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We understand care, we practice compassion.

Genesis CareLine: 866-745-CARE
Or visit us online at www.genesishcc.com.
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Our Mission at Genesis HealthCare...
We improve the lives we touch
through the delivery of high-quality health care
and everyday compassion

We understand care, we practice compassion.

For more information about Genesis HealthCare and
our Centers please call the Genesis CareLine at:
Genesis CareLine: 866-745-CARE
Or visit us online at www.genesishcc.com.
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Glossary
What Terms Mean...
Skilled Nursing Center: A facility that provides care requiring daily skilled nursing or
rehabilitation services.
Beneﬁt Period: Starts the day you are admitted to a hospital or skilled nursing center for
covered services and ends when you haven’t received covered hospital in-patient or skilled
nursing center care for 60 consecutive days.
Deductible: The amount you must pay before Medicare coverage begins.
Co-insurance: The percent of the approved charge that you have to pay:
• after you pay the Part A deductible (See chart on page 4); or
• after you pay the ﬁrst $131 deductible each year for Part B.
Co-payment: In some health plans, the amount you pay for each medical service, such as a
doctor visit.
Fiscal Intermediary: A private insurance company that has contracted with Medicare to
process bills (claims) for Medicare Part A services and some Medicare Part B bills.
Medicaid: A joint federal and state program that helps with medical costs for certain
individuals with low income and limited resources.
Medicare Carrier: A private insurance company that has contracted with Medicare to
process beneﬁciary bills (claims) for Medicare Part B services.
Medicare: The traditional per-visit arrangement that covers Part A and Part B services.
Premium: Monthly payments for health care coverage to:
• Medicare;
• An insurance company; or
• A health care plan.
Medicare Managed Care Plans: A group of health plans that include:
• HMO: Health Maintenance Organization
• POS: HMO with a Point-of-Service option
• PSO: Provider Sponsored Organization
• PPO: Preferred Provider Organization
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Medicare
What is Medicare?
Medicare is a Federal Health Insurance Program administered by the Centers for Medicare
and Medicaid Services (CMS) and is for:
People 65 years of age and older* who are eligible to collect under Social Security;
Certain younger people with disabilities; and
People with end-stage renal disease.
Medicare is a pay-per-visit arrangement. You can go to any doctor, hospital or other health
care provider who accepts Medicare. You must pay the deductible. Medicare then pays its
share and you pay your share (co-insurance). Medicare is divided into two parts: Part A
(hospital insurance) and Part B (medical insurance).
* Eligibility begins on the ﬁrst day of the month in which you turn 65.

For more information about your Medicare benefits:
• Call the Medicare toll-free help line at 1-800-MEDICARE (1-800 633-4227).
• On the Internet, go to www.medicare.gov. Your local library or senior center
may be able to help you ﬁnd this information on their computers.
• Use TTY/TDD for the speech and hearing impaired.
To apply for Medicare Beneﬁts, contact the Social Security Administration at
1-800 772-1213.

2
Financial Information Resource G8 8

11/6/2007 9:42:42 AM

Medicaid
Notice
1. During the period your Medicaid grant application is pending, Genesis will hold your
charges for services, excluding pharmacy, rendered in a pending account awaiting approval
of your application. Should your application for Medicaid be denied for any reason, you
will be responsible for payment of the charges held in the pending account.
2. For Medicaid beneﬁciaries receiving prescription drugs through Medicare Part D, you
will be responsible for payment of charges to the pharmacy during the period your
Medicaid application is pending.
3. During the period of time that your Medicaid application is pending, Genesis requires
that you or your Responsible Party make monthly payments for “Estimated Care Costs.”
4. The Estimated Care Cost, including prescription drug charges (for Medicare D
beneﬁciaries), is calculated by totaling your monthly income from all sources, including
Social Security, pensions and other sources. An amount (often referred to as a Personal
Care Allowance) is subtracted as an allowance for your personal needs.
5. Your monthly payment to Genesis while your application is pending is also based on the
type of Medicaid application you have ﬁled:
a) Resident with no spouse: contributes the Estimated Care Cost minus the
Personal Care Allowance
b) Resident with a spouse: contributes the Estimated Care Cost minus the Personal
Care Allowance. There is also a possibility that some or all of your monthly income
will be protected for the beneﬁt of your spouse (referred to as Spousal Allowance).
If you believe that this is correct, you or your Responsible Party should contact
your caseworker at the local Medicaid agency to request an estimate of the
monthly care cost amount to pay Genesis each month. Genesis will process any
necessary adjustments to your account following approval of the Medicaid grant.
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Medicaid
How to Apply
Contact your local Medicaid agency. (The Center can provide contact information
upon request.)

What’s Covered
Medicaid is a comprehensive program that will cover most of the costs of a nursing home
stay for persons applying and receiving a grant for assistance. If you are also Medicare
eligible and/or enrolled, you will be required to get your drug coverage through Medicare.
Information about covered and non-covered items is available from the Center’s oﬃce.
A Medicaid grant must be applied for by each potential recipient following procedures
established by each state’s Medicaid program.

Your Contribution
Depending on your income, you may be required to make a contribution toward the cost
of your care, which amount is determined by the local Medicaid agency responsible for
administering the program. For Medicare Part D enrollees, you will automatically receive the
Extra Help (also called the Low-Income Subsidy) available to people with limited incomes
and resources subject to guidelines established by CMS.

Who to Contact if You Have a Question or Problem
Contact your Center if your application for Medicaid is denied, a service is not covered,
or your coverage is terminated, as you may appeal to the local agency.

Retroactive Coverage
Medical bills that you received prior to your application for Medicaid may be covered by
Medicaid. Prior timeframes and levels of coverage vary by state.

Pending Medicaid Approval
As a new or existing Resident, if you require ﬁnancial assistance to pay for care and believe
you are eligible for Medical Assistance (Medicaid), you must submit an application to
your local Medicaid agency. The agency approval process takes a minimum of 45 days and
sometimes as long as six months.
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Medicare Part A
Medicare Part A: Hospital Insurance
Medicare Part A helps pay for care in hospitals, skilled nursing centers, hospice care and
some home health care. When you have been in a hospital as an inpatient for at least three
consecutive days (midnights), you must meet some requirements before your stay in a skilled
nursing center will be covered by Medicare Part A.

Medicare Part A Requirements for Skilled Nursing
Center Coverage:
•
•
•
•

A skilled nursing center is the most appropriate place for your care.
Skilled services are ordered by a physician.
Nursing and/or rehabilitation services are provided daily.
The skilled services you receive must be for:
1) A condition that was treated while you were in the hospital; or
2) A condition that arose in a skilled nursing center after your stay at the hospital.
• You must be admitted to the skilled nursing center within 30 days from your qualifying
hospital visit. Your reason for being at the center must relate to a condition that was
treated while you were in the hospital.
• You must have days available in your beneﬁt period.

Medicare Part A Covers:
•
•
•
•
•
•
•
•
•
•
•

A semi-private room
All meals, including special diets
Routine nursing services
Drugs, vaccines, lab tests and x-rays
Physical, occupational, speech and respiratory therapy
Medical supplies, appliances and certain medical equipment
Medically-related social services
Blood transfusions
Housekeeping/laundry (towels, washcloths, gowns)
Medication
Routine personal hygiene items

You are not covered for personal convenience items, private nurses, private rooms or nonambulance modes of transportation.
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Medicare Part A
Summary Medicare Part A: Covered Services for 2008

Covered Services

What You Pay

Hospital Stays

You Pay (Each Benefit Period)
• A total of $1,024 for days 1-60
• $256/day for days 61-90
• $512/day for days 91-150 (lifetime reserve days)
• All costs for each day beyond 150 days

Semi-private room, meals, general nursing
and other hospital services and supplies (but
not private nursing, a television or telephone
in your room, or a private room unless
medically necessary).

You Pay (Each Benefit Period)*
• Nothing for the ﬁrst 20 days
Semi-private room, meals, skilled nursing and • $128 per day for days 21-100
rehabilitation services, and other services and • All costs beyond the 100th day in the
beneﬁt period
supplies (after a related three-day inpatient
hospital stay).

Skilled Nursing
Center Care*

Home Health Care*
Part-time skilled nursing care, physical
therapy, speech-language therapy, home
health aide services, durable medical
equipment (such as wheelchairs, hospital
beds, oxygen and walkers), supplies and
other services.

You Pay
• Nothing for home health care services
• 20% of approved amount for durable medical
equipment (such as wheelchairs, hospital
beds, oxygen and walkers).

Hospice Care*

You Pay

Support services and pain/symptom control
for the terminally ill, usually in the home.
Also covers necessary inpatient care and a
variety of services otherwise not covered
by Medicare.

• A co-payment up to $5 for outpatient
prescription drugs and 5% of the Medicareapproved amount for inpatient respite care
(short-term care to a hospice patient so that
the usual caregiver can rest).

* If you receive Medicaid, the Medicaid Program may pay for some or all of the
payment you are responsible for under Medicare (may vary by State).
4
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Medicaid
Medicaid
Medicaid is a state health care insurance program provided at no cost to qualifying
low-income families, children and people who are elderly or have a disability.

How to Apply for Medicaid Benefits
Medicaid beneﬁts vary by state. The following provides a general overview of Medicaid as
well as information on who to call for more detailed information. If you have questions,
members of our staﬀ will be able to help you.

Who’s Eligible
Eligibility depends on your medical eligibility for nursing home care and on whether your
income and assets fall below certain levels.

Income
You should contact your local Medicaid agency to ﬁnd out whether your income makes you
eligible. If you qualify, some of your income is protected for your personal use while at the
Center (varies by state).

Assets
Your local Medicaid agency will also evaluate your assets and tell you whether you qualify.
The following are examples of things not counted as assets:
•
•
•
•
•

your house if your spouse lives there;
household goods;
a certain amount of cash;
personal property in your possession in the nursing home; and
a certain amount of money for irrevocable burial arrangements.

The value of other assets transferred from you to others within a certain number of months
prior to your need for Medicaid may be considered as available to pay for your care at
the Center.

Medicaid Asset Transfer Law
The Medicaid Asset Transfer Provisions of the Deﬁcit Reduction Act of 2005, signed into law
and eﬀective on February 8, 2006, has changed certain rules for Medicaid applicants that you
should be aware of:
• The State will require the applicant to disclose current countable assets and asset transfers
occurring within a lookback period of ﬁve years.
• The State imposes a period of ineligibility (penalty period) based on improper transfer
of assets within this lookback period.
• If a penalty period is imposed, applicants may ﬁle and be granted a request to ignore the
penalty period under certain circumstances.
• Additional asset rules may apply. Consult your local Medicaid oﬃce.
The Center will work with you and/or your legal representative to help assess your current
needs and assist you in establishing Medicaid eligibility upon your consent.
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M anaged care
Managed Care
Managed care programs are designed to make health care easier and more aﬀordable for
members. In managed care programs, the managed care company contracts with providers to
provide services to its members at a negotiated price.

Managed Care Relationships with Providers
If your Center currently participates with your managed care plan, the Center agrees to abide
by your managed care plan’s applicable administrative policies and procedures, including
but not limited to payment terms, utilization review, quality assessment and improvement,
credentialing requirements, grievance procedures, conﬁdentiality requirements and all other
state and federal programs related to your care.
Note: the Center will not accept incentives to provide less than medically necessary services
to our patients/residents from any managed care plan and will fully disclose to our patients/
residents all information regarding diagnosis, prognosis and treatment options.
You must notify the Center 30 days in advance of your intent to discontinue health
insurance coverage with the managed care plan.

Covered Charges
If your Center currently participates with your managed care plan, the Center accepts
remuneration from the Plan as payment in full when processed in accordance with the
terms and conditions of the agreement between your plan and Center. Patients/residents are
responsible for co-insurance, deductibles and co-payments.

Non-Covered Charges
If your Center currently participates with your managed care plan and services are rendered
that are not covered by your managed care plan, you are responsible for reimbursing the
Center. This includes services that are no longer medically necessary but the patient/resident
wishes to continue to receive these services.
Speak with your Center representative to discuss in detail those services which are noncovered. You will also be asked to sign a managed care ﬁnancial waiver form acknowledging
ﬁscal responsibility for such non-covered services.

Termination From Your Managed Care Plan
The Center will notify you in advance of its intent to terminate the agreement between your
managed care plan and the Center. In such a case, the Center will manage transition of your
care to another in-network facility in concert with the plan and in accordance with your
state’s insurance regulations department. In the event that you wish to remain at the Center
after the termination, you will be ﬁnancially responsible for your care.
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Medicare Part B
Medicare Part B: Medical Insurance
Medicare Part B helps pay for doctors, outpatient hospital care and some other medical services
that Medicare Part A does not cover, such as outpatient physical and occupational therapy.
Medicare Part B covers all doctor services that are medically necessary. Beneﬁciaries may receive
these services anywhere, e.g., a doctor’s oﬃce, clinic, nursing home, hospital or at home.
Medicare Part B is voluntary. If you choose to enroll in Medicare Part B, the monthly premium
is deducted from your Social Security, Railroad Retirement or Civil Service Retirement payment.
Beneﬁciaries who do not receive any of the above payments are billed by Medicare every
three months.
If you did not enroll in Medicare Part B when you were ﬁrst eligible, you can sign up during two
enrollment periods:
• General Enrollment Period
General enrollment runs January 1st through March 31st of each year. Medicare Part B
coverage is eﬀective July 1st of each year. Your monthly Medicare Part B premium may
be higher because it increases 10% for each 12-month period that you could have
enrolled, But did not.
• Special Enrollment Period
If you did not enroll in Medicare Part B because you or your spouse currently
work and have group health plan coverage through your current employer or
union, it’s not too late. The Special Enrollment Period allows you to sign up for
Medicare Part B any time you are still covered. In addition, if your employment
or group health coverage ends, you have eight months to sign up. The eight-month
period starts the month after your employment ends or the group health coverage
ends, whichever comes ﬁrst. Generally, your monthly Medicare Part B premium
is not increased when you sign up for Medicare Part B during the special
enrollment period. To enroll in Medicare Part B, contact the Social Security
Administration at 1-800-772-1213 or the Railroad Retirement Board at
1-800-808-0772. TTY for the hearing and speech impaired is 1-800-325-0778.

THERAPY PAYMENT LIMITATIONS
Eﬀective January 1, 2006, CMS imposed payment limitations on covered therapy services
provided to individuals who are eligible beneﬁciaries under Medicare Part B. Under this
ﬁnancial limitation, Medicare will pay an annual capped amount for physical and speech therapy
(combined) and an annual capped amount for occupational therapy. The Center shall provide
you with notice of the current capped amounts as appropriate and deﬁned by CMS guidelines.
Eﬀective January 2, 2007, CMS provides for an Automatic Exception Process to the
Rehabilitation Therapy Caps. The Automatic Exception Process requires the Center to submit
a claim for reimbursement in excess of the annual capped amount, attesting to the medical
necessity of the services. The Center will pursue an Automatic Exception Process to the
Rehabilitation Therapy Caps when you have exhausted the annual capped amount and the
Center feasibly can attest to medical necessity of the services.

YOUR CONTRIBUTION
Unless your therapy services are covered in whole or in part by private insurance or another
government reimbursement program (i.e. Automatic Exception Process), you are responsible
to pay the charges for all medically necessary therapy services in excess of the annual
capped amounts.
5
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Medicare Part B
Medicare Part B: Covered Services for 20081

Covered Services

What You Pay

Medical Expenses

You Pay (Each Benefit Period)

Doctors’ services (except routine medical
exams); inpatient and outpatient medical
and surgical services and supplies that are
medically necessary; physical, occupational
and speech therapy; diagnostic tests; and
durable medical equipment (DME).

• A 2008 Part B monthly premium of $96.40
or based on income (premium may be higher
if you enroll late)
• $135 deductible (paid once per year)
• 20% of approved amount after the deductible
• 50% for most outpatient mental health
• 20% of all therapy services

Clinical Laboratory Service You Pay (Each Benefit Period)
Blood tests, urinalysis and more.

• Nothing for services

Home Health Care2

You Pay

(If you do not have Medicare Part A)
Intermittent skilled care, home health aide
services, durable medical equipment and
supplies, and other services.

• Nothing for services
• 20% of approved amount for durable
medical equipment

Outpatient
Hospital Services

You Pay

Services for the diagnosis or treatment of an
illness or injury.

• A co-insurance or co-payment amount, which
may vary according to the service

Blood

You Pay

As an outpatient, or as part of a Part B
covered service.

• All costs for the ﬁrst three pints then 20%
of approved amount for additional pints
(after the deductible).

1
2

Additional Medicare Part B coverage listed on page 7.
You must meet certain conditions in order for Medicare to cover these services.
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Medicare Part D
PDP Selection Worksheet

Basic Questions
Monthly Premium
Annual Deductible
Co-Pay/Co-Insurance for Brand Name Drugs
Co-Pay/Co-Insurance for Generic Drugs
How much will the plan pay during the Coverage Gap?
Are there special policies that apply to residents of LongTerm Care or Assisted Living Facilities?
If I am dual-eligible, does this plan accept dual-eligibles
with no premium?
Medication Information

Plan Name Plan
Name

Plan Name

$
$
$
$
$

$
$
$
$
$

$
$
$
$
$

Limitations/Restrictions

Medicines

Strength

How
often?

Brand Generic

NonFormulary?
Prior Auth?
Quantity
Limits?
Substitute
Treatments?

Example: Coumadin

3 mg

1/day

X

Limit 90 Tablets None

NonFormulary?
Prior Auth?
Quantity
Limits?
Substitute
Treatments?

NonFormulary?
Prior Auth?
Quantity
Limits?
Substitute
Treatments?
None

Does not apply to Dual Eligibles.
15
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Medicare Part D
Step-by-Step Guide to PDP Selection
Step 1: Assess Your Coverage
1. Have you already selected a Prescription Drug Plan? If yes, please notify the Center
of your selection. If no, proceed to the next question.
2. Are you eligible for or enrolled in Medicare (Part A or B)? If yes, please continue with
the following steps. If no, you are not eligible for Medicare Part D.
3. Are your prescription drugs covered by insurance through a retiree plan or union or
do you have prescription drug coverage through a spouse? If yes, please contact your
Plan Beneﬁts Administrator before continuing. If no, please continue with the
following steps.
4. Are you enrolled in Medicaid? If yes, you will be automatically assigned to a plan by
CMS. As soon as you receive your plan assignment from your state provider, it is very
important that you contact the Center to conﬁrm your plan. If you also have
a retirement or union plan or other insurance (through spouse) and the drug coverage
is considered creditable coverage, please contact your Plan Beneﬁts Administrator to
avoid unnecessary discontinuation of medication and/or healthcare coverage for you or
your spouse. If no, please continue with the following steps. Be sure to conﬁrm your
physical address is the Nursing Center or Assisted Living Facility.
Step 2: Gather a Medication List
1. Use the Worksheet on the next page to make a list of all prescription drugs you are
currently taking. Be sure to include the dosage, frequency and whether the medication
is a brand name or generic.
Step 3: Assess Available PDPs
1. Use the Prescription Drug Plan (PDP) Finder to evaluate the plans available to you.
2. Use the Worksheet on the next page to assess costs and coverage.
3. Are you already enrolled? Your plan will mail an Annual Notice of Change (ANOC)
letter providing you with a summary of beneﬁts and speciﬁc changes to plans, premiums
and rules eﬀective the next calendar year. Read the information carefully as you may be
already have been reassigned to a new plan.
4. To ensure coverage by the ﬁrst of the month complete the application early in the
month to avoid missing enrollment deadlines.

Step 4: Does Your Low Income Subsidy (LIS) Still Qualify From Year to Year?
1. Did you qualify for extra ﬁnancial help this year? If yes, you will be notiﬁed as to
whether you continue to qualify for a LIS by Social Security; otherwise contact Social
Security at (800) 772-1213 with questions. If no, contact Social Security at
(800) 772-1213 or get an application for LIS at http://www.ssa.gov/prescriptionhelp.
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Medicare Part B
Medicare Part B also covers:
•
•
•
•
•
•
•
•
•

X-rays, MRIs, CAT scans, EKGs and some other diagnostic tests
Artiﬁcial limbs and eyes
Arm, leg, back and neck braces
Kidney dialysis and kidney transplants
Preventive services
Emergency care
Medical supplies: opstomy bags, splints, casts, surgical dressings and some diabetic supplies
Ambulance services (limited coverage)
Services of practitioners such as clinical psychologists, clinical social workers and
nurse practitioners
• Therapeutic shoes for people with diabetes (in some cases)
• Pneumococcal/inﬂuenza vaccines

Items and Services NOT Covered by Medicare
Part A or Part B:
Note: you may be charged for these items and services if you ask for and receive them.
Current price lists are available at each Center.
• Audiology services/hearing aids
• Beauty salon and barber shop
• Dental services/dentures
• Newspapers and other reading materials
• Optometry services/glasses
• Personal clothing and laundry
• Private room/private nurses or aides
• Special food items requested
• Telephone or television, including cable TV
• Non-medically necessary transportation by ambulance
• Non-ambulance modes of transportation, e.g., wheelchair van

Optional Supplemental Insurance
In addition to Medicare, you may purchase supplemental insurance policies (Medigap or
Medicare SELECT) for extra beneﬁts. Some policies help pay Medicare’s co-insurance
amounts and deductibles.
For further information contact:
• 1-800-MEDICARE (800-633-4227); or
• Contact your Center’s Social Services Department
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Medicare M anaged C are
Medicare Managed Care
There are some types of Medicare plans that provide health care coverage that aren’t part
of Medicare Advantage, but are still part of the Medicare program. Medicare either pays
a set amount of money for your care every month to these plans or reimburses the plan’s
reasonable cost for your care.

Covered Services
These plans may work in much the same way as the Medicare Advantage Plans. Each type of
plan has special rules and exceptions.
• Medicare prescription drug coverage either through the plan, if oﬀered, or through
a stand-alone Medicare Prescription Drug Plan you can buy.

You Pay
•
•
•
•

The Part B premium of $96.40
An extra monthly premium, depending on the plan
The plan co-payment per visit or service
More if you don’t follow plan rules

Note: no supplemental insurance policy is necessary if you join a managed care plan
For more information on Medicare Managed Care Plans, contact the Medicare Help Line at
1-800- MEDICARE (1-800 633-4227) for availability in your area.

8
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Medicare Part D
List of Medicare Part D Available Resources
Medicare: For help with choosing Part D prescription drug coverage and for
questions about Medicare, call 1-800-MEDICARE (800-633-4227) / TTY: (877) 4862048 or log onto www.medicare.gov. Medicare has a new website, http://www.mymedicare.
gov, where you can register to obtain the following information:
•
•
•
•
•
•
•

View claim status (excluding Part D claims);
Order a duplicate Medicare Summary Notice (MSN) or replacement Medicare card;
View eligibility, entitlement and preventive services information;
View enrollment information including prescription drug plans;
View or modify your drug list and pharmacy information;
View address of record with Medicare and Part B deductible status; and
Access online forms, publications and messages sent to you by CMS.

Social Security Administration: The federal government will pay
a portion of the costs of the plan you choose. Extra help is available to people with lower
incomes and fewer assets or savings. Log onto http://www.ssa.gov/prescriptionhelp or
call (800) 772-1213/TTY: 800-325-0778.
Medicare Prescription Drug Plan Finder
(PDP Finder): Learn about Medicare prescription drug coverage. Compare
prescription drug plans, check current enrollment, enroll and add/update drug and
pharmacy information at http://www.mymedicare.gov.

Benefits CheckUp: Beneﬁts CheckUp helps you learn about and sign up for
valuable public and private programs that can save you money on prescription drugs. This
includes the Extra Help through the Medicare Prescription Drug Coverage, State Pharmacy
Assistance Programs, Company Patient Assistance Programs and other important federal
and state programs. If you believe you are eligible for the Extra Help, apply online at http://
www.beneﬁtscheckup.org.
Both the PDP Finder & Beneﬁts CheckUp provide information regarding retail pharmacies
for those living in the community.
Centers for Medicare & Medicaid Services and Social Security Administration
Contact Information:
Regional Oﬃces
Region I: Boston
– CT, MA, NH, RI, VT
Region II: New York - NJ
Region III: Philadelphia
– DE, MD, PA, VA, WV
Region IV: Atlanta - NC

Centers for Medicare &
Medicaid Services
(617) 565-1188

Social Security Administration
(617) 565-2881

(212) 616-2205
(215) 861-4140

(212) 264-2500
(215) 597-3747

(312) 886-6432

(312) 575-4053
13
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Medicare Part D
Cost and Resources
Your cost to join a PDP will vary depending upon the plan you choose and your
payor source.
• Generally you will pay a monthly premium and an annual deductible, as well as a portion
of the drug costs including a co-payment and co-insurance.
• If you have limited income and resources, you may qualify for extra help paying for
the Medicare prescription drug premiums, deductible, co-insurance and co-payments.
• If you have not exhausted your Medicare beneﬁts, your drug costs will be covered as
part of a Part A stay.
• If you are approved for Medicaid and are Part D eligible and a nursing home resident/
p atient, the premium, deductible, co-payment and co-insurance will be waived.

Grievances/Appeals
You have the right to get a written explanation from your Medicare drug plan if:
Your doctor or pharmacist tells you that your Medicare drug plan will not cover a
prescription drug in the amount or form prescribed by your doctor.
You are asked to pay a diﬀerent cost-sharing amount than you think you are required to
pay for your precsription drug.
The Medicare drug plan’s written explanation will give you the speciﬁc reasons why the
prescription is not covered and will explain how you, your leagally authorized representative
and/or the precribing physician can request an appeal if you disagree with the drug plan’s
decision.
What you, your legally authorized representative and/or the prescribing physician can do:
Contact your Medicare drug plan to ask for a written explanation about why a prescription
is not covered or ask for an exception if you believe you need a drug that is not on your
drug plan’s formulary or believe you should get a drug you need at a lower cost-sharing
amount.
Refer to the beneﬁts booklet you received from your Mediacre drug plan or call
1-800-MEDICARE to ﬁnd out how to contact your drug plan.
When you contact your Medicare drug plan, be ready to tell them:
1. The prescription(s) that you believe you need.
2. The name of the pharmacy or physician who told you that the prescription drug(s)
is not covered.
3. The date you were told that the prescription drug(s) is not covered.

Medicare Part D Solicitations
Since the implementation of Medicare Part D, there have been many incidences of seniors
being contacted by individuals posing as Part D plan representatives who are looking to
obtain personal identity information such as social security numbers. These representatives
can call you to tell you about their plan but they cannot pressure you to sign-up. YOU need
to call them to sign-up. If you suspect any scams or suspiciuos activity, please call Medicare
at 1-800-633-4227 or the U.S. Dept of H&HS Fraud Line at 1-800-447-8477.
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Medicare Part C
Medicare Advantage Plans (Part C)
If you join a Medicare Advantage Plan, you are still in the Medicare Program and retain
Medicare rights and protections.
You can elect to join a Medicare Advantage HMO, PPO or Fee-for-Service Plan if:
• You have Medicare Part A and Part B
• You live in the service area of the plan you would like to join
• You don’t have end-stage renal disease

Covered Services
You can get all the same coverage as Medicare and in some cases extra beneﬁts depending
on the plan.
• You usually get prescription drug coverage (Part D) through the plan.
• You may be able to get coverage for vision, hearing, dental and or health and
wellness programs.

You Pay:
• The Part B Premium
• The Advantage Plan’s premium that includes coverage for Part A, prescription drug
coverage, and other extra beneﬁts if oﬀered.
• Depending on the plan, other costs such as co-payments or co-insurance; however, these
costs are generally lower than in Medicare.
Note: you don’t need to buy a Medigap policy (Medicare Supplemental Insurance).

Medicare Advantage Plans also offer:
• Special needs plans for people with certain chronic diseases and other specialized
health needs.
• Medicare Medical Savings Account Plans into which Medicare deposits money that you
may use to pay healthcare costs.
Visit www.medicare.gov on the web or call 1-800-MEDICARE (1-800 633-4227) to ﬁnd
more information or to compare plans in your area. TTY users should call 1-877-486-2048.
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Medicare Part D
Medicare Part D
The Medicare Prescription Drug Beneﬁt, Medicare Part D, is the result of the
Medicare Prescription Drug, Improvement and Modernization Act of 2003 (MMA). This
beneﬁt provides prescription drug coverage to seniors who have Medicare Part A or Part B
and who do not currently have creditable prescription coverage through another program.
Individuals may get Medicare prescription drug coverage through one of the many Medicare
plans by choosing a plan that includes Part D or by adding Part D to a separate plan.
To the extent that you are eligible for and enroll in an approved drug plan, the following
rights and obligations shall apply:

Voluntary Participation
While Medicare Part D is a voluntary program, you must enroll in a drug plan in order to
receive prescription drug coverage. Plan options include a Medicare Prescription Drug Plan
(PDP) or a Medicare Advantage Prescription Drug Plan (MA-PD) or other Medicare Health
Plans that oﬀer coverage. For a list of Prescription Drug Plans oﬀered in your state, please
ask your Center representative.
If you currently have prescription drug coverage and have been notiﬁed by your insurer,
beneﬁts administrator or other plan provider that your coverage is ‘creditable,’ this means
your current prescription drug coverage, on average, is at least as good as standard Medicare
prescription drug coverage. You will have to decide which coverage is right for you.
If you decide to enroll in a Medicare prescription drug plan and drop your current
prescription coverage, you may not be able to get that coverage back. Also, if your
prescription drug coverage is provided together with your medical coverage, you may not
be able to drop just the prescription drug coverage. It is your responsibility to talk to
your insurer, beneﬁts administrator or other plan provider before making any change to your
prescription drug coverage.

Covered Drugs/Services
In general, brand-name and generic prescription drugs are covered subject to the formulary
schedule of the Prescription Drug Plan (PDP) you choose. A PDP is not required to cover
all drugs, but must oﬀer at least two drugs from each of the categories and classes established
by Medicare.

Non-Covered Drugs/Services
Medicare prescription drug plans provide a one-time supply of your drug when you join a
new drug plan or when you enter a Center. During this transition period, your doctor can
help you change your drug to one covered by your new plan.
You, your legal representative or your prescribing doctor can ﬁle for an exception to ask
your plan to cover the drug you need and/or to get a drug you need at a lower cost-sharing
amount. Generally, the exception process takes 72 hours after your doctor provides
supporting evidence. While the exception is processed, your plan must ﬁll an emergency
supply of your drug. If you cannot get your drug covered, the Center will provide you with
the drugs you need; however, you may be billed for these drugs.
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Medicare Part D
Excluded Drugs
Excluded drugs are drugs that a PDP is not required to cover and are therefore excluded
from its formulary. Those drugs not included in the PDP formulary include: nonprescription drugs, speciﬁcally over-the-counter (OTC) drugs, as well as drugs for anorexia,
weight loss or weight gain, fertility drugs, cosmetic purposes, hair growth or symptomatic
relief of cough and colds. Also excluded are prescription vitamins and ﬂuoride preparations,
barbiturates (Phenobarbital) and benzodiazepines (Valium and Xanax). No medical
exceptions can be requested with regard to excluded drugs, although some states may elect to
provide coverage for some excluded drugs under their Medicaid program.

Enrollment
The Annual Open Enrollment Period is November 15th through December 31st each year.
During this period, beneﬁciaries can enroll in a Medicare Part D plan, re-enroll into their
existing plan, or change into another plan. Beneﬁciaries can also switch to a Medicare
Advantage Plan that has a prescription drug plan. The chosen Medicare Part D plan
coverage begins January 1st. If you fail to enroll during this period, you will have to wait
until the next open enrollment period before you can enroll. At that time, you may be
subject to ﬁnancial penalties by reason of the delay in enrollment, i.e., at least a 1% increase
in your monthly premium for every month after May 15, 2006 or your Initial Enrollment
Period that you did not have creditable coverage.
In addition to the annual enrollment period each November 15th thru December 31st, there
are special enrollment periods that apply to skilled nursing center residents. You are able
to change your PDP upon admission to a long-term care facility, at any time during your
residency and upon your discharge from a long-term care facility. Upon discharge, you have
up to 60 days to change to a diﬀerent plan. Dual eligibles (persons receiving both Medicaid
and Medicare beneﬁts) are able to change their PDP at any time and as frequently as every
30 days while they maintain their dual eligible status.
The eﬀective date for enrollment in any PDP is the ﬁrst day of the month following the
month in which the enrollment was requested, subject to the PDP’s application cut-oﬀ date.
If you are just turning 65 or just becoming eligible for Medicare, the Initial Enrollment
Period is a seven-month period that begins three months before your birthday month,
includes your birthday month, and ends three months after your birthday month. If you
enroll in the months before turning 65, your prescription drug coverage takes eﬀect the
ﬁrst day of your birthday month. If you enroll in the months after your birthday month,
coverage takes eﬀect the ﬁrst day of the following month.
Only you or your legal representative, such as your Power of Attorney, may enroll you
in a plan.
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