services needed to ensure that you remain stabilized (or, in certain instances, to improve or resolve your condition) if:

· We provide preauthorization for such services; or

· The services were not pre-approved by us, but were administered within 1 hour of a request from the Provider for pre-approval of additional post-stabilization care; or

· We do not respond within 1 hour to a request for preauthorization from a Non-Contracting Medical Provider or Facility (or [name of M+C Organization] could not be contacted for preauthorization). 

Coverage for Post-Stabilization Care is effective until:

· you are discharged; or

· a Contracting Medical Provider with privileges at the hospital in which your are treated arrives and assumes responsibility for your care; or 

· the Non-Contracting Medical Provider and the M+C Plan agree to other arrangements; or

· A Contracting Medical Provider assumes responsibility for your care through transfer.

Urgently Needed Servicestc \l2 "Urgently Needed Services
[Name of M+C Plan] also covers Urgently Needed Services.

Urgently Needed Services are Covered Services provided when you are temporarily* absent from the M+C Plan’s Service Area (or, under unusual and extraordinary circumstances, provided when you are in the Service Area but your Contracting Medical Group is temporarily unavailable or inaccessible) when such services are medically necessary and immediately required
· as a result of an unforeseen illness, injury, or condition; and 
· it is not reasonable given the circumstances to obtain the services through your Contracting Medical Group.
*A temporary absence is an absence from the Service Area lasting not more than 6 months. 

You may seek care from a Hospital emergency room, other medical facility or doctor.  If you must visit a provider, facility or Hospital for Urgently Needed Services when outside the Service Area, you should contact [[name of M+C Organization], PCP, Contracting Medical Group] within forty-eight (48) hours or as soon as reasonably possible, so that [we, he/she] can be involved in the management of your care.  While we prefer that you return to the Service Area to receive follow-up care through your PCP, medically necessary follow-up care will be covered out of the Service Area when the care required continues to meet the above definition of Urgently Needed Services, or if your return to the service area would jeopardize your life or health.

Remember, if you receive services from Non-Contracting Medical Providers without Prior Authorization, except for Emergency Services or Urgently Needed Services, neither [name of M+C Plan] nor Medicare will pay for those services.

Refunds for Emergency, Urgently Needed, or Out-of-Area Dialysis Services Paid by Membertc \l2 "Refunds for Emergency or Urgently Needed Services Paid by Member
Providers should submit bills to [name of M+C Organization] for payment. However, if you paid for any Emergency Services, Urgently Needed Services, or Out-of-Area Renal Dialysis services obtained from Non-Contracting Medical Providers, you should submit your bills to [name of M+C Organization] for payment. Bills should be submitted to the following address:

HMO

P.O. Box xxxx

Somewhere, State xxxxx-xxxx

If you have questions about any bills, contact Customer Service at 1-800 XXX-XXXX [include TTY # for the “hearing impaired” - list hours of operation for both #s]

Right to Appealtc \l2 "Right to Appeal
We will give you a written notice every time we do not allow or fully pay for a service.  If [name of M+C Organization] or your Contracting Medical Group will not pay for, does not allow, or stops a service that you think should be covered or provided, you can file an appeal.  If you think your health could be seriously harmed by waiting for a decision about authorization for a service, ask for an expedited decision.  See Section 9 for more information.

Section 7 - Premiums & Paymentstc \l1 "Section 7 - Premiums & Payments
As a member of [name of M+C Plan], you have the following financial obligations:

(Specific Copayment/Coinsurance, Deductible and Premium amounts are listed in Section 16.)

· Copayment -- The amount that you pay for each medical service you get, such as a doctor visit.  It is a set amount per visit.  All Copayments shall be paid at the time of service.

· Coinsurance – A percentage of the cost of the service that you have to pay.

· Deductible – The amount you must pay for health care, before [name of M+C Plan] begins to pay. 

· Medicare Part A Premium -- Most Medicare beneficiaries are automatically entitled to Medicare Hospital Insurance (Part A).  If you are not entitled to Medicare Part A, and you have purchased Part A through Social Security, you must continue to pay your Medicare Part A Premium.  If you would like to purchase Part A from Social Security, please call your local Social Security Office or call 1-800 772-1213 toll free.  For the hearing impaired, the toll-free number for Social Security is 1-800 325-0778.

· Medicare Part B Premium -- A monthly premium paid to Medicare to cover Supplemental Medical Insurance (Part B). As a [name of M+C Plan] member you must continue to pay your Medicare Part B Premium. If you receive a Social Security annuity check, this premium is usually automatically deducted from your check.  Otherwise your Premium is paid directly to Medicare by you or someone on your behalf (such as your State Medicaid agency).

· [Name of M+C Plan] Part A "Equivalent" Benefit Premium – If you have purchased an "Equivalent Part A Benefit" from us in the past, you must continue to pay this amount to continue your coverage, provided that your membership with us started prior to January 1, 1999.  The 2001 monthly premium for the [name of M+C Plan] Part A Equivalent Benefit Premium is $___.

NOTE:  If you are enrolled in Part B only and not entitled to Part A and you disenroll from [name of M+C Plan], you will not be eligible to re-enroll in [name of M+C Plan] or any other Medicare+Choice Plan until you are eligible for Part A coverage and meet other eligibility criteria. 

· [Name of M+C Plan] Monthly Plan Premium --  [name of M+C Plan’s] plan premium is  $ __/ month and is due [on the first of each month].  This is the amount of the plan premium for individuals not purchasing a Part A Equivalent Benefit from [name of M+C Organization].  The plan premium can be paid either by [provide names of programs].

For details on disenrollment for non-payment of premiums, please see Section 8.

Your Premium Payment Options

tc \l2 "Your Premium Payment Options
As a [name of M+C Plan] member, you have [two] options for paying your monthly plan premium, or any other premiums that may be associated with Optional Supplemental Benefits or your [name of M+C Plan] Part A Equivalent Benefit Premium. These are the [provide names of programs].  If you are interested in the [name of option], [insert specific directions for each option].  

If you have any questions regarding your plan premium payment choices, please call [Insert  phone number include TTY # for the “hearing impaired” - list hours of operation for both #s]

[Add any additional specific information, such as mailing of new coupon books, timing of payments, e.g., date due, consequences of not paying on time, etc.]

Changes in Plan Premiums 

Increases in plan premiums and/or decreases in your level of coverage are only allowed at the beginning of each contract year (which is based on the calendar year).  These changes must be approved by HCFA.  There will be no benefit changes during the contract year unless they are to your advantage. You will get a written notice by October 15 of any changes for the new contract year. 

Section 8 - Disenrollment From [name of M+C Plan] tc \l1 "Section 8 - Disenrollment From [name of M+C Plan] 
Voluntary Disenrollmenttc \l2 "Voluntary Disenrollment
You may choose to end your membership in [name of M+C Plan] for any reason.  If you want to disenroll, write a letter or complete a disenrollment form and send it to the [name of M+C Organization] Customer Service Department. You may also disenroll through any Social Security Administration or Railroad Retirement Board office or you can call 1 (800) MEDICARE.

The date of your disenrollment will depend on when your request to disenroll is received. 

In general, requests to disenroll received on or before the 10th of the month are effective the first day of the next month. Requests to disenroll that are received after the 10th of the month will be effective the first day of the second month after they are received. For example, if [name of M+C organization] receives your disenrollment request on June 10, your Effective Date would be July 1. If your request was received on June 11, your Effective Date would be August 1.

There is an exception to this general rule. Disenrollment requests received between November 1 and November 10 are usually effective December 1. However, since the month of November is also the Annual Election Period, you can ask for a January 1 effective disenrollment date.

Even though you have requested disenrollment, you must still get all routine services from [name of M+C Plan] Contracting Medical Providers until you are notified of the effective date of your disenrollment. [Name of M+C organization] will send you a letter that confirms when your disenrollment is effective. 
You will be covered by Original Medicare after you disenroll from [name of M+C Plan] unless you have joined another Medicare Managed Care Plan.
Moves or Extended Absences From [name of M+C Plan] Service Areatc \l2 "Moves or Extended Absences From the [name of M+C Plan] Service Area
Please make sure you tell us if you are planning to leave the [name of M+C Plan] service area.

If you move permanently out of the [name of M+C Plan] service area, we must disenroll you from [name of M+C organization] when you move.  [M+COs insert as appropriate: However, you may be able to continue to get benefits if you move to or are in the plan’s continuation area.]
In general, if you will be out of the service area for more than 6 continuous months, your extended absence from the plan service area is considered to be a permanent move and we must disenroll you from [name of M+C Organization]  [M+COs insert as appropriate:  , unless you have moved into our continuation area and chosen to remain a member]. 

[M+C Organizations should modify the following paragraph based on whether they have traveler’s/visitor’s policies] If you leave the [name of M+C Plan] service area for an extended absence (and have not yet been disenrolled as described above), the only services that will be covered outside of our service area will be Emergency Services, Urgently Needed Services, Out-of-Area Dialysis and prior authorized referrals. All other services must be received from a [name of M+C Plan] provider in the [name of M+C Plan] service area, or else they will not be covered. 

[Name of M+C Organization] currently has M+C Plans in the following [states/counties]: XX, XX, XX, XX, XX, XX,  and XX.  If you are moving outside of your [name of M+C Plan] service area, you may be able to enroll in a different M+C Plan offered by [name of M+C Organization] in your new location.  Plan premiums, copayments/coinsurance and covered services may be different from one area to another, so please contact [name of M+C Organization] Customer Service at 1-800-XXX-XXXX [include TTY # for the “hearing impaired” - list hours of operation for both #s] for information and help completing any necessary paperwork.  You may also call 1-800-MEDICARE for information on other plans available in your new area, or visit HCFA’s website on the Internet at www.medicare.gov.

Coverage That Ends During an Inpatient Hospital Stay

If your coverage under [name of M+C Organization] ends while you are an inpatient in a hospital (or hospital unit), [name of M+C Organization] may be responsible for the inpatient services until the date of your discharge. We have Customer Service Representatives available at [1-800-xxx-xxxx - include TTY # for the “hearing impaired” - list hours of operation for both #s] who can tell you if we are responsible for your inpatient services.
[Name of M+C Organization] is not responsible for services, other than inpatient hospital services, furnished on or after the effective date of your disenrollment. 
Involuntary Disenrollmenttc \l2 "Involuntary Disenrollment
[Name of M+C Organization] must disenroll you from [name of M+C Plan] if: 

1. You move out of the service area and do not voluntarily disenroll [or choose continuation of coverageA];

2. You do not have Medicare Part A and/or Part B; or

3. The contract between [Name of M+C Organization] and HCFA under which [name of M+C Plan] is offered is terminatedC, or the [name of M+C Plan] service [or continuation] area is reduced.A 

[Note: M+COs that offer the option to continue enrollment to individuals affected by a service area reduction (when there is no other M+C plan in the area) must mention this option].

[Name of M+C Organization] may disenroll you from [name of M+C Plan] under the following conditions: 

1.  If you give us fraudulent information or make misrepresentations on your individual enrollment form which affects your eligibility to enroll in [name of M+C Plan] A,B;

2.
If you are disruptive, unruly, abusive, or uncooperative so that your membership in [name of M+C Plan] seriously impairs our ability to arrange covered services for you or other individuals enrolled in the plan.  Involuntary disenrollment on this basis is subject to prior approval by HCFAA;

3.
You allow another person to use your [name of M+C Plan] membership card to get covered servicesA,B;  or

[Note to M+COs: Include the following as applicable.]

4.
You do not pay the plan basic [or optional supplemental, if applicable] premiums.  We will notify you of a 90-day grace period to pay the premiums before you are disenrolledA.

A Disenrollment can only occur after we have told you in writing why you are being disenrolled and given you information on [name of M+C Organization’s] grievance process. 

B Requires a referral to the Inspector General and may result in criminal prosecution;

C The Medicare+ Choice contract with HCFA may be renewed annually. At the end of each contract year, either HCFA or the M+C Organization can decide whether to renew the contract. If either HCFA or the M+C Organization decides not to renew the contract at the end of the year, you will get a minimum ninety (90)-day notification before the end of the contract.  If HCFA ends the contract before the end of the year, you will usually get a minimum thirty-(30)-day notification.  There may be situations, like in the case of an immediate termination, when HCFA is not able to provide a 30-day notice.  In any event, you will get information about all of your options.  For example, there may be other Medicare Managed Care Organizations that offer Managed Care Plans in the area that you can join, or you may want to return to Original Medicare and possibly get supplemental health insurance, like a Medigap policy. Whether you enroll in another Managed Care Plan or not, there will be no gap in your Original Medicare coverage.  Until you join another Medicare Managed Care Plan or return to Original Medicare coverage, you will still be a member of [name of M+C Plan].

Until we tell you in writing that you have been disenrolled, you are still considered a [name of M+C Plan] member and must continue to get routine covered services from Contracting Medical Providers.  Neither the [name of M+C Plan] nor Medicare will pay for services you get from Non-Contracting Medical Providers, except for Urgently Needed Services, Emergency Services [anywhere in the world], Out-of-Area Dialysis Services, and referrals that have received prior approval.
Review of Termination and Reinstatement tc \l2 "Review of Termination and Reinstatement 
No member will be disenrolled because of the member’s health status.  Any member who believes he/she was disenrolled by the [name of M+C Organization] because of the member's health status should contact their local HCFA Regional Office at:

Health Care Financing Administration

[Insert address and phone # of local Regional Office.]

[NOTE TO HEALTH PLAN: In the event there are specific State requirements related to involuntary disenrollment and/or if M+CO members have additional rights through a State mandated grievance process when involuntary disenrollment is initiated, please list those additional rights here.]

Section 9 - Appeal and Grievance Procedurestc \l1 "Section 9 - Appeal and Grievance Procedures
As a [name of M+C Plan] Member, you are encouraged to let us know if you have concerns or experience any problems with [name of M+C Plan].  We have Customer Service Representatives available at [1-800-xxx-xxxx - include TTY # for the “hearing impaired” - list hours of operation for both #s] to help you with your questions and concerns.  

You can use the procedures described in this section if you have an appeal or grievance that you want to submit to [name of M+CO] for review and resolution.  These procedures include:

· General Information on Medicare Appeals Procedures

· Medicare Standard Organization Determinations and Appeals Procedures

· Medicare Expedited/72-Hour Determinations and Appeals Process

· The [Name of M+C Organization] Grievance Procedure

· Peer Review Organization (PRO) Immediate Review Of Hospital Discharges

· PRO Quality of Care Complaint Procedure

[If applicable, add other procedures you offer or state required procedures, e.g., arbitration procedures or state-regulated complaint hotline, to the extent that they’re not pre-empted by Federal law.]
General Information on Medicare Appeals Procedurestc \l2 "General Information on Medicare Appeals Procedures
As a member of [name of M+C Plan], you have the right to appeal any decision about our failure to approve, furnish, arrange for, or continue, what you believe are covered services or to pay for services that you believe we are required to pay (including non-Original Medicare covered Benefits) under [name of M+C Plan].  

Coverage decisions that you can appeal include decisions with respect to:

· Payment for Emergency Services, Post-Stabilization Care, or Urgently Needed Services;

· Renal Dialysis services out-of-area;

· Payment for any health services furnished by a Non-Contracting Medical Provider or Facility that you believe are covered under Original Medicare or should have been arranged for, furnished, or reimbursed by [name of M+C Organization];
· Services you have not received, but which you feel [name of M+C Organization] is responsible to pay for or arrange; 
· Discontinuation of a service that you believe is still medically necessary. 

In addition, you have the right to appeal if [name of M+C Organization] fails to approve, furnish, arrange for or provide payment for services in the time frames discussed below or to provide you with notice in the time frames discussed below of our decision to approve, furnish, arrange, continue, or pay for such services such that a delay would adversely affect your health.

Upon request, you have a right to access your case file as part of the appeals process.

Medicare Standard Organization Determination and Appeals Procedurestc \l2 "Medicare Standard Organization Determination and Appeals Procedures
An organization determination is any decision on behalf of the [name of M+C Organization] as to whether [name of M+C Plan] will make payment or authorize a medical service.  

For example, if you request a service from your PCP (or from a specialist or other provider) you have been authorized to see, or if that PCP or specialist or other provider specifically requests authorization for a service for you from [name of M+C Organization] [or your Contracting Medical Group or IPA], it is a request for an organization determination on the service. 

If you request in writing to [name of M+C Organization] [or your Contracting Medical Group or IPA] at [address] that [we/they] make payment for a service you have already received, it is a request for a [name of M+C Organization] organization determination on the payment.

In the case of a Standard Organization Determination, [name of M+C Organization]  [or your Contracting Medical Group or IPA] must make a determination (decision) on your request for payment or request for services within the following time frames:

· Request for Service.  If you request services, or require Prior Authorization or a Referral for services, [name of M+C Organization]  [or your Contracting Medical Group or IPA] must make a decision as expeditiously as your health requires, but no later than fourteen (14) calendar days after receiving your request for service.  An extension of up to fourteen (14) calendar days is permitted, if you request the extension or if we justify a need for additional information and the extension of time benefits you. For example, we [or your Contracting Medical Group or IPA] might need additional medical records from Non-Contracting Medical Providers that could change a denial decision. When we take an extension, you will be notified of the extension in writing. If you disagree with our decision to take an extension, you can file a grievance.

Note: There are also expedited appeals, which are described below in the section titled “Expedited/72 Hour Organization Determination and Appeal Process.” 

· Requests for Payment.  If you request payment for services already received, [name of  M+C Organization ][or your Contracting Medical Group or IPA] will usually make a decision on whether or not to pay the claim no later than thirty (30) calendar days from receiving your request, but in no case will this period exceed sixty (60) days. 

[Name of M+C Organization]  [or your Contracting Medical Group or IPA] must notify you in writing of its determination to approve or to deny in whole or in part your request for services of for payment of services within the time frames listed above.  If we deny your request, the notice must state the reasons for the denial and also must inform you of your right to file an appeal.  If you have not received such a notice within fourteen (14) calendar days of your request for services, or within sixty (60) days of a request for payment, then the failure to receive a notice is the same as a denial and you may file an appeal.

If you do not agree with the decision made by [name of M+C organization] you may appeal. There are two kinds of appeals you can file.  There is a standard appeal and an expedited appeal process.

If you decide to proceed with the Standard Appeals/Reconsideration Process, the following steps will occur:

1.
You must submit a written request for a reconsideration of the decision to [name of M+C Organization]  [department name; e.g., Appeals and Grievance Unit] at [address]. 


 You may also send your request for an appeal to the Social Security Administration office (or, if you are a railroad retirement beneficiary, to a Railroad Retirement Benefits Office). Please note that if the Social Security Administration Office or the Railroad Retirement Board office receives your written request for an appeal, they will forward the request to us.  Therefore, the timeframe within which we must conduct our review begins when we receive the request. 

You must submit your written request within sixty (60) calendar days of the date of the notice of the initial decision. 

Note: The sixty (60)-day limit may be extended for good cause.  Include in your written request the reason why you could not file within the sixty (60)-day time frame.

2.
[Name of M+C Organization]  will conduct a reconsideration of the decision and notify you in writing of the decision, using the following time frames:

· Request for Service.  If the appeal is for a denied service, we must notify you of the reconsideration decision as expeditiously as your health requires, but no later than thirty (30) days after we receive your appeal.  We may extend this time frame by up to fourteen (14) calendar days if you request the extension or if we justify the need for additional information and how the extension of time benefits you.  For example, if we [or your Contracting Medical Group or IPA] need additional medical records from Non-Contracting Medical Providers that could change a denial decision.  Again, we must make a decision as expeditiously as your health requires, but no later than the end of any extension period. When we take an extension, you will be notified of the extension in writing. If you disagree with our decision to take an extension, you can file a grievance.

· Request for Payment.  If the appeal is for a denied claim, we, [name M+C Organization] must notify you of the reconsideration determination no later than sixty (60) days after receiving your request for a reconsideration determination.  

Please note: Our reconsideration decision will be made by a person(s) not involved in the initial decision. All reconsiderations of adverse organization determinations based on “lack of medical necessity” must be made by a physician with appropriate expertise in the field of medicine appropriate for the services at issue. However, that physician need not be of the same specialty or subspecialty as the treating physician.  You or your authorized representative may present or submit relevant facts and/or additional evidence for review either in person or in writing to [name of M+C Organization].
3.
If we decide fully in your favor on a request for a service, we must provide or authorize the requested service as expeditiously as your health requires, but no later than thirty (30) calendar days of the date we received your request for reconsideration (or no later than upon expiration of an extension).  If we decide fully in your favor on a request for payment, we must make the requested payment within sixty (60) days of the date we received your request for reconsideration.

4.
If we decide to uphold our original adverse decision, either in whole or in part, or if we fail to provide you with a decision on your reconsideration within the relevant time frame, we will automatically forward your case file to an independent review entity for a new and impartial review. The Center for Health Dispute Resolution (CHDR) is the current independent review entity contracted by HCFA to review appeals involving M+C organizations like [name of M+CO].  We must send CHDR the file within 30 days of a request for services and within 60 days of a request for payment.  CHDR will either uphold or reverse our decision.  If we forward the case to CHDR, we still must notify you of our decision within the relevant time frames discussed above.

For cases submitted for review, CHDR will make a reconsideration decision and notify you in writing of their decision and the reasons for the decision. 

5.  
If CHDR decides in your favor and reverses our decision the following must occur:

Request for service:

If CHDR decides in your favor, we must authorize the service under dispute within 72 hours from the date we receive CHDR's notice reversing our decision, or provide the service under dispute as expeditiously as your health condition requires, but no later than 14 calendar days from date of CHDR's notice.

Request for Payment:  

If CHDR decides in your favor, we must pay for the service no later than 30 calendar days from the date we receive CHDR’s notice reversing our decision.

If CHDR does not rule fully in your favor, there are further levels of appeal.
6.
If there is at least $100 in controversy, you may request a hearing before an administrative law judge (ALJ) by submitting a written request directly with CHDR, or to [name of M+C Organization] or the Social Security Administration, within sixty (60) days of the date of CHDR’s notice that the reconsideration decision was not in your favor.  (This sixty-(60) day notice may be extended for good cause.) If you submit your request for an ALJ hearing to us or to the Social Security Administration, we will forward it  to CHDR.  CHDR will then forward your ALJ hearing request and your reconsideration file to the ALJ hearing office.   [Name of M+C Organization] will also be made a party to the appeal at the ALJ level.

7.
If you or we disagree with the ALJ's decision, either may request a review of an ALJ decision by the Departmental Appeals Board (DAB), which may either review the decision or decline review.

8.
If the amount involved is $1000 or more, either you or [name of M+C Organization] may request judicial review if a decision has been made by the DAB, or if the DAB has declined review of the ALJ’s decision.

9.
Any initial or reconsidered decision can be reopened by the entity that made the decision (that is, [name of M+C Organization], CHDR, the ALJ, or the Departmental Appeals Board)  within twelve months, within four years for good cause (such as for clerical errors), or at any time if obtained by fraud or similar fault.

10. Unless it is re-opened, the reconsidered determination is final and binding upon the M+C Organization.  If your dispute involves a benefit determination, the M+C Organization cannot offer any other dispute resolution process except what is required by law.

Expedited/72 -Hour Organization Determination and Appeal Process tc \l2 "Medicare Expedited/72 -Hour Determination and Appeal Procedure
General Information:

You have the right to request and receive expedited decisions affecting your medical treatment in Time-Sensitive situations. 

· If [name of M+C Organization]  [or your Contracting Medical Group or IPA] decides, based on medical criteria, that your situation is Time-Sensitive or if any physician makes the request for you or calls or writes in support of your request for an expedited review, we will issue a decision as expeditiously as your health requires, but no later than seventy-two (72) hours after receiving the request. 

We may extend this time frame by up to fourteen (14) calendar days if you request the extension or if we justify the need for additional information and how the extension of time benefits you.  For example, if we [or your Contracting Medical Group or IPA] need additional medical records from Non-Contracting Medical Providers that could change a denial decision.  Again, we must make a decision as expeditiously as your health requires, but no later than the end of any extension period.

Types of Decisions Subject to Expedited/72-Hour Review
Expedited Organization Determinations.  If you believe you need a service, or continue to need a service, and you believe it is a Time-Sensitive situation, you or any physician (including a physician with no connection to [name of M+C Organization]) may request that the decision be expedited.  If [name of M+C Organization] decides that it is a Time-Sensitive situation, or if any physician states that it is one, we will make a determination on your request for a service on an expedited/72-hour basis (subject to an extension as discussed above).  Please see page [insert page #] on how to file an expedited determination and how your request is processed.

Expedited Appeals.  If [name of M+CO] denies your request for a service, you may choose to submit an appeal under the expedited appeal process if you believe it is a Time-Sensitive situation.  

If you choose the expedited appeal process the following must occur:

If any doctor asks for an expedited appeal for you, or supports you in asking for one, we will automatically make a decision on your appeal on an expedited/72-hour basis.

We may extend this time frame by up to fourteen (14) calendar days if you request the extension or if we need additional information, and the extension of time benefits you.  For example, if we [or your Contracting Medical Group or IPA] need additional medical records from Non-Contracting Medical Providers that could change a decision.  Again, we must make a decision as expeditiously as your health requires, but no later than the end of any extension period.

If you ask for an expedited appeal without support from a doctor, we will decide if your health condition requires us to make a decision on your appeal on an expedited basis.  If we do not give you an expedited appeal, we will give you prompt verbal notice followed by written confirmation within three (3) calendar days that your appeal will be decided within the time frame for a standard appeal (30 calendar days).  If you disagree with our decision not to give you an expedited appeal, you can file a grievance with us.  Please see below for how to file a grievance.

Examples of service decisions which you may appeal on an expedited basis, when you believe it is a Time-Sensitive situation, include the following:

· If you received a denial of a service you requested;

· If you think services are being discontinued too soon; 

· If you think you are being discharged from a Skilled Nursing Facility too soon; 

· If you think your Home Health care is being discontinued too soon;

· If you think you are being discharged from a hospital too soon and you have missed the deadline for a Peer Review Organization (PRO) review.

The procedures for requesting and receiving an expedited organization determination or an expedited appeal are described below.  Please note that the expedited procedures do not apply to request for payment of services already furnished.

How to Request an Expedited /72-Hour Review

[Note to M+COs: If your organization has delegated the review decision to a physician group, replace references to the M+C Organization with references to the physician group]

To request an expedited/72-hour review, you, any physician, or your authorized representative may call, write, fax or visit [name of M+C Organization].   Be sure to ask for an expedited/72-hour review when you make your request.

Call:

1-800-XXX-XXXX 

            [Include Automated Attendant Option if applicable]
TDD/TTY 
1-800-XXX-XXXX

            [Business Hours]

Write:      
[Expedited 72-Hour Review Unit]

P.O. Box XXXX


City, State, Zip

 Fax:

1-800-XXX-XXXX


Attention:  [Expedited 72-Hour Review Unit]

[Business Hours]
Walk-in:

M+C Organization Customer Service Center

[Address]

[City, State,  ZIP]

[Business Hours]
How Your Expedited Review Request Will be Processed

1.  
Upon receiving your request for an expedited decision [name of M+CO]  [or your Contracting Medical Group or IPA] will determine if your request meets the definition of Time-Sensitive.

· If your request for an Expedited Organization Determination does not meet the definition, it will be handled as expeditiously as your health requires, but no later than fourteen (14) calendar days after receiving your expedited request for service. 
· If your request for an Expedited Appeal does not meet the definition, it will be handled as expeditiously as your health requires, but no later than thirty (30) calendar days after we receive your expedited appeal request.  
You will be informed by telephone or in person whether your request will be processed through the expedited seventy-two (72) hour review or the standard review process. You will also be sent a written confirmation within three (3) calendar days of the phone call or personal contact.  If your request for an expedited appeal decision has been denied, our written confirmation to you will include notification that if you resubmit your request with a statement of your doctor’s support for expedition, your request will automatically be expedited by the organization.

If you disagree with [name of M+C Organization’s] decision to process your request within the standard time frame, you may file a grievance with [name of M+C Organization].  The written confirmation letter will include instructions on how to file a grievance.  
· An extension up to fourteen (14) calendar days is permitted for a 72-hour request for organization determination/appeal, if you ask for the extension, or we need more information and the extension of time benefits you.  For example, if you need time to provide us with additional information or if we need to have additional diagnostic testing completed.

2.
Your request must be processed as expeditiously as your health requires but no later than seventy-two (72) hours if any physician calls or writes in support of your request for an expedited/72-hour review (unless an extension is granted), and the physician indicates that applying the standard review time frame could seriously jeopardize your life or health or your ability to regain maximum function.

3.  
[Name of M+C Organization] will make a decision on your request for an organization determination or appeal and notify you of a decision within 72-hours of receipt of your request. 


When you request an expedited determination/appeal, if you do not hear from us within 72 hours of your request, you can assume that your request has been denied. 

a. For an expedited determination, our failure to notify you in a timely manner - within 72 hours - constitutes a denial which you may appeal.

b. For an expedited appeal, if we fail to notify you in a timely manner – within 72 hours – your request will automatically be forwarded to CHDR.

4.   If on reconsideration of decision, [name of M+C organization] decides fully in your favor on a request for a service, we must authorize or provide the requested service under dispute as expeditiously as your health condition requires but no later than 72 hours after we receive your request for a reconsideration (or no later than upon expiration of an extension discussed above). 

5.  If we decide to uphold the original adverse decision, either in whole or in part, we will forward your entire case file to CHDR for an impartial review as expeditiously as your health requires, but no later than 24 hours after our decision.  CHDR will send you a letter with their decision within seventy-two (72) hours after they receive your case from us, or at the end of up to a fourteen (14) calendar day extension.

If CHDR decides in your favor and reverses our decision the following must occur:

If CHDR decides in your favor, we must authorize or provide the service under dispute as expeditiously as your health condition requires but no later than 72 hours from the date we receive CHDR's notice reversing our decision. 

If CHDR does not rule fully in your favor, there are further levels of appeal as discussed above.

Who May File An Appeal 

As discussed above, [name of M+C Organization] has a standard organization determination and appeals procedure and an expedited organization determination and appeals procedure.  

1.
You may file an appeal or have someone else file the appeal for you on your behalf.  Any physician may file an expedited appeal on your behalf.

2.   You may appoint an individual to act as your representative to file the appeal for you by following the steps below:

   a.
Give us your name, your Medicare number and a statement which appoints an individual as your representative.  For example:  I __[your name]__ appoint __[name of representative]__ to act as my representative in requesting an appeal from the M+C Organization and/or the Health Care Financing Administration regarding the denial or discontinuation of medical services.

    b.   You must sign and date the statement.

    c.   Your representative must also sign and date this statement unless he/she is an attorney.

    d.   You must include this signed statement with your appeal. 

3.
A Non-Contracting Physician or other Provider who has furnished you a service may file a standard appeal of a denied claim if he/she completes a waiver of payment statement which says he/she will not bill you regardless of the outcome of the appeal.

Supporting your Appeal
[Name of M+C Organization] is responsible for gathering all necessary medical information relevant to your request for reconsideration (appeal).  However, it may be helpful to include additional information to clarify or support your request.  For example, you may want to include in your appeal request information such as medical records or physician opinions in support of your request.  To obtain medical records, you may send a written request to your PCP.  If your medical records from a Specialist are not included in your medical record from your PCP, you may need to make a separate request to the Specialist who provided medical services to you.

You have the opportunity to provide additional information in person or in writing.  In the case of an expedited decision or appeal, you or your authorized representative may submit evidence, in person, via telephone, or in writing transmitted by FAX at the address and telephone number referenced above under the expedited/72-hour review procedure.  (Please call the M+C Organization if you need additional information or help understanding the procedures for submitting evidence to support your appeal.)

Assistance With Appeals
Regardless of whether you file a standard appeal or ask for an expedited review, you can have a friend, lawyer or someone else help you. [Name of M+CO] Customer Service Department is available to help you from [list hours of operation] by calling [1-800-xxx-xxxx - include TTY # for the “hearing impaired”].  There are lawyers who may be willing to not charge a fee unless you win your appeal. Groups such as lawyer referral services can help you find a lawyer. There are also groups, such as legal aid services, that will give you free legal services if you qualify. You may want to contact the [Legal Agency Name] [phone number], or the [Legal Agency Name] at [phone number] [include TTY # for the “hearing impaired”(if one is available) - list hours of operation for both #s.]

If you have questions regarding these rights, please call [name of M+C Organization] Customer Service at 1-800-XXX-XXXX [include TTY # for the “hearing impaired” - list hours of operation for both #s.]

CHDR Reopening

A reopening is not an appeal right.  Any of the parties to a reconsidered determination may request a reopening, however, granting a reopening is solely at CHDR’s discretion.  The party requesting a reopening must clearly state in writing the basis on which the request is made.

All CHDR determinations advise the parties of the standards for reopening of the case file by CHDR.  A reopening may be requested by any party to the determination if the party believes one of the following grounds for reopening is applicable:

(1) error on the face of the evidence by CHDR in its review;

(2) fraud;  or,

(3) new and additional information that was not available at the time CHDR made its initial determination in the case.

An M+C Organization’s request for a reopening does not relieve the M+C Organization of the responsibility to comply with CHDR’s decision within the required time frames.

[Name of M+C Plan’s] Grievance Procedurestc \l2 "[Name of M+C Organization]  Grievance Procedures
You should use the [name of M+C Organization] Grievance Procedure (discussed below) for complaints that do not involve coverage decisions such as those set forth above.  If you have a question about what type of complaint process to use, please call Customer Service at [1-800-xxx-xxxx - include TTY # for the “hearing impaired” – list hours of operation for both #s].

As an M+C plan member, you have the right to file a complaint -- also called a grievance -- about problems you have, including:

· Complaints about the quality of services that you receive;

· Complaints about issues such as office waiting times, physician behavior, adequacy of facilities, or other similar member concerns;

· Involuntary disenrollment situations (see Section 8);

· If you disagree with our decision to process your request for a service or to continue a service under the standard 14 calendar day time frame rather than the expedited/72-hour time frame;

· If you disagree with our decision to process your appeal request under the standard 30-day time frame rather than the expedited/72 hour time frame.

We will try to resolve any complaint that you might have.  We try to solve complaints over the telephone, especially if these complaints are because of misinformation, a misunderstanding or a lack of information.  However, if your complaint cannot be resolved in this manner, a more formal member grievance procedure is available.

To use the formal grievance procedure, send your grievance in writing to the Customer Service Department.  We will write you to let you know how we have addressed your concern within [number of days] after we get your written grievance.  In some instances we will need additional time to address your concern.  If additional time is needed, we will keep you informed of how your grievance is being handled. [Include additional state-specific grievance procedures here.]  Whether you use the formal (written) or informal (telephone) grievance procedure, we must keep track of all appeals and grievances in order to report data to HCFA and to our members, upon request.

Complaints about a decision regarding payment for, or provision of, covered services that you believe are covered by Original Medicare and should be provided or paid for by the M+C Organization must be appealed through the M+C Organization’s Medicare Appeals Procedure (see above).

Peer Review Organization (PRO) Immediate Review of Hospital Dischargestc \l2 "Peer Review Organization (PRO) Immediate Review of Hospital Discharges
You have the right to get all the hospital care that is necessary for the proper diagnosis and treatment of your illness or injury. According to Federal law, your discharge date must be determined solely by your medical needs.  When you are being discharged from the hospital, you will receive a written notice of explanation called a “Notice of Non-Coverage” or "Notice of Discharge and Medicare Appeal Rights."  This document outlines your rights, and you do not have to disagree with the noncoverage determination in order to receive it.  Either [name of M+C Organization] or the hospital is required to issue this notice.  

You have the right to request a review by a Peer Review Organization (PRO) of any written Notice of Non-Coverage/Notice of Discharge and Medicare Appeal Rights that you receive from [name of M+C Organization] or from the hospital on our behalf stating that we will no longer pay for your Hospital care.  Such a request must be made by noon of the first workday after you receive the Notice.  You cannot be made to pay for the hospital care or services you received before the PRO made its decision and notified you.

The PROs are groups of health care professionals who are paid by the Federal Government to review medical necessity, appropriateness, and quality of hospital treatment furnished to all Medicare patients, including those enrolled in a managed care plan like [name of M+C Plan].  If you are concerned about the quality of care you have received while in the hospital, you may also file a complaint with the PRO in your local area. The phone number and address of the PRO for your area is: [Insert PRO address and phone number include TTY # for the “hearing impaired” (if available) - list hours of operation for both #s]

You should review your Notice of Non-Coverage/Notice of Discharge and Medicare Appeal Rights to verify the address and phone number of the PRO responsible for the hospital in which you are a patient.
If you ask for immediate review by the PRO by noon on the workday following a Notice of Non-Coverage/Notice of Discharge and Medicare Appeal Rights, you will be entitled to this process instead of the standard appeals process that is described above in this section.  You will also be protected from liability for hospital services you received before the PRO makes its decision.   Instead of PRO review you may appeal the Notice of Non-Coverage/Notice of Dischange and Medicare Appeal Rights within 60 days as discussed above by requesting that [name of M+C Organization] reconsider the decision.  The advantage of the PRO review is that you will get the results within three working days if you request the review on time.  Also, you are not financially liable for hospital charges incurred during the PRO review process.  This same protection does not apply in the case of the [name of M+C Organization] reconsideration process.

Note: You may file an oral or written request for an expedited/72-hour [name of M+C Organization] appeal only if you have missed the deadline for requesting the PRO review.  If you do not seek PRO review, however, and seek an expedited reconsideration of the Organization Determination, you will be financially responsible for the hospital costs incurred from the date the Notice of Non-coverage/Notice of Discharge and Medicare Appeal Rights is issued if the Original Determination to discharge you is upheld through the appeal process.  Specifically state that you have missed the immediate PRO review deadline, you want an expedited (or 72-hour) appeal and that you believe your health could be seriously harmed by waiting for a standard appeal.

Peer Review Organization Quality of Care Complaint Process

If you are concerned about the quality of care you have received, you may also file a complaint with the PRO in your local area.  (The name, address and telephone number of your local PRO are listed above.)   

Section 10 - Advance Directives: Making Your Health Care Wishes Knowntc \l1 "Section 10 - Advance Directives: Making Your Health Care Wishes Known
We are required by law to inform you of your right to make health care decisions and to execute advance directives. An advance directive is a formal document, written by you in advance of an incapacitating illness or injury. As long as you can speak for yourself, Contracting Medical Providers will honor your wishes.  But, if you become so sick that you cannot speak for yourself, then this directive will guide your health care providers in treating you and will save your family, friends and physicians from having to guess what you would have wanted.

There may be several types of advance directives you can choose from, depending on state law. They are referred to as:

· Durable Power of Attorney for Health Care,

· Living Wills, and

· Natural Death Act Declarations.

This [Insert any State specific language] form allows you to appoint an agent (family, friend or other person) whom you trust to make treatment decisions for you should there come a time you are unable to make them yourself. You can purchase the form from a stationery store or ask for a form from your Contracting Medical Provider, a [name of M+C Organization] Customer Service Representative or social worker. These are important legal documents, however, and you should consider consulting an attorney to assist you in preparing them.  [Note to M+CO: Insert the name and phone # of any local group which has been active with Advance Directives issues.]

You should provide copies of your completed directive to your:

1. PCP,

2. agent, and

3. family.

Be sure to keep a copy with you and take a copy to the hospital when you are hospitalized for medical care.

You are not required to execute an advance directive, and you will not be denied care if you do not have an advance directive.

If you believe your provider has not complied with your Advanced Directive, you may file a complaint with [List appropriate state specific agency here].

Section 11 - Coordinating Other Benefits You May Have tc \l1 "Section 11 - Coordinating other Benefits You May Have
Who Pays First?tc \l2 "Who Pays First?
You are always entitled to receive services through [name of M+C Organization]. However, Medicare law gives us the right to recover payments from certain “third party” insurance companies (described below) or from you if you were paid by one of those companies. Because of this, we may ask you for information about other insurance you may have. If you have other insurance, you can help us obtain payment from the other insurer by promptly providing the information we request.

If you are aged 65 or older and have coverage under a group health plan of an employer with twenty (20) or more employees, either based on your own current employment or the current employment of a spouse, you must use the benefits under that plan.  Similarly, if you have Medicare based on disability and are covered under a group health plan of an employer with one hundred (100) or more employees (or a multiple employer plan that includes an employer of one hundred or more employees) either through your own current employment or that of a family member, you must use the benefits under that plan.  In such cases, you will only receive benefits not covered by your employer group plan through our contract with Medicare.  

A special rule applies if you have or develop End Stage Renal Disease (ESRD).  If you have (or develop) ESRD and are covered under an employer group plan, you must use the benefits of that plan for the first thirty (30) months after becoming eligible for Medicare based on ESRD.  Medicare is the primary payer after this coordination period.  (However, if your employer group plan coverage was secondary to Medicare when you developed ESRD because it was not based on current employment as described above, Medicare continues to be primary payer.)

If any no‑fault or any liability insurance (or payment from a liable third party) is available to you, then medical benefits under that plan (or from that liable third party) must be applied to the costs of health care covered by this plan.  Where we have provided benefits and a judgment or settlement is made with a no fault or liability insurer (or liable third party), you must reimburse us.  However, our reimbursement may be reduced by a share of procurement costs (e.g., attorney fees and costs).  Workers' compensation for treatment of a work‑related illness or injury should also be applied to covered health care costs by this plan.

Coordination of benefits protects you from higher plan premiums. The end result is more affordable health care.

Section 12 - Confidentiality and Release of Informationtc \l1 "Section 12 - Confidentiality and Release of Information
Information from your medical records and information from providers or hospitals shall be kept confidential.  It will not be shared with anyone without your written consent, except as expressly permitted by applicable State and Federal laws or requirements (including review programs to achieve quality medical care and efforts to combat fraud and abuse).  

You are under no obligation to give your written consent to release to [name of M+C Organization] information from your medical records, providers and hospitals where you have received care other than as was explicitly indicated on your enrollment application.

Additionally, any personal information that you give us when you enroll in this plan is also protected and will remain confidential.  We will make sure that unauthorized individuals cannot see or change your records.

[Add any State requirements as necessary.]

Section 13 - Adding Optional Supplemental Benefitstc \l1 "Section 13 - Adding Optional Supplemental Benefits
tc \l1 "
[Note: This section is to be completed if the plan offers optional supplemental benefits.  It is intended to separately describe the benefits, plan rules, and procedures to be followed by members who elect the optional supplemental coverage.]

[Insert plan specific options and processes]

Electing Optional Supplemental Benefits
· Application Process, Effective Date, Premiums tc \l2 "Application Process, Effective Date, Premiums 
· Discontinuing Your Optional Supplemental Benefitstc \l2 "Discontinuing Your Optional Supplemental Benefits
· Refund Of Premium tc \l2 "Refund Of Premium 
tc \l2 "
Optional supplemental benefits are subject to the same appeals process as any other benefits.
Failure to Pay Premiums for Optional Supplemental Benefits

[Note on failure to pay premiums: If the M+CO elects not to take action (i.e., downgrade or disenrollment) against members who fail to pay optional supplemental premiums, it is not necessary to include this sub-section in the EOC.]

[If the M+CO elects to either downgrade or disenroll a member who fails to pay optional supplemental premiums, insert the applicable statement(s)]:
[If you fail to pay Plan Premiums for Optional Supplemental Benefits within 90-days after we notify you that premiums are overdue, we will automatically downgrade you to our basic plan.]

[If you fail to pay Plan Premiums for Optional Supplemental Benefits within 90-days after we notify you that premiums are overdue, we will automatically disenroll you from the plan.]  

[Should you decide later to re-enroll in the plan, you must pay any premiums due from your previous enrollment in the plan.]

Section 14 - General Provisions tc \l1 "Section 14 - General Provisions 
Governing Lawtc \l2 "Governing Law
This Evidence of Coverage is subject to the laws of the State of [_____] and the United States of America, including: Title XVIII of the Social Security Act and regulations promulgated thereunder by HCFA.  Any provisions required to be in this Evidence of Coverage by any of the above acts and regulations shall bind [name of M+C Organization]  and you whether or not expressly provided in this document. Furthermore, in the event of any inconsistency or conflict between this Evidence of Coverage and applicable law, the applicable law shall govern.

Member Non-Liabilitytc \l2 "Member Non-Liability
In the event [name of M+C Organization] fails to reimburse a Contracting Medical Provider’s charges for covered services or in the event that we fail to pay a Non-Contracting Medical Provider for prior authorized services, you shall not be liable for any sums owed by [name of M+C Organization].
However, if you receive services from Non-Contracting Medical Providers without prior authorization, except for Emergency Services, Urgently Needed Services, or Out-of-Area Renal Dialysis services, neither [name of M+C Plan] nor Medicare will pay for those services.  In addition, if you enter into a private contract with a Non-Contracting Medical Provider, neither [name of M+C Plan] nor Medicare will pay for those services.
[Name of M+C Organization’s] Contracting Arrangementstc \l2 "[name of M+C Organization]  Contracting Arrangements
In order to obtain quality service in an efficient manner, the [name of M+C Organization]  pays its Providers using various payment methods, including capitation, per diem, incentive and discounted fee-for-service arrangements.  Capitation means paying a fixed dollar amount per month for each member assigned to the provider. Per diem means paying a fixed dollar amount per day for all services rendered. Incentive means a payment that is based on appropriate medical management by the provider.  Discounted fee-for-service means paying the Provider's usual, customary and regular fee discounted by an agreed-to percentage. 

You are entitled to ask if we have special financial arrangements with our physicians that can affect the use of referrals and other services that you might need. To get this information, call our Customer Service Department at (800) xxx-xxxx [include TTY # for the “hearing impaired” - list hours of operation for both #s] and request information about our physician payment arrangements.

Physician-Patient Relationship

[Name of M+C Organization] does not prohibit or otherwise restrict a provider, acting within the lawful scope of practice, from advising or advocating on your behalf about:

· your health status, medical care, or treatment options;

· the risks, benefits, and consequences of treatment or non-treatment; or

· your right to refuse treatment and to express preferences about future treatment decisions.

Facility Locationstc \l2 "Facility Locations
Medical services are provided to [name of M+C Plan] members through Contracting Medical Providers, Contracting Medical Groups and IPAs, Contracting Hospitals, and Contracting Pharmacies. For a complete list of these providers, please refer to the [name of M+C Plan] Provider Directory. If you have any questions about the providers listed in the directory, please call [name of M+C Organization’s] Customer Service Department. 

The twenty-four (24) hour Emergency and/or Urgent care telephone numbers are in [state where the numbers are located, such as “in the [name of M+C Plan] Provider Directory” or “listed on your membership card”].

Noticestc \l2 "Notices
Any notice that we give to you will be in writing and either delivered personally or by United States mail to your last address known to [name of M+C Organization] .

If you want to send a notice to us, please send it to:


[name of M+C Organization]  
Attn: [insert “customer service department,” or whichever addressee is appropriate]

Address


City, State, ZIP
Section 15 – [Name of M+C Plan’s] Service Area tc \l1 "Section 15 - M+C Plan=s Service Area                           
You can enroll in this Medicare+Choice Plan and get covered services as long as you live in the area listed below: 

[If approved for entire County, include County name.  Zip Codes to be used for partially approved Counties only.]

Section 16 – [Name of M+C Plan’s] Schedule of Medical Benefitstc \l1 "Section 16 - M+C Plan=s Schedule of Medical Benefits
Note: M+C Organizations must identify services that require prior authorization through use of asterisks and footnotes.

Note: An M+C Organization may also include a column listing Original Medicare benefits.

In [name of M+C Plan], you will pay a $___ premium each month.  You will also continue to pay the Medicare Part B premium of $____ each month.

	Benefits
	What You Pay for Covered Services

	Outpatient Physician Services
Office Visits including medical and surgical care in a physician’s office or certified ambulatory surgical center;

Consultation, diagnosis and treatment by a Specialist;

Second opinion by another Contracting Medical Provider prior to surgery;

Outpatient Hospital services;

Medically necessary Eye Care;

    Medically necessary Dental Care;

Limited to surgery of the jaw or related structures, setting fractures of the jaw or facial bones, or services that would be covered when provided by a doctor.

Also list any additional benefits offered.
	List Copayments/Coinsurance.



	Outpatient Mental Health Care

 (incl. Partial Hospitalization Services)
	List Copayments/Coinsurance.

	Outpatient Substance Abuse
	List Copayments/Coinsurance.

	Outpatient Surgical Services
	List Copayments/Coinsurance.

	Emergency Services- Covered inpatient or outpatient services that are 1) furnished by a Provider qualified to furnish Emergency Services; and 2) Needed to evaluate or stabilize an Emergency Medical Condition. That is, a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, with an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in 1) Serious jeopardy to the health of the individual or, in the case of a pregnant woman, the health of the woman or her unborn child; 2) Serious impairment to bodily functions; or 3) Serious dysfunction of any bodily organ or part.


	List Copayments/Coinsurance.
[Note to Health Plan: For out-of-network services, member may not be charged more than the lesser of $50 or amount charged for in-network emergency services.]


	Urgently Needed Services – Covered Services provided when you are temporarily absent from the M+C Plan Service Area  (or, under unusual and extraordinary circumstances, provided when you are in the Service Area but your Contracting Medical Group is temporarily unavailable or inaccessible) when such services are Medically Necessary and immediately required 1) as a result of an unforeseen illness, injury, or condition; and 2) it is not reasonable given the circumstances to obtain the services through your Contracting Medical Group. 
	List Copayments/Coinsurance.


	Ambulance transportation -  

Including air, water, or ground transport 


	List Copayments/Coinsurance.

	Durable Medical Equipment and related supplies – Such as crutches, hospital bed, glucose monitor, IV infusion pump, oxygen equipment, nebulizer, and walker. 
	List Copayments/Coinsurance. 

	Prosthetic devices - such as corrective lenses needed after a cataract operation, ostomy bags, and certain related supplies and breast prostheses (including a surgical brassiere after a mastectomy). 
	List Copayments/Coinsurance.

	Outpatient Diagnostic and Therapeutic Services and Supplies

X-rays;

Outpatient radiation therapy;

Renal dialysis services (incl. Renal dialysis services when temporarily out of area);

Surgical Supplies, such as dressings; 

Supplies, such as splints and casts;

Therapeutic shoes for those with diabetic foot disease;

Diagnostic Hearing Examinations; and 

Laboratory tests


	List Copayments/Coinsurance.



	Chiropractic Services
   Limited to Medically necessary

Manual manipulation of the spine to correct subluxation.

Also list any additional benefits offered.
Routine care 
	List Copayments/Coinsurance.

List Copayments/Coinsurance.

	Podiatry Services
   Medically necessary - Covered for treatment of injuries and diseases of the feet.

Routine foot care - Covered only when the individual has certain medical conditions affecting the lower limbs.

Also list any additional benefits offered.
	List Copayments/Coinsurance.

List Copayments/Coinsurance.

	Outpatient Rehabilitation Services

Physical and Occupational Therapy and Speech and Language Therapy

Including Comprehensive Outpatient Rehabilitation Facility Services  
	List Copayments/Coinsurance.

	Hospital Inpatient Care
Semiprivate room (private if medically necessary);

Meals including special diets;

Regular nursing services;

Costs of special care units, such as intensive care or coronary care units;

Drugs and medications;

Lab tests;

X-rays and other radiology services;

Necessary surgical and medical supplies;

Use of appliances, such as wheel chairs;

Operating and recovery room costs;

Rehabilitation services, such as physical therapy, occupational therapy and speech pathology services;

Kidney transplants and pancreas transplants, under certain conditions;

Heart, liver, lung and heart/lung transplants under certain conditions; and

Blood.

Physician Services
	List days covered, restrictions such as benefit period, and Copayments/Coinsurance.

	Inpatient Mental Health Care
	List days covered, restrictions such as 190-day lifetime limit for inpatient services in a psychiatric hospital, and Copayments/Coinsurance.

[Note to Health Plan: The 190-day lifetime limit does not apply to Mental Health services provided in a psychiatric unit of a general hospital.]


	Skilled Nursing Facility Care
Semiprivate room (private if medically necessary);

Meals including special diets;

Regular nursing services;

Physical, occupational and speech therapy;

Drugs;

Blood;

Medical supplies; and

Use of appliances such as wheelchairs

Physician Services
	List days covered, restrictions such as benefit period, Copayments/Coinsurance, and whether any prior Hospital stay is required.

List Copayments/Coinsurance.

	Inpatient Services- when the inpatient stay itself is not or is no longer covered:

Physician services;

Diagnostic tests;

X-ray, radium, and isotope therapy;

Surgical supplies;

Prosthetic devises;

Leg, arm, back , and neck braces;

Outpatient physical therapy, speech therapy, and occupational therapy; and

Ambulance services
	List Copayments/Coinsurance



	Religious Nonmedical Health Care Institution (RNHCI) Services- equivalent to a hospital or extended care level of care in qualified RNHCIs. Limited to those who have elected RNHCI services.
	List days covered, restrictions such as benefit period, all applicable Copayments/Coinsurance, and whether any prior Hospital stay is required.



	Home Health Care

Home Health Agency Care 

Part-time or intermittent skilled nursing and home health aide services. This can include any number of days/week up to 35 hours combined for less than 8 hours/day; or up to 8 hours of reasonable and necessary care per day for up to 21 consecutive days or longer in certain circumstances.

Physical, occupational and speech therapy

Medical social services

Medical supplies

Physician Services

Durable Medical Equipment

Portable X-rays and EKGs

Laboratory Tests
	List Copayments/Coinsurance.

List Copayments/Coinsurance.

List Copayments/Coinsurance.

	Hospice Care
Pain relief, symptom management, and support services for the terminally ill.  Home care is provided.  Also covers necessary inpatient care and a variety of services usually not covered by Original Medicare.
	Hospice services in a Medicare-participating Hospice are reimbursed directly by Medicare when you enroll in a Medicare-certified Hospice. 

	Mammography Screening

Covered annually for women age 40 and over. 

Also list any additional benefits offered.
	List Copayments/Coinsurance.

[Note to Health Plan: You MUST include the following statement in this column: " For mammography screening you may Self Refer to..."] 

	Pap Smears

Covered once every 3 years, annually if high risk.

Also list any additional benefits offered.

	List Copayments/Coinsurance.

[Note to Health Plan: You MUST include the following statement in this column: " For a screening pap smear, you may Self Refer to. "]



	 Bone Mass Measurements

For those at risk, Medicare covers procedures to identify bone mass, detect bone loss, or determine bone quality, including a physician's interpretation of the results. 

Also list any additional benefits offered.
	List Copayments/Coinsurance



	Colorectal Screening 

Screening flexible sigmoidoscopy, every 4 years, 50 and over.  

For individuals at high risk, screening colonoscopy every 24 months.  Screening barium enema covered as an alternative to either a screening sigmoidoscopy or a screening colonoscopy, same frequency parameters apply. 

For individuals not at high risk of colorectal cancer – screening barium enema covered every 4 years. 

Also list any additional benefits offered.

	List Copayments/Coinsurance.    

	Prostate Cancer Screening
(For men age 50 and older)

Digital Rectal Exam - Once each year.

Prostate Specific Antigen (PSA) Test - Once every year.

Also list any additional benefits offered.
	List Copayments/Coinsurance.



	Diabetes Monitoring 

For all people who have diabetes (insulin and non-insulin users).  Includes coverage for glucose monitors, test strips, lancets, and self-management training.

Also list any additional benefits offered.
	List Copayments/Coinsurance.

	Immunizations

Pneumococcal pneumonia vaccine

Flu shots

Hepatitis B vaccine (for those at risk of contracting the disease).

Other vaccines for those at risk (e.g., anti-rabies vaccine for those possibly exposed to rabies). 

Also list any additional benefits offered.
	List Copayments/Coinsurance.

[Note to Health Plan: You MUST include the following statement in this column: "For flu shots you may Self Refer to..."]



	Blood – including Storage and Administration

	List Copayments/Coinsurance.

	Drugs and Biologicals
Drugs and biologicals that cannot be self-  administered;

Drugs that require DME for administration - (e.g., nebulizer, IV pump);

Hemophilia Clotting factors;

Immunosuppressive drugs for thirty-six (36) months following a Medicare covered organ transplant (N.B.:  44 months if the 36th month occurred in 2000);

Injectable drugs for the treatment of osteoporosis for the home-confined who cannot self-administer;

Antigens;

Certain oral anti-cancer drugs and anti-nausea drugs; and 

Self-administered erythropoietin (home dialysis patients).

Also list any additional benefits offered.
	· For prescription drugs on plan approved list (formulary), you pay for each prescription refill:

· $ [amount] for generic drugs for up to a [x] day supply

· $ [amount] for brand-name drugs for up to a [x] day supply

· $ [amount] for mail order drugs for up to a [x] day supply

· You are [NOT] covered for prescription drugs that are not on the plan approved list (formulary)

· There is a $ [amount] limit each [quarter/ year] for combined (formulary generic and brand) prescription drugs.

· Any unused amounts [can / cannot] be carried forward to the next [quarter / year].

· You may use [Contracting / any retail / only designated] pharmacies.

· For complete information regarding how your drug benefits are calculated, please contact [name of M+C plan] at [insert phone numbers].



	Baseline Health Assessment                        Routine Health Examination
	List Copayments/Coinsurance.

	Hearing Services
Routine hearing exam

Hearing aids

Also list any additional benefits offered.
	List Copayments/Coinsurance.

	Routine Vision Care
Frames, lenses and refractive eye exams

Original Medicare will pay for one (1) pair of eyeglasses or contact lenses after each cataract surgery with insertion of an intraocular lens.

Also list any additional benefits offered.
	List Copayments/Coinsurance.

	Health Education
[Programs focused on clinical health conditions such as hypertension, cholesterol, asthma, and special diets].
	List Copayments/Coinsurance if applicable.

	Health Promotion

[Programs designed to enrich the health and lifestyles of Members include weight management, smoking cessation, fitness and stress management.]
	List Copayments/Coinsurance if applicable.

	Dental Services 

Routine
	List Copayments/Coinsurance if applicable.


 [Note to M+C Organizations: If inpatient hospital or skilled nursing facility stays are limited by a benefit period, the following information must be added as a footnote:

A benefit period begins with the first day of a Medicare covered inpatient hospital stay and ends with the close of a period of 60 consecutive days during which you were neither an inpatient of a hospital nor of a skilled nursing facility (SNF).  Generally, you are an inpatient of a hospital if you are receiving inpatient services in the hospital.  The type of care actually received is not relevant. However, you are an inpatient in a SNF only if your care in the SNF meets certain skilled level of care standards.  This means that in order to have been an inpatient while in a SNF, you must have required skilled services on a daily basis and received daily skilled services that could, as a practical matter, only have been provided in a SNF on an inpatient basis.]
Section 17 - Exclusions: Items and Services Not Coveredtc \l1 "Section 17 - Exclusions: Services Not Covered
Any services not provided or arranged by a Contracting Medical Provider or Prior Authorized (except for Emergency Services or Urgently Needed Services) are not covered by [name of M+C Plan] or by Medicare.
In addition to any Exclusions or limitations described in the Schedule of Medical Benefits, the following items and services are limited or Excluded under [name of M+C Plan]:

[NOTE: The following services are excluded from the Original Medicare benefit package that all M+C Organizations are required to cover.  If any services below are covered as additional or supplemental benefits, they should be deleted from the list below.]

[NOTE to Health Plan: Since Original Medicare does not cover prescription medications that can be self-administered, this exclusion is provided in the event that you offer an outpatient prescription drug benefit, but do not cover these particular types of medication].

· Self-administered prescription medication for the treatment of sexual dysfunction, including erectile dysfunction, impotence and anorgasmy or hyporgasmy.

· Elective or voluntary enhancement procedures, services, supplies and medications including but not limited to: weight loss, hair growth, sexual performance, athletic performance, cosmetic purposes, anti-aging and mental performance, unless medically necessary.

· Procedures, services, supplies, and medications until they are reviewed for safety, efficacy, and cost effectiveness and approved by [name of M+C Organization] or Medicare.

· Acupuncture

· Cosmetic surgery, unless it is needed because of accidental injury or to improve the function of a malformed part of the body. Breast reconstruction is covered when following a medically necessary mastectomy.

· Custodial Care, which includes care that assists Members in the activities of daily living, like walking, getting in and out of bed, bathing, dressing, feeding and using the toilet; preparation of special diets; and supervision of medication that is usually self-administered.

· Homemaker services.

· Hospice services in a Medicare-participating Hospice are not paid for by [name of M+C Organization], but reimbursed directly by Original Medicare when you enroll in a Medicare-certified Hospice. 

· Meals delivered to your home.

· Naturopaths' services.

· Nursing care on a full-time basis in your home.

· Orthopedic shoes unless they are part of a leg brace and are included in the orthopedist’s charge, except [name of  M+C Plan] will cover therapeutic shoes for those suffering from diabetic foot disease as outlined in the Schedule of Medical Benefits for "Outpatient Medical Services."

· Supportive devices for the feet, except [name of M+C Plan] will cover orthopedic or therapeutic shoes as described above.

· Personal convenience items, such as a telephone or television in your room at a Hospital or Skilled Nursing Facility.

· Private duty nurses.

· Private room in a Hospital, unless Medically Necessary.

· Charges imposed by immediate relatives or members of your household.

· Services which are not reasonable and necessary under Original Medicare program standards.

· Reversal of sterilization procedures; sex change operations; and non-prescription contraceptive supplies and devices.  However, medically necessary services for infertility are covered.

· Emergency facility services for non-authorized, routine conditions that do not appear to a prudent layperson to be based on an emergency medical condition. 

· Surgical treatment of morbid obesity unless determined Medically Necessary by a [name of M+C Plan] Medical Director or designee.

· Radial keratotomy and low vision aids and services.

· Experimental or investigational medical and surgical procedures, equipment and medications, that are otherwise not covered by Original Medicare or covered under clinical trials.

· Dental, chiropractic and routine foot care are generally not covered under the M+C Plan or are limited according to Medicare guidelines. However, these items are available under Optional Supplemental Benefits under certain circumstances. See Section 13
[NOTE to Health Plan: If your health plan has received a specific waiver from HCFA for coverage of the limited abortion services covered by Original Medicare, you are required to provide the following disclaimer.  Please see OPL99.086 - "Medicare Coverage of Abortions."  You are also required to list the specific services you will not provide and an alternative method (telephone number) for obtaining information on the covered services that you will not provide based on moral or religious grounds.  Please contact your HCFA Central Office Plan Manager for additional information].

· Counseling or referral services which the Plan objects to based on moral or religious grounds.  The law requires us to inform both current and prospective enrollees of specific counseling and referral services that are normally part of the Medicare benefit package, but which we do not provide due to objections based on moral or religious grounds.  In the case of [name of M+CO] we will not provide counseling or referral services related to [enter the benefits for which you will not provide counseling or referral services, i.e., advance directives related to withholding nutrition/treatment, etc.].
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