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A Guardian’s Medicare Maze 

Outline 

4 hours 

I. The Parts of Medicare     

a. Part A: Hospital Insurance 

b. Part B: Medical Insurance 

c. What Parts A and B Don’t Cover 

d. Part C: Medicare Advantage Plans 
e. Part D: Prescription Drug Coverage 

 
II. Deciding Whether the Ward Needs Parts A and B  

a. Reasons not to 

b. How to get 

 
III. When the Ward Can Get Medicare Health or Drug Plans  

a. Eligible because turned 65 
b. Eligible because has disability but not yet 65 

c. Eligible because of disability and now turned 65 

d. No Part A but enrolled in Part B 

e. Have Parts A and B 
f. How to make changes in plans 

 
IV. Choosing Drug Coverage     

a. Medicare Part D 

b. Medicare Part C: Medicare Advantage Plans 

 
V. Signing Up for Medicare     

a. Automatic enrollment 
b. Manual enrollment 

c. First year tasks 

 
VI. How to Pay       

a. What Part A costs 

b. What Part B costs 
c. What Part C costs 

d. What Part D costs 
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e. Other ways to pay 

i. Medicaid 

ii. Medicare Savings Programs 
iii. Extra Help Program 

iv. Medigap 

v. SSI 

f. How Medicare coordinates with other insurance 
g. How Medicare works in disasters or emergencies 

h. Appeals 

 
VII. Advance Directives      

 
VIII. Records       

a. Electronic prescriptions 

b. Electronic Health Records 
c. Medicare’s Blue Buttons 
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Chapter One:  

The Parts of Medicare 

 

  Probably the government agency a guardian spends the second most 
time with (after the appointing court) is Medicare. 

 

This is the health insurance program run by the United States federal 
government for (1) people who are age 65 or over, (2) some younger 
persons with disabilities, and (3) people with End-Stage Renal Disease 
(ESRD--this is permanent kidney failure which requires dialysis or a 
transplant.)  

 

As may be usual with the federal government, none of this is easy. 
Medicare has many details. This class makes a coordinated, sequential 
presentation of the Medicare process. 

 

Understanding Medicare is important because a mistake can lead to 
paying a penalty or having a gap in coverage. 

 

The big picture is that Medicare has 4 parts: 

 

 Medicare Part A is “hospital insurance.” This covers inpatient hospital 
stays, skilled nursing facility care, nursing home care (but the patient must 
need services beyond basic living assistance), hospice care and some 
skilled home health care. 

 

 Medicare Part B is “medical insurance.” Here is coverage for some 
doctors’ services, outpatient care, medical supplies and preventative 
services. 

 

 If the ward is in a Medicare Advantage Plan (details later), they may 
have different coverage. But the Plan has to offer at least what Original 
Medicare does. 
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 What Medicare covers is usually based on 3 factors: (1) federal and 
state laws, (2) national coverage decisions Medicare has already made, 
and (3) local coverage decisions made by companies in each state that 
process Medicare claims. These companies decide whether something is 
medical necessary and ought to be covered in the local area. 

 

One way to learn if Medicare covers what is needed is to ask the doctor 
or health care provider. They typically has a pretty good idea if the service 
or item is covered—Medicare pays them. It’s possible they think something 
is usually covered but won’t be in your situation. In that case, the guardian 
would need to sign a notice acknowledging Medicare might not cover.  

 

Some things aren’t covered by Medicare. This means the guardian pays 
unless (1) other insurance has been obtained that covers the bill or (2) a 
Medicare health plan has been enrolled in that covers what’s needed. 

 

Specifically, Medicare doesn’t pay for long-term care (sometimes known 
as custodial care), most dental care, eye exams given to prescribe glasses, 
dentures, cosmetic surgery, acupuncture, hearing aids and their exams, 
routine foot care. (Someone claiming to be a doctor used to make house 
calls to trim toenails. He didn’t charge the elderly patients, claiming 
Medicare would pay. It’s possible he was billing Medicare for other 
(unperformed) services.) 

 
Even if Medicare does cover something, there may be a deductible, 

coinsurance or copayment. 
 
If a person buys (1) Part A, (2) signs up for Part B (and doesn’t get 

Social Security, Railroad Retirement Benefit, or Civil Service benefits), 
and/or (3) owes a Part D IRMAA, a CM-500 (Medicare Premium Bill) will 
show up in the mailbox each month. 
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There are 4 ways to pay the Medicare bill: 
 
-1. Use the bank’s online bill payment service. 
 
-2. Sign up with Medicare Easy Pay which deducts premium payments 
from a savings or checking account.  
 
-3. Write a check or money order and send to Medicare Premium Collection 
Center, PO Box 790355, St. Louis, MO 63179-0355. 
 
-4. Pay by credit or debit card. This requires writing in credit card 
information on the payment coupon and mailing it to the address in #3. This 
seems a dubious practice in the twenty-first century. 
 
 Always an exception. If the person receiving Medicare gets the bill 
from the Railroad Retirement Board, premium payments go to the Board, 
not Medicare, at RRB, Medicare Premium Payments, PO Box 979024,  
St. Louis, MO 63197-9000. 
 
 Medicare sends out several types of bills. It’s a good idea to check 
them. 
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If the box in the 

upper right 

corner says It means Do this 

This is not a bill 

Your premium 

payment will be 

automatically 

deducted from your 

bank account each 

month. 

You don’t need to do 

anything. 

First Bill 

This is your very first 

bill, or you’ve paid 

your last bill in full. 

Send in a payment for the 

total amount shown by 

the 25th (Medicare 

premiums are due by the 

25th of the month). For 

example, if the billing date 

on the First Bill is January 

27th, send in payment by 

February 25th. 

Second Bill 

Medicare didn’t get 

payment by the due 

date shown on the 

First Bill (25th of the 

month). 

Send in a payment for the 

total amount shown by 

the 25th of the month. For 

example, if the billing date 

on the Second Bill is 

February 27th, send in 

payment by March 25th. 

Delinquent Bill 

Medicare didn’t get 

the payment by the 

due date shown on 

the Second Bill (25th 

of the month). 

Send in a payment for the 

total amount shown by 

the 25th of the month so 

that you don’t lose your 

Medicare coverage. For 

example, if the billing date 

on the Delinquent Bill is 

March 27th, send in 

payment by April 25th. 

This is the last bill you’ll 

get. 
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 Medicare doesn’t fool around. If the premium payment is late, a 

second bill (notice) goes out. If that goes unpaid, a final one is sent. An 

unpaid third bill (notice) is the third strike’ Medicare cancels coverage. 

 Questions about a bill can be answered at Social Security at 1-800-772-

1213 (TTY: 1-800-325-0778). 

 

 Medicare Part C is “Medicare Advantage Plans.” These are private 
companies who contract with Medicare to provide Part A and Part B 
benefits. Likely the ward’s mail is full of offers from these plans. 

 

 Medicare Advantage Plans can include Health Maintenance 
Organizations (HMOs), Preferred Provider Organizations (PPOs), Private 
Fee-for-Service Plans (PFFS), Special Need Plans (SNPs), Medicare 
Medical Savings Account Plans (MSAs). 

 

 Enrolling in a Medicare Advantage Plan means the plans covers most 
Medicare services and the guardian deals with the plan rather than Original 
Medicare. One advantage to a Plan is that most of them cover prescription 
drugs. 

 

 Health Maintenance Organizations (HMOs) typically require the 
patient to use their doctors, health care providers and hospitals. Often the 
primary care doctor must make a referral before services are used. Thus 
the guardian usually must select a primary care doctor for the ward. For 
example, if a specialist is needed, the primary care doctor will need to sign 
off first. 
 

Exceptions are made for emergency care, out-of-area urgent care, 
out-of-area dialysis. Certain routine care (such as annual mammograms) 
may not need prior approval. 
 
 With some HMOs, a patient may be able to use some non-HMO 
services. This is called a HMO Point of Service (HMOPOS) Plan or option. 
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Going outside the HMO usually costs more than staying inside. (Normally if 
one used a service outside the HMO, they might be liable for the full cost.) 
 
 HMOs usually cover prescription drugs. If an HMO does not, the 
patient enrolled in that HMO is not eligible for Medicare Part D (Medicare 
Prescription Drug Plan.) 
 
 Preferred Provider Organization (PPO Plans) are private insurance 
companies that charge patients less if they use services within the PPO 
network. A patient pays more if non-network services are used. 
 
 A primary care doctor does not need to be chosen in a PPO. Seeing 
a specialist doesn’t need a preapproval. As always, it’s probably less 
expensive to see  a specialist who is in the PPO’s network. 
 

PPOs usually cover prescription drugs. If a PPO does not, the patient 
enrolled in that PPO is not eligible for Medicare Part D (Medicare 
Prescription Drug Plan.) 

 

PPOs often offer benefits not available with Original Medicare. 
Naturally, there may be costs to those benefits. 

 

Private Fee-for-Service Plans (PFFS) are offered by private 
insurance companies. They allow a patient to see any Medicare-approved 
doctor, health care provider, or hospital who agrees to accept the PFFS’s 
payment terms. The plan may have a network of providers who have 
agreed. Staying inside the network is typically less expensive. 

 

It’s important to double check with the provider to make sure the 
PFFS payment terms are accepted. Then the patient only pays the co-
payment or co-insurance fee. 

 

No primary care doctor need be chosen in a PFFS. No preapproval is 
needed to see a specialist. 
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Some PFFSs cover prescription drugs. If one doesn’t, the patient is 
eligible for Medicare Part D Prescription Drug Plan. 

 

Special Needs Plans (SNPs) offer coverage only to people with 
specific diseases or characteristics. Their benefits and providers are 
tailored to meet the special requirements of this audience. 

 

A SNP is required to limit membership to (1) people who live in 
specific institutions (for example, a nursing home) or who need nursing 
care at home, or (2) people who qualify for both Medicare and Medicaid, or 
(3) people who have certain chronic or disabling diseases (for example, 
diabetes, End-Stage Renal Disease (ESRD), HIV/AIDS, chronic heart 
failure, or dementia.) A plan may have other limits on membership. Patients 
can join a SNP at any time. 

 

Usually doctors and services within the SNP network must be used 
except in emergencies. 

 

The SNP will probably require a primary care doctor or care 
coordinator to be selected. Preapproval for a specialist is likely required. 

 

All SNPs must provide prescription drug coverage. 
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Medicare Medical Savings Accounts (MSA) Plans link a health plan 
with a high deductible to a bank account. Medicare deposits money into the 
account. The deposits can be used to pay for health care services (which 
do not need to be covered by Medicare). Spending the deposits for 
Medicare Part A and Part B services counts towards meeting the 
deductible. 

 

 If medical expenses exceed the money Medicare puts in the account, 
the patient is responsible for paying until the high deductible is met. 
Doctors and other services can’t charge the patient more than the 
Medicare-approved amount. This may be less than the market rate. 

 

 Once the deductible is reached, the plan covers Medicare-covered 
services. The plan may offer additional benefits that Original Medicare does 
not. There could be additional charges. Examples can include dental, 
vision, long-term care. The plan does not cover prescription drugs. Patients 
may enroll in Medicare Part D separately to get that coverage. 

 

 Any money left in the account at year’s end rolls over to the next 
year. 

 

 Expenditures from the account are reportable to IRS. 
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Comparison of Plans 

 

 HMO PPO PFFS SNP MSA 

Use their doctor Yes Prefer Yes Yes No 

Must select primary care doctor Yes No No Yes No 

Referral required for specialist Yes No No Yes No 

Prescription drugs covered Usually Usually Some Yes No 

If no drugs, eligible for Part D No No Yes N/A Yes 

 

 

 There are other Medicare health plans which are part of Medicare but 
not Medicare Advantage Plans. These are Medicare Cost Plans, 
Demonstrations/Pilot Programs, Programs of All-inclusive Care for the 
Elderly (PACE), and Medication Therapy Management (MTM) programs 
(for complicated health needs). 

 

 Medicare Cost Plans are only available in certain parts of the United 
States. Patients can join even if they’re only enrolled in Part B. 

 

 If the patient is enrolled in both Parts A and B and goes to a non-
network provider, Original Medicare picks up the tab. The patient pays 
coinsurance and deductible. 

 

 The patient can leave the Medicare Cost Plan and return to Original 
Medicare at any time. 

 

 If the plan does not offer prescription drug coverage, Medicare Part D 
is available. 
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 A variant of Medicare Cost Plans offers only Part B services. These 
plans never offer prescription drug coverage. Medicare covers Part A. 
(These plans are job related.) 

 

 Demonstration/pilot programs are research studies. They are limited 
in who they will include, duration, and/or where they are offered.  

 

 Programs of All-Inclusive Care for the Elderly (PACE) tries to meet 
the health care needs of older patients at home (without their going into a 
nursing home or other facility.) 

 

 A team provides care coordinated with the family and uses 
professionals experienced in this kind of care. 

 

 62% of the states have PACE plans as of this writing. 

 

 Requirements to get into a PACE plan include having either Medicare 
or Medicaid (or both), being age 55 or older, needing a level of care usually 
provided in a nursing home (what level that is is determined by the state), 
and being able to remain safely at home with the assistance of PACE. 

 

 A patient can leave PACE at any time. 

 

 PACE supplies anything covered by Medicare and Medicaid which 
the health care team authorizes. This may include adult day primary care, 
dentistry, emergency services, home care, hospital care, laboratory 
services including X-rays, meals, medical specialty services, nutritional 
counseling, occupational therapy, physical therapy, prescription drugs, 
preventative care, social services, caregiver training, support groups, 
respite care, social work counseling, transportation to the PACE center if 
medically necessary, transportation to some medical appointments. 

 

 Who pays for PACE? If the patient has Medicaid, they do not pay a 
monthly premium for PACE’s long-term care benefit.  

 



16 

 

If the patient has Medicare but not Medicaid, they will be charged a 
monthly premium for long-term care and for Medicare Part D drugs. (There 
is no deductible or co-payment for anything approved by the health care 
team.) 

  

 Patients without Medicare or Medicaid can pay for PACE privately. 

 

 Medication Therapy Management programs (MTM) is a free program 
that teaches patients how to manage their medications. MTM provides a list 
of medications and why they’re being taken, a plan to help the patient make 
best use of the medications, and a summary of a medication review with 
the patient’s doctor or pharmacist. 

 

 To qualify for MTM, the patient must be in a Medicare drug plan while 
taking medications for different medical conditions. 

 

 A health care professional will discuss with the ward and guardian 
how well the medications are working, the side effects, possible 
interactions between medications, ways (if any) to lower costs, and other 
problems the patient may be having. 

 

 This discussion will be summarized in a written document. This can 
be taken to doctor visits, the hospital and emergency room. Inevitably these 
situations will ask “What prescription drugs are you taking?” If current, the 
summary may save the patient or accompanying support person from 
having to write out (yet another) list. 
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Medicare Part D is prescription drug coverage. Original Medicare and 
some Medicare Advantage Plans do not offer this benefit separately. 

 

 Timing is important here. If the patient does not elect Part D when 
first eligible, a late enrollment penalty will likely be assessed. Two 
exceptions are if the patient had other “creditable” prescription drug 
coverage or was enrolled in the Extra Help program. 

 

 The patient should not join a Medicare drug plan if she is enrolled in a 
Medicare Advantage Plan which offers prescription drug coverage. Doing 
so will cause the MAP to disenroll her, reverting the patient to Original 
Medicare. 

 

 Switching drug plans is done during certain time windows. The old 
plan will end when the new plan begins so there’s no need to cancel it. The 
new plan should issue a letter advising when coverage begins. Contact 
them if this is not received. 

 

 A Medicare drug plan may be dropped during the Open Enrollment 
Period (October 15 to December 7). The change goes into effect January 
1. Having a new plan is not required. 

 

There are several ways to get out of a drug plan: (1) Call Medicare 1-
800-633-4227. (2) Mail or fax a signed written statement to the plan saying 
the patient is disenrolling. (3) Advise the plan online if they offer the option. 
(4) Call the plan and ask for their disenrollment form. This will need to be 
completed and returned to them. (The plan’s contact information should be 
on the membership card.) 

 

If the caller needs a language different than English or Spanish when 
calling Medicare, say “agent.” This will connect the call with a customer 
service representative who has access to speakers covering 70 languages. 
(Depending on the tongue, probably this is a “we’ll call you back” situation.) 

 

Dropping a Medicare drug plan from December 8 to October 14 
requires special circumstances. 
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Rejoining a plan is possible. But if the ward goes 63 days or more 
without creditable prescription drug coverage, joining must wait for an 
enrollment period and may involve a late enrollment penalty. 

 

 The patient may have other prescription drug coverage. Possibilities 
include a former employer or union, TRICARE, the Department of Veterans 
Affairs, the Indian Health Service or a Medigap policy. 

 

A person with Medicaid has drug costs are covered by Medicare. It is 
necessary to join a Medicare Prescription Drug Plan for Medicare to pick up 
the tab. If no plan is enrolled in, Medicare will sign the person up for one. 
She can change to another plan at any time. 

 

Usually, a small amount will be paid out of pocket for covered 
prescription drugs. If the person has full Medicaid coverage and lives in a 
nursing home, he pays nothing for the coverage drugs. Living in an 
assisted living facility, adult living facility or a residential home requires a 
small copayment for each drug. 

 

Receiving Supplement Social Security Insurance’s (SSDI) benefits or 
help in making Medicare premiums requires joining a Medicare Prescription 
Drug Plan. Medicare will enroll such a person automatically if this is not 
done. 

 

If a person is enrolled in a State Pharmaceutical Assistance Program, 
extra coverage may be gained by joining a Medicare Prescription Drug 
Plan. Or a state may have a separate program that helps with 
prescriptions. 

 

Moving into, living in, or departing a nursing home gives a person the 
opportunity to join or switch their Medicare drug plan. This allows choosing 
a plan which has a pharmacy associated with the facility. 
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Receiving the Department of Housing and Urban Development’s 
(HUD) housing assistance may impact one’s prescription drug coverage. 
Persons with Extra Help may see their housing assistance lowered as 
prescription drug spending decreases. The value of Extra Help’s paying the 
drug costs should balance out any difference in housing assistance. The 
situation is similar for persons receiving food stamps.  

 

A person with Veterans Affairs (VA) prescription drug coverage can 
join a Medicare prescription drug plan. However, only one type of coverage 
can be used for the same prescription at the same time. If the person has 
TRICARE, joining a Part D plan is not necessary. 

 

Many Indian health facilities participate in the Medicare prescription 
drug program. Someone getting prescription drugs through an Indian health 
facility will continue to get drugs at no cost, and coverage won’t be 
interrupted. 

 

However, joining a Medicare Prescription Drug Plan may be good for 
the Indian health facility because the drug plan pays the Indian health 
facility for the cost of prescriptions. Consult the  local Indian health benefits 
coordinator to see if this is beneficial. 

 

Joining the drug plan will not affect the ability to get service through 
IHS and tribal health facilities. If a person is presently doing so at no cost, 
this arrangement will continue after signing up for Part D. 

 

 It is important to keep any creditable coverage letters/certificates 
received from a drug plan. These may be needed later to join a Medicare 
drug plan. 
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Chapter Two:  

Deciding Whether the Ward Needs Parts A and B 

 

  Probably the ward should enroll in Part A when they turn 65. Why? 
Most people pay Medicare taxes during their working years so they won’t 
pay a monthly premium for Part A. 

 

 Because everybody pays a monthly premium for Part B, some people 
may wish to put off signing up for Part B if other insurance is meeting their 
needs. Although the premium varies by income, most people pay $144.60 
a month1 for Part B. 

 

 People already receiving Social Security and those getting disability 
payments for ALS (Lou Gehrig’s disease) may be automatically enrolled in 
Medicare Parts A and B. 

 

 Other people will need to sign up. The Initial Enrollment Period is 7 
months long. It usually starts 3 months before the month one turns 65, 
includes the birthday month, and goes on for the following 3 months. 

  

 
1 2020 
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Chapter 3:  

When 

 the Ward Can Get Medicare Health or Drug Plans 

 

 Typically someone gets Medicare A and perhaps B at age 65. Then 
the choice for Medicare C and D comes up. 

 

 The initial enrollment period for Medicare C and D is the same as for 
A and B. But coverage begins differently. If C and D are signed up for in the 
3 months before the birthday, coverage begins on the 65 year old birthday. 
If C and D are enrolled in later in the initial enrollment period, coverage 
begins  the first day of the month after you ask to join. 

 

 However, someone might be under 65 and have a disability. Their C 
and D eligibility begins 24 months after first getting Social Security or 
Railroad Retirement Board (RRB) disability benefits.  

 

 Their open enrollment period is the 7 months which start 3 months 
before the 25th month of getting those disability benefits, the 25th month, 
and the 3 following months. If joining during those 3 “before” months, 
coverage begins on the 25th month. If enrolling afterwards in the initial 
period, coverage begins the first day of the month after joining. 

 

 Someone already eligible for Medicare because of a disability and 
turning 65 can sign up for C and/or D, switch from their current choices to 
other plan(s), or drop C and/or D completely. The initial enrollment period is 
starts 3 months before the month one turns 65, includes the birthday 
month, and goes on for the following 3 months. If a Medicare Advantage 
Plan is signed up for during this period, the enrollee can drop the plan any 
time during the next 12 months, going back to Original Medicare. 
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He doesn’t have Medicare Part A but enrolled in Part B during the 
Part B General Enrollment Period (January 1-March 31). What are his 
options regarding C and D? He can sign up for Part D from April 1 to June 
30. 

 

 She has Medicare Part A and she enrolled in Part B during the proper 
enrollment period. What are her options regarding C and D? She can sign 
up for a Medicare Advantage Plan (Part C) from April 1 to June 30. This 
plan may or may not have prescription drug coverage. 

 

 Making changes to Medicare Advantage or Medicare prescription 
drug coverage are done during 2 separate enrollment periods. The new 
coverage begins the following years. 

 

 One enrolls in Parts C, enrolls in Part D, disenrolls from D from 
October 15 to December 7. This includes going from A to C or visa versa, 
changing to a different C plan, joining a D plan, switching between D plans 
or dropping D coverage.  
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Disenrolling from Part C happens between January 1 and February 
14. During this time one can go from C to A (but not from A to C). If one 
does, part D can be added during this period. (D coverage begins the first 
day of the month after the plan gets the enrollment form.) 

 

 Someone cannot go from one C plan to another or one D plan to a 
different one or make any changes to a Medicare Medical Savings Plan 
during these 44 days of the Part C disenrollment period. (Wait till October 
15 to December  to do those actions.) 
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Chapter 4:  

Choosing Drug Coverage 

 

 There are 2 days to get prescription drug coverage—directly (signing 
up for Part D) or indirectly (joining a Part C Medicare Advantage Plan that 
includes a prescription drug benefit.) 

 

 Part D Plans (PDPs) supplement Original Medicare, some Medicare 
Cost Plans, some Medicare Private Fee-for-Service (PFFS) Plans, and 
Medicare Savings Account (MSA) Plans with prescription drug coverage. 

 

 Medicare Advantage Plans (Part C) may offer Part D. This gives a 
person Parts A, B, and D from one provider. Naturally these are called MA-
PDs. 

 

 There are several ways to enroll in a Medicare drug plan—(1) from 
the plan’s web site, (2) by completing a paper enrollment form, (3) by 
phoning the plan, or (4) by phoning Medicare (1-800-633-4227). 

 

 For enrollment, the plan will need a person’s Medicare Number and 
the date Part A and/or Part B coverage started. This information can be 
found on the Medicare card. (One needs both Parts A and B to enroll in a 
Part C plan.) 

 

 A person may have prescription drug coverage from other sources. 
This may affect what drug benefits one needs from Medicare. 

 

 As a reminder, if one is enrolled in a Medicare Advantage Plan (Part 
C) with drug coverage, signing up for a Part D plan will kill the Part C. One 
will be back with Original Medicare. Albeit with a shiny new Part D. 
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Chapter 5:  

Signing Up for Medicare 

 

 As mentioned above, some folks are automatically signed up for 
Medicare. The red, white and blue Medicare card should be in the mailbox 
before the 65th birthday or 25th month of disability. 
 
 Most wards will probably need a guardian to do this. This can be 
done online at https://www.ssa.gov/benefits/medicare/. Medicare says this 
takes less than 10 minutes and usually does not require documentation.  
 
 Medicare recommends a number of steps for the first year of 
coverage. 
 
 They advise the new enrollee to appoint someone trusted Medicare 
can talk to Medicare if the newly insured is unable to do so. The ward has 
the guardian so this point is done. 
 
 Medicare offers a free “Welcome to Medicare” Preventive Visit 
appointment. The offer is only good one time and during the first year of 
coverage. 
 
 Medicare suggests learning about what Medicare offers. For 
example, a person diagnosed with the fatal Lou Gehrig’s disease (ALS) can 
enroll in Medicare early (before age 65).  
 
 The guardian can create an online account at 
https://www.mymedicare.gov/. From here, an official copy of the Medicare 
card can be printed, electronic health information accessed and shared, 
Medicare premiums paid, Original Medicare claims viewed as soon as they 
are processed, and local plans found. Part C and D plans will likely have 
their own web sites and apps. 
 
 It’s possible to go paperless. Medicare Summary Notices can be 
delivered electronically rather than in hard copy. 
  



26 

 

Chapter 6:  
How to Pay for Medicare 

 
 Medicare Part A is generally free. This is because people paid 
Medicare taxes for a certain time while they were working. 
 
 If someone paid those taxes for less than 30 quarters (2.5 years), the 
monthly premium for Medicare Part A is $422 each month.2 Having paid 
Medicare taxes for 30-39 months (2.5 to 3.25 years) lowers the premium to 
$232 monthly.3 
 
 Usually if someone is paying for Part A, they must also buy Medicare 
Part B which is another monthly premium. 
 
 Everybody pays a premium for Part B. This amount is deducted from 
the benefit payment made by Social Security, Railroad Retirement Board, 
and the Office of Personnel Management. Otherwise, the person gets a bill. 
 
 For most people, the premium for Part B is about $144.60 monthly.4 
(That’s potentially $566.60 a month if one is paying for Part A too.)  
 

It is possible to pay more. If the modified adjusted gross income 
MAGI) on the IRS return from 2 years ago was $85,000 (joint return 
$170,000) or more, the monthly premium rises from $187.50 to $428.60, 
depending on MAGI.5 

 
The annual deductible for Part B is $198.6 The person must pay out 

more than the deductible for doctor visits and outpatient care before Part B 
starts paying. This is not difficult since the average doctor visit costs $100-
$200 without insurance. 

 

 
2 2018 
3 2018 
4 Kelly Tyko, “Medicare Part B premium 2020: Rates and deductibles rising 7% for outpatient care,” USA Today, 11-

9-19. Premium is for 2020. https://www.usatoday.com/story/money/2019/11/09/medicare-part-b-2020-

deductibles-premiums-increasing/2541901001/ 
5 2018 
6 Kelly Tyko, “Medicare Part B premium 2020: Rates and deductibles rising 7% for outpatient care,” USA Today, 11-

9-19. Figure is for 2020. https://www.usatoday.com/story/money/2019/11/09/medicare-part-b-2020-deductibles-

premiums-increasing/2541901001/ 
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Once the deductible milestone is overcome, Part B pays 80% of 
covered services. The insured pays the other 20% for most doctor services 
(including typically doctors in hospitals), outpatient therapy, and durable 
medical equipment. 

 
Medicare Advantage Plans (Part C) tell the insured each year what 

the costs will be. These notices should be received in every September. 
They are called “Evidence of Coverage” and “Annual Notice of Change” 
(which will take effect the following January). If these are not received, 
contact the plan. 

 
Out of pocket costs for a Medicare Advantage Plan (MAP) result from 

many factors: 
 

 Does the plan charge a monthly premium? 
 Does the plan pay any part of the monthly Part B premium? 
 Does the plan have any annual or other deductibles? 
 How much do the copayments or coinsurance cost the patient? 
 What medical services are needed? 
 How often are medical services used? 
 Were the services performed inside the network? 
 Did the patient use extra benefits the plan charges for? 
 What is the plan’s yearly limit on the patient’s out-of-pocket 

expenses for all medical services? 
 Is the patient getting third party payment assistance (such as 

from Medicaid)? 
 

What the insured pays for covered services can only change once a  
year on January 1. 
 
 The annual Evidence of Coverage and Annual Notice of Change 
should be carefully reviewed. For one thing, does the plan continue to best 
meet the patient’s needs? Don’t dawdle with a decision. The Evidence 
should arrive in September. The period to change a Part C plan runs from 
October 15 to December 7. 
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Medicare Prescription Drug Plans (Part D) charge monthly. The 
amount varies by plan. This is in addition to the Part B payment and 
(possibly) a Part C premium. 
 
 The Part D payment can be automatically deducted from the monthly 
Social Security payment upon request. The guardian should contact the 
drug plan (not Social Security) for this service.  
 
 The first deduction typically takes 3 months to start. 3 months of 
premiums are usually deducted at once. After that, only one premium 
comes out each month. (So where do the extra three premiums go? Given 
that the cost of automatic deductions appears to be so high, the deduction 
option may be undesirable.) 
 
 Switching plans, of course, may create delays in deductions. (And 
another three months’ premiums disappearing?) 
 
 Stop the automatic deductions by contacting the drug plan. 
 
 Timing is important. Failing to enroll for Part D when first eligible 
could lead to a late enrollment penalty. This is not an one-time charge. It is 
a surcharge added on top of the plan’s premium every month. Until the 
ward dies. 
 

Potentially the ward could be paying this penalty for 30 or more 
years. Medicare uses the example of Mrs. Martinez who enrolled late at 
age 65 and incurred a monthly penalty of $10.30. Assuming the penalty 
doesn’t increase and Mrs. Martinez lives to age 95, she will eventually pay 
$3,708 for being late once. 
 

Medicare figures the penalty by multiplying 1% of the "national base 
beneficiary premium" ($32.74 in 2020) times the number of full, uncovered 
months the insured didn't have Part D or creditable coverage. The monthly 
premium is rounded to the nearest $.10 and added to the monthly Part D 
premium. 
 

The national base beneficiary premium may increase each year, so 
the penalty amount may also go up each year. 
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The rich pay more. If an insured’s modified adjusted gross income 
(MAGI) from 2 years ago, there is a Part D income-related monthly 
adjustment amount (here come the letters: Part D-IRMAA). This too is 
tacked on to the monthly Part D premium. (IRS doesn’t show the Social 
Security people any tax returns that are newer than 2 years—that’s why the 
MAGI is based on old information. See why Social Security is involved 
shortly.) 

 
The Part D-IRMAA is paid straight to Medicare, not to the plan, just to 

keep things interesting. 
 
Most people don’t get hit with this. If an insured is liable for the 

charge, Social Security (not Medicare—even though Medicare is the one 
getting paid) will let the insured know. Similarly, contesting this is done 
through Social Security, not Medicare. Typically folks have the Part D-
IRMAA deducted from their Social Security benefit. 

 
This fee can rise annually. Or, one supposes, go down. 
 
Failing to pay Part D-IRMAA cancels the Part D coverage. 
 
As of this writing, the Part D-IRMAA kicked in for people showing a 

MAGI of more than $85,000 (more than $170,000 on a joint return) on their 
tax return two years ago.7 The amount added to the monthly Part D 
premium starts at $13 and goes up to $74.80.8 

 
  

 
7 2018 
8 2018 
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A deductible is the money the insured pays each year for 
prescriptions before the Medicare Part D plan starts helping out. Some 
plans have no deductible. Medicare caps any deductible at $405.9 

 
After the deductible is spent, the insured may have to pay a 

copayment or coinsurance. A copayment is a dollar amount paid for all 
drugs on a tier. Perhaps an insured pays $10 for each brand name drug 
prescription and $7.50 for each generic one. Coinsurance has the insured 
paying a percentage of the cost (example, 25%) of the prescription. 

 
Typically the insured is paying for an one-month supply of a drug. 

Often, a smaller supply can be requested. This might be desirable if the 
drug is new to the ward and the side effects on the ward are untested or if 
the caretaker wants to synchronize the refills on all the ward’s medications.  

 
Costs in the coverage gap—you couldn’t make this stuff up. Nobody 

would believe you. Most Medicare plans utilize a coverage gap (AKA donut 
hole). This is a temporary limit on what the plan will pay for drugs. 

 
As of this writing, once the insured and the drug plan spend $3,750 

on covered drugs, enter the coverage gap.10 (This limit may adjust 
annually. People enrolled in Extra Help paying Part D never enter the donut 
hole.) 

 
Once inside the gap, the insured pays no more than 35% of the 

plan’s cost for covered brand-name prescription drugs. (Some plans may 
have greater savings.) 

 
Medicare explains the intricacies:  

 
Although you'll pay no more than 35% of the price for the brand-name drug in 2018, 85% of the 

price—what you pay plus the 50% manufacturer discount payment—will count as out-of-pocket 

costs which will help you get out of the coverage gap. These items aren't counted toward your out-

of-pocket spending: 

 What the drug plan pays toward the drug cost (15% of the price in 2018) 

 What the drug plan pays toward the dispensing fee (65% of the fee in 2018) 

 

 
9 2018 
10 2018 
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Example 
 

In 2018, Mrs. Anderson reaches the coverage gap in her Medicare drug plan. She goes to her 

pharmacy to fill a prescription for a covered brand-name drug. The price for the drug is $60, and 

there's a $2 dispensing fee that gets added to the cost. Mrs. Anderson pays 35% of the plan's cost 

for the drug and dispensing fee ($62 x .35 = $21.70).  

 

The amount Mrs. Anderson pays ($21.70) plus the manufacturer discount payment ($30.00) count 

as out-of-pocket spending. So, $51.70 counts as out-of-pocket spending and helps Mrs. Anderson 

get out of the coverage gap. The remaining $10.30, which is 15% of the drug cost and 65% of the 

dispensing fee paid by the drug plan, doesn't count toward Mrs. Anderson's out-of-pocket spending. 

If you have a Medicare drug plan that already includes coverage in the gap, you may get a discount 

after your plan's coverage has been applied to the drug's price. The discount for brand-name drugs 

will apply to the remaining amount that you owe. 

 

In 2018, Medicare will pay 56% of the price for generic drugs during the coverage gap. You'll pay the 

remaining 44% of the price. What you pay for generic drugs during the coverage gap will decrease 

each year until it reaches 25% in 2020. The coverage for generic drugs works differently from the 

discount for brand-name drugs. For generic drugs, only the amount you pay will count toward getting 

you out of the coverage gap. 

 

Example 

In 2018, Mr. Evans reaches the coverage gap in his Medicare drug plan. He goes to his pharmacy to 

fill a prescription for a covered generic drug. The price for the drug is $20, and there's a $2 

dispensing fee that gets added to the cost. Mr. Evans will pay 44% of the plan’s cost for the drug and 

dispensing fee ($22 x .44 = $9.68). The $9.68 he pays will be counted as out-of-pocket spending to 

help him get out of the coverage gap. 

 

If you have a Medicare drug plan that already includes coverage in the gap, you may get a discount 

after your plan's coverage has been applied to the drug's price.  

Items that count towards the coverage gap 

 Your yearly deductible, coinsurance, and copayments 

 The discount you get on brand-name drugs in the coverage gap 

 What you pay in the coverage gap 
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Items that don't count towards the coverage gap 

 The drug plan premium 

 Pharmacy dispensing fee 

 What you pay for drugs that aren’t covered 

If you think you should get a discount 

If you think you've reached the coverage gap and you don't get a discount when you pay for your 

brand-name prescription, review your next "Explanation of Benefits" (EOB). If the discount doesn't 

appear on the EOB, contact your drug plan to make sure that your prescription records are correct 

and up-to-date.  

 

Medicare can be expensive so there are several ways to help pay for 
the coverage. These included Medicaid, Medicare Savings Programs, Extra 
Help Program, Medigap and SSI. 

 
Medicaid is a joint federal/state program helping some people with 

limited income/resources to pay medical costs. In some instances (like 
nursing home care and personal care services), Medicaid covers things 
Medicare does not. 

 
Each state has its own rules about who qualifies for Medicaid and 

how to apply. The feds publish a page showing who to contact about 
Medicaid in each of the states, District of Columbia, Puerto Rico and the 
US Virgins Islands: https://www.medicaid.gov/about-us/contact-us/contact-
state-page.html. They have also compiled a resource giving details about 
each state (and some other jurisdictions) and Medicaid: 
https://www.medicaid.gov/state-overviews  
 

Some states allow a potential Medicaid recipient to “spend down” to 
qualify. Here someone with more income than the guidelines allow can 
subtract medical expenses from income to become eligible for Medicaid. 
This is called being “medically needy.” 

 
“Dual eligibles” are people who qualify for both Medicaid and 

Medicare. In this case, Medicare pays first for the things Medicare covers. 
Medicaid pays after Medicare and Medigap Insurance. 
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State Medicare Savings Programs assist in paying premiums, 
deductibles, copayments, coinsurance and prescription drug coverage 
costs. This may include Medicare Parts A and B. There are 4 kinds of 
Medical Savings Programs.11 

 
People who are working may qualify even if income is higher than the 

limits listed. Limits may be a little higher in Alaska and Hawaii. 
 

-1. Qualified Medical Beneficiary (QMB) Program. 
 
Individual monthly income limit:  $1,032 
Married couple monthly income limit: $1,392 
Individual resource limit:   $7,560 
Married couple resource limit:  $11,340 
 
Program helps pay for Parts A and B premiums, deductibles, copayments, 
coinsurance 
 
Medicare providers cannot bill QMB participants for Medicare deductibles, 
copayments, or coinsurance on Medicare-covered services or items 
(except outpatient prescription drugs and a limited fee capped at $3.70 
pharmacists may assess for prescription drugs covered by Medicare Part 
D). Participants should ensure providers know they have QMB by showing 
both Medicare and Medicaid or QMB card each time care is given. If such a 
bill is received for Medicare-covered charges, contact the provider or plan 
and reiterate the QMB status. Should this not work, contact Medicare 1 800 
633-4227. 
 
-2. Specified Low-Income Medicare Beneficiary (SLMB) Program. 
 
Individual monthly income limit:  $1,234 
Married couple monthly income limit: $1,666 
Individual resource limit:   $7,560 
Married couple resource limit:  $11,340 
 
Program helps pay for Part B premiums only. 
 
  

 
11 2018 figures 
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-3. Qualifying Individual (QI) Program. 
 
Individual monthly income limit:  $1,386 
Married couple monthly income limit: $1,872 
Individual resource limit:   $7,560 
Married couple resource limit:  $11,340 
 
Program helps pay for Part B premiums only. 
 
QI benefits must be applied for annually. They are approved on a first-
come, first-served basis, though preference is given to people who were in 
the program the previous year. Persons who qualify for Medicaid are 
ineligible for QI. 
 
-4. Qualified Disabled and Working Individuals (QDWI) Program. 
 
Individual monthly income limit:  $4,132 
Married couple monthly income limit: $5,572 
Individual resource limit:   $4,000 
Married couple resource limit:  $6,000 
 
Program helps pay for Part A premiums only. 
 
The first 3 programs out of the 4 automatically qualify to get the Extra Help 
program (see below for details). 
 
 What is included in the “resource limit”? Checking or saving account 
balances, stock, bonds. Not included are home, one car, burial plot, up to 
$1,500 for burial expenses (if that money is set aside), furniture, other 
personal and household items. 
 
 To enroll in a Medicare Savings Program, contact the state Medicaid 
Program https://www.medicaid.gov/about-us/contact-us/contact-state-
page.html. 
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Extra Help is a Medicare program to assist paying the costs of 
Medicare Part D prescription drug coverage for people who meet income 
and resource qualifications. 
 
 Limits are $18,210 in annual income ($24,690 for a married couple) 
with $14,100 or less in resources ($28,150 for a married couple). 
 
 Resources that count towards the limit include balance in checking or 
savings accounts, stocks, and bonds. A home, one car, burial plot, up to 
$1,500 in burial expenses (if this has been set aside), furniture, and other 
personal or household items do not count toward resources. 
 
 Improvements in income or resources may ease participants out of 
Extra Help. 
 
 Some people automatically qualify for Extra Help. This happens if 
they have full Medicaid coverage, get help from state Medicaid for paying 
their Part B premiums, or get Supplemental Security Income (SSI). If 
Medicare thinks they no longer automatically qualify, it sends a notice on 
gray paper in September. They will need to apply to see if they remain in 
Extra Help. 
 
 Medicare notifies about changes in copayment amounts for next year 
in early October. This notice is on orange paper. 
 
 Questions about whether an Extra Help person is paying the correct 
amount should be directed to the drug plan. The plan may ask for 
information to check the level of Extra Help the insured should be getting. 
 
 Documents the plan can use to make this determination are a purple 
notice from Medicare that says the person automatically qualifies for Extra 
Help, a yellow or green automatic enrollment notice from Medicare, an 
Extra Help "Notice of Award" from Social Security, an orange notice from 
Medicare that says the copayment amount will change next year, a 
Supplemental Security Income (SSI) award letter from Social Security, a 
copy of a state document showing Medicaid paid for a  stay in an institution 
(such as a nursing home) for at least a month, a print-out from the state’s 
Medicaid system showing the person lived in the institution for at least a 
month, a document from the state showing the person has Medicaid and is 
getting home- and community-based services, a copy of the Medicaid card, 
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a copy of a state document showing the person has Medicaid, a print-out 
from a state electronic enrollment file that shows the person has Medicaid, 
a screen print from the state's Medicaid systems that shows the person has 
Medicaid or any other document from the state that shows the person has 
Medicaid. 
 
 Once the plan gets this information, it must determine the insured is 
not paying more than is allowed for drug prescriptions. As this is written, 
those limits are $3.35 for each generic covered drug and $8.35 for each 
brand name covered drug. 
 
 The plan will then contact Medicare to confirm the insured is qualified. 
This request can take up to 2 weeks to process.  
 
 It’s possible that a person who paid for prescriptions while qualified 
for but not enrolled in Extra Help may get some money back. Gather the 
receipts and call the drug plan. Or contact Medicare's Limited Income 
Newly Eligible Transition (NET) Program at 1-800-783-1307 for more 
information (TTY: 711). 
 
 Programs for people in US territories may vary. 
 
 Even if someone doesn’t qualify for Extra Help, the state may have 
programs to help with prescription drug costs. Check out the State Health 
Insurance Assistance Program (SHIP) at https://www.shiptacenter.org/. 
Click the orange button in the upper right hand corner to access a directory 
of each state’s SHIP contact information. 
 
 Other ways to lower prescription drug costs include asking the doctor 
about generic drugs or less expensive brand name drugs, using mail order 
pharmacies, choosing a Medicare drug plan with lower costs, reviewing 
state programs (https://www.medicare.gov/pharmaceutical-assistance-
program/state-programs.aspx)  and checking to see if the drug 
manufacturer offers assistance paying for their drugs 
(https://www.medicare.gov/pharmaceutical-assistance-
program/Index.aspx). 
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A Medigap (Medicare Supplement Insurance) policy helps pay some 
of the health costs that Original Medicare does not. These include 
copayments, coinsurance and deductibles. Some policies even cover 
medical care while traveling outside the US. (The Medigap policy covers 
coinsurance only after the deductible is met  (unless the Medigap policy 
also pays the deductible.)) 
 
 A Medigap policy differs from a Medicare Advantage Plan in that it 
only supplements Original Medicare benefits. 
 
 To buy a Medigap policy, the purchaser must have Medicare Parts A 
and B. The policy can be purchased from any company in the state who is 
licensed to sell one. 
 

A person cannot have Part C and a Medigap policy at the same time. 
Nor can one have a Medicare Medical Savings Account (MSA) and a 
Medigap policy. 

 
The best time to buy Medigap is during the 6 months Medigap open 

enrollment period. This period automatically starts the month you're 65 and 
enrolled in Medicare Part B (Medical Insurance).  

 

During that time a person can buy any Medigap policy sold in the 
state, even with health problems. The price must be the same as that 
charged for people in good health. 

 
However, the company can delay coverage for a preexisting condition 

even if the policy was purchased during the Medigap open enrollment 
period. They can delay for 6 months (even though the insured is paying the 
premiums.) This can occur when the preexisting condition was diagnosed 
or treated within 6 months before Medigap coverage starts. 

 
During the 6 months, the Medigap policy will cover the insured’s other 

health issues. Original Medicare will still cover the preexisting condition but 
the insured will be responsible for copayments and coinsurance. 

 
Exceptions to the exception: the waiting period for a preexisting 

condition under a policy purchased during the open enrollment period can 
be avoided if the insured bought the policy to replace creditable insurance 
coverage. The insured had to have at least 6 months of continuous prior 
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creditable coverage which ended 63 days or less before the Medigap policy 
began. Many types of health insurance will qualify as creditable coverage 
for Medigap policies. 

 
Alternatively, persons having a guaranteed issue right (Medigap 

protections) are exempt from the pre-existing condition waiting period. 
 
After this enrollment period, a person may not be able to buy a 

Medigap policy. A company may be able to refuse to sell on the basis of 
health issues. Even if a policy can be purchased, it may cost more. 

 
The Medigap enrollment period with the “preexisting conditions don’t 

matter” feature does not repeat. It only occurs once for each person. 
Medigap can be bought outside the open enrollment period but the 
purchaser is subject to the company’s underwriting guidelines. 

 
A person who is under 65 with Medicare may not be able to buy a 

Medigap policy. Medicare does not require companies to cover people 
under 65 though almost 2/3 of the states do. 
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These states require the insurance companies to offer at least 
one kind of Medigap policy to people with Medicare under 65: 

California Louisiana New York 

Colorado Maine North Carolina 

Connecticut Maryland Oklahoma 

Delaware Massachusetts Oregon 

Florida Michigan Pennsylvania 

Georgia Minnesota South Dakota 

Hawaii Mississippi Tennessee 

Idaho Missouri Texas 

Illinois Montana Vermont 

Kansas New Hampshire Wisconsin 

Kentucky New Jersey 
 

 
 

These states may or may not require these policies for everybody 
under 65 on Medicare. Check with the insurance commissioner for details: 
https://www.medicare.gov/Contacts/#resources/sids 

 
Companies outside the above might still sell policies to those under 

65 with Medicare. Expect to pay more than someone over 65. 
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The policyholder pays the private insurance company a monthly 

premium for the Medigap policy. This is in addition to the Part B premium 
Medicare gets. The policy covers only one person. If a spouse desires 
Medigap coverage, a second policy needs to be purchased. 
 
 The company cannot cancel the policy because the policyholder 
develops health problems as long as the premium is paid. 
 
 Medigap does not cover prescription drug benefits. (Many years ago 
it used to.) Usually the policies don’t cover long term care, vision care 
(including eyeglasses), dental care, hearing aids or private duty nursing. 
 
 Medigap policies are standardized in 10 different flavors. Every 
Medigap policy conforms to state and federal laws and must be clearly 
identified as “Medicare Supplement Insurance.” 
 
 These 10 variations are identified by letters. (Massachusetts, 
Minnesota and Wisconsin use a different standardization system.) 
 
 Any company offering any Medicap policy must offer type A and then 
C or F. Other than that, they are not required to offer the other types. 

The chart below shows basic information about the different benefits 
Medigap policies cover. 
Yes  =  the plan covers 100% of this benefit 
No =  the policy doesn't cover that benefit 
%  =  the plan covers that percentage of this benefit 
N/A  =  not applicable 
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Medigap 
Benefits 

Medigap Plans 

A B C D F* G K L M N 

Part A 
coinsurance 
and hospital 
costs up to 
an 
additional 
365 days 
after 
Medicare 
benefits are 
used up 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Part B 
coinsurance 
or 
copayment 

Yes Yes Yes Yes Yes Yes 50% 75% Yes Yes*** 

Blood (first 
3 pints) 

Yes Yes Yes Yes Yes Yes 50% 75% Yes Yes 

Part A 
hospice care 
coinsurance 
or 
copayment 

Yes Yes Yes Yes Yes Yes 50% 75% Yes Yes 

Skilled 
nursing 
facility care 
coinsurance 

No No Yes Yes Yes Yes 50% 75% Yes Yes 

Part A 
deductible 

No Yes Yes Yes Yes Yes 50% 75% 50% Yes 

Part B 
deductible 

No No Yes No Yes No No No No No 

Part B 
excess 
charge 

No No No No Yes Yes No No No No 
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Foreign 
travel 
exchange 
(up to plan 
limits) 

No No 80% 80% 80% 80% No No 80% 80% 

Out-of-
pocket 
limit** 

N/A 
N/A N/A N/A N/A 

N/A 
 $5,240 $2,620 N/A N/A 

         

* Plan F also offers a high-deductible plan. If you choose this option, this means you must pay for Medicare-
covered costs up to the deductible amount of $2,240 in 2018 before your Medigap plan pays anything. 
 
** After you meet your out-of-pocket yearly limit and your yearly Part B deductible, the Medigap plan pays 
100% of covered services for the rest of the calendar year. 
 
*** Plan N pays 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits 
and up to a $50 copayment for emergency room visits that don't result in inpatient admission. 

 
 Six of the ten Medigap plans offer emergency health care coverage 
while traveling in foreign countries. (Four other plans, no longer sold also 
offered the benefit—plans E, H, I and J. If they were purchased prior to 
June 1, 2010, policyholders who keep paying the premiums can keep the 
plans.) 
 
 The emergency care must begin within the first 60 days of trip and 
not be otherwise covered by Medicare. 
 
 The plans pay 80% of the charges billed for “certain medically 
necessary” foreign emergency care after an annual $250 deductible. The 
foreign coverage benefit is capped at a lifetime $50,000. 
 
 Persons traveling abroad should talk to the Medigap plan or 
insurance agent for details prior to departure. 
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Supplemental Security Income (SSI) is benefit paid by Social Security 
monthly to qualifying people. These are persons who are disabled, blind, or 
at least age 65 and have limited income and resources. SSI is different 
from Social Security retirement or disability benefits. 
 
 SSI benefits also are payable to people 65 and older without 
disabilities who meet the financial limits. 
 

People who have worked long enough may be able to receive 
Social Security disability or retirement benefits as well as SSI. 

 
Application for the program may be made online. 
 
Funds received can be used to help pay for Medicare charges. 
 
Medicare coordinates its payments with other insurance the ward 

may have. More vocabulary: everyone who gives a person health 
insurance or coverage is called a “payer.” Medicare is a payer. The 
primary payer pays what it owes on a bill (up to the limits of coverage) 
and sends the rest to the secondary payer. Sometimes there may be a 
third payer. 

 
If a person’s non-Medicare insurance doesn’t pay a bill within 120 

days, the doctor or provider may bill Medicare. Medicare may make a 
conditional payment on the bill and go after the other insurance for what 
should have been paid by them. 

 
To assist the system, insurance changes should be reported to (1) 

Benefits Coordination & Recovery Center (BCRC) at 1-855-798-2627 (TTY: 
1-855-797-2627) and (2) the doctor and other health care providers. 

 
If Medicare makes a conditional payment and the ward later gets a 

settlement, judgment, award or other payment on the bill, Medicare gets 
repaid from the new funds. Contact Benefits Coordination & Recovery 
Center (BCRC) at 1-855-798-2627 (TTY: 1-855-797-2627) to report any 
settlements etc.. BCRC can advise if any repayment is due Medicare. 

 
Who is the first payer varies by situation. 
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Medicare pays first 
 
A person who is retired, 65 or older with group health plan coverage 

from a former employer—Medicare generally gets first crack 

A person who is retired and covered by a former’s employer’s retiree 
health plan—Medicare pays first. 

Retiree coverage might not cover medical payments if the former 
employee was eligible for Medicare but didn’t enroll. Getting into Part A and 
B (when eligible) is necessary to get full benefits from retiree coverage. 

New retirees should find out how their health coverage (and their 
spouses’) will work with Medicare. This information may be available in the 
plan booklet or from the former employer’s benefits administrator. 

What happens if the former employer ceases to do business or goes  
bankrupt? If any other company within the same corporate organization still 
offers a group health plan to its employees, they would be required to offer 
COBRA continuation coverage to the former employee. This coverage is 
not long term and may require premiums to be paid. It may however give a 
chance for other arrangements to be made without a break in insurance. 

If the former employer goes away with no COBRA possibilities, the 
former insured may be entitled to buy a Medicap policy even if the Medicap 
open enrollment period is not available. 

A person who is retired, under 65 and disabled (not with ESRD) with 
group health plan coverage from a former employer—Medicare generally 
gets first crack 

A person with coverage under the Federal Black Lung Program—
Medicare pays first for non-black lung related health care. The Program 
pays for black lung related care they cover.  

Medicare doesn’t pay for doctor or hospital services covered under 
the Federal Black Lung Program.  

The doctor or other health care provider should send all bills for the 
diagnosis or treatment of black lung disease to: Federal Black Lung 
Program, PO Box 8302, London, KY 40742-8302 1-800-638-7072). If the 
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Program won’t pay, the doctor or health care provider should send the bill 
to Medicare with a copy of the Program’s letter saying why it wouldn’t pay. 

Medicare pays second 

A person who is 65 or better with a group health plan coverage based 
on a spouse’s current employment (any age) with an employer who has 20 
or more employees—the group health plan usually pays first. 

 
A person is covered by a group plan based on a family member’s 

current employment with an employer who has 100 employees or more—
the group plan pays first. (Be careful to follow the rules when going outside 
the plan’s network to ensure that insurance applies.) 

A person with Veterans’ benefits chooses what system each time 
health care is received—Veteran’s or Medicare. Neither will pay again what 
the other has already taken care of.  

However to get the US Department of Veterans Affairs (VA) to pay, 
the service must have been at a VA facility or an VA-authorized non-VA 
facility. If the VA doesn’t pay for all the services during a hospital stay at a 
VA-authorized non-VA hospital, Medicare may pick up the Medicare-
covered portion. Likewise, Medicare may pay all or part of the copayment 
for VA-authorized care from a non-VA doctor or hospital. 

A person with a VA fee-basis identification card, may choose any 
doctor listed on the card for treatment. If the doctor accepts the person as a 
patient and bills the VA for services, the doctor must accept the VA 
payment as payment in full. (If the doctor doesn’t accept the fee-based 
card, the patient will file a claim with the VA to either get the doctor paid or 
the patient reimbursed.) Such a card may be issued to persons with a 
service-connected disability, who need medical services for an extended 
period of time, with no VA hospitals in the area. 

A person with a workers’ compensation claim—Medicare pays 
second. 
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How Medicare works in disasters or emergencies 

 A disaster or emergency area is declared by the President, the 
Secretary of Health and Human Services (HHS), or a governor.  

 

In this section when the word “emergency” or “disaster” is used, it 
means one declared by one of these 3 people. The word “emergency” in 
this section includes “disaster” too. 

 

 If such a declaration is not apparent from news media reports, the 
following sources can be checked: 

 

President  

https://www.disasterassistance.gov/ 

1-800-621-FEMA (1-800-621-3362),  TTY: 1-800-462-7585 
 
Secretary of HHS 
https://www.phe.gov/emergency/pages/default.aspx 
800-MEDICARE (1-800-633-4227) 
 
Governor 
Visit the state government’s official website 
https://www.irs.gov/businesses/small-businesses-self-employed/state-
government-websites 
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Seeing a doctor in an emergency—with Original Medicare, any doctor 
who accepts Medicare can treat. Some rules may bend for an emergency 
or disaster area.  
 

The military at an airport might, for example, deliver Medicare-
covered services. Medicare Advantage Plans or other Medicare Health 
Plans may also temporarily adapt their rules to the situation. For instance, 
the plan will let patients use out-of-network doctors or hospitals even for 
non-urgent health issues in an emergency. The usual pre-authorization 
requirements will be waived for these out-of-network services. The out-of-
network fee will also be forgotten during the emergency. (Save the receipt 
in case the out-of-network charge is accidentally made.) Contact the plan 
for details and to find out about any other changes in the rules. 
 
 Getting prescriptions in an emergency—if the usual network 
pharmacy for the Medicare drug plan is unavailable, contact the plan for 
alternatives. If the ward had to evacuate without her drugs or the drugs 
were damaged or lost in the emergency, and the usual pharmacy is 
unavailable, contact the plan. 
 
 Prescriptions can be moved from the usual but unavailable pharmacy 
to another one in the network. Once the emergency is over, the 
arrangement can be moved back. The new pharmacy will need to know the 
name of the regular pharmacy and which drugs need to be refilled. 
 
 If the ward is likely to be displaced from home for a long time, the 
guardian may want to get an extended day supply of drugs (a month’s or 
month and a half’s worth.) Ask the Medicare drug plan if this option is 
offered and which pharmacy to use. 
 
 The plan may even direct the patient to an out-of-network pharmacy. 
The patient will likely have to pay full price for the drugs when each 
prescription is filled. Save the receipts and submit a paper claim to the 
Medicare drug plan for reimbursement. Contact the plan to find out if they 
do refunds and where to send the claim. The out-of-network cost-sharing 
amount will not be refunded. 
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Paying premiums in an emergency—monthly premiums must still be 
paid despite the emergency. Because postal service may be disrupted, it 
may be wise to consider online alternatives in advance. 
 
 Hurricane Katrina displaced one million people and damaged or 
destroyed more than five hundred postal facilities. Postal employees used 
recreational vehicles, and even tents, to hand out mail where street delivery 
was not possible. Within two weeks of Hurricane Katrina, full service had 
been restored to 82 percent of affected post offices. Street delivery took 
longer. The eventual resumption of street delivery was a welcome sign of 
normalcy. As letter carriers gradually returned to city streets they were 
greeted with smiles, laughter, hugs, and tears. 
 
 The post office gave it a good try. But if someone’s premium was due 
on a third bill (notice)  and they couldn’t find a working post office, their 
enrollment might be cancelled.  
 
 Having the premiums paid manually or automatically through a bank’s 
bill pay service or deducted from the Social Security check are two ways to 
get around this issue. 
 
 That said, if a person was severely impacted by the emergency and 
missed the premium because of the emergency, it’s worth contacting the 
plan and asking them to reconsider any cancellation. 
 
 Getting dialysis treatments in an emergency—The patient’s ESRD 
Network can help get dialysis treatments and find who to contact for 
supplies, drugs, transportation to dialysis services, and emergency financial 
help if needed. Besides the ESRD Network, Medicare can also be called at 
1-800-MEDICARE (1-800-633-4227). 
 
 The patient may have been evacuated to a different area. The ESRD 
Network can help location dialysis services in the new area. But if the ward 
has a Medicare Advantage Plan or other Medicare health plan, does the 
plan have a contract with the different office? Will the plan provide benefits  
for the service? Contact the plan for information. 
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Getting cancer treatment in an emergency—if the patient has Original 
Medicare and the normal cancer care provider is unavailable because of 
the emergency, the National Cancer Institute (NCI) can help located other 
providers. The NCI is at 1-800-4CANCER (1-800-422-6237) between 9 
a.m.– 4:30 p.m., Monday through Friday (TTY: 1-800-332-8615). 
 
 If the ward has a Medicare Advantage Plan or other Medicare health 
plan, contact the plan for how to get treatment. 
 

The Medicare card got lost in the emergency—with Original 
Medicare, visit the nearest Social Security office or phone 1-800-772-1213 
(TTY: 1-800-325-0778) to replace a card. 

 
Also notify Social Security if the ward’s address temporarily or 

permanently changes. 
 
If the ward has a Medicare Advantage Plan or other Medicare health 

plan, contact the plan to find out how to replace the card. 
 
Replacing durable medical equipment (DME) in an emergency—

Original Medicare may cover the cost to replace things like wheelchairs or 
walkers or supplies (such as diabetic supplies) lost or damaged in an 
emergency if Original Medicare paid for them in the first place. 

 
If the equipment can be repaired, Medicare will typically pay for 

rentals which the shop is doing repairs. 
 
Call Medicare for more information: 1-800-MEDICARE (1-800-633-

4227). 
 

 If the ward has a Medicare Advantage Plan or other Medicare health 
plan, contact the plan for how to replace equipment lost in an emergency. 
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An appeal is what a guardian does if she disagrees with a coverage 
or payment decision. 
 
 If Medicare, a Medicare health plan or a Medicare Prescription Drug 
Plan denies one of these, an appeal is possible: 

 
 

 A request for a health care service, supply, item, or prescription drug that 
the guardian thinks the ward should be able to get 

 

 A request for payment for a health care service, supply, item, or 
prescription drug the ward already got 

 

 A request to change the amount the guardian must pay for a health care 
service, supply, item or prescription drug. 

 

The guardian can also appeal if Medicare or the plan stops providing 
or paying for all or part of a service, supply, item, or prescription drug the 
guardian thinks the ward still needs. 

 

If the ward has a Medicare Medical Savings Account (MSA) Plan, the 
guardian may appeal if deductible has been met or the guardian believes a 
service or item should count toward the deductible. 

 
If the guardian decides to appeal, ask the doctor, health care 

provider, or supplier for any information that may help the case. See the 
plan materials, or contact the plan for details about the ward’s appeal 
rights.   

The plan’s contact information is generally on the plan membership 
card.  

 
The appeals process has five levels. If the guardian disagrees with 

(or loses) the decision at one level, the appeal can be moved up. 
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Each level will generate a decision letter. This will include instructions 
on how to proceed to the next level. Be aware there are strict time limits on 
this process on the guardian’s side.  

 
If the guardian is miffed about the quality of care a ward is getting, a 

complaint may be more appropriate than an appeal. A complaint 
demonstrates concerns about the quality of care or other services received 
from a Medicare provider. An appeal objects to a Medicare provider’s not 
providing or paying.  

 
So if a Medicare provider never answers the phone, the guardian’s 

recourse is a complaint (also called a grievance). If the Medicare provider 
says the ward is not entitled to a particular medicine, an appeal might be 
more appropriate. 

 
How a complaint is filed depends on which of four subjects it’s about. 

Complaints can be filed about (1) a doctor, hospital or provider, (2) a health 
or drug plan, (3) dialysis or kidney transplant care, or (4) durable medical 
equipment. 
 

Complaint about a doctor, hospital or provider 
 
A complaint about a doctor, hospital or provider may regard improper 

care (such as a claim a nursing home resident was abused or transferring a 
bedridden patient to a wheelchair without using a lift).) Or it might involve  
unsafe conditions (blocked fire exits, dirty linen, water damage.) 

 
Complaints about a doctor can go to the state medical board. Here’s 

a list: https://www.fsmb.org/contact-a-state-medical-board/ 
 
For these problems in an hospital, home health care agency, hospice 

or nursing home, contact the State Survey Agency. This is usually inside 
the state’s department of health services. Contact information for state 
survey agencies can be found here: 
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/Downloads/Survey-and-
Certification-State-Agency-Contacts.pdf   

 
For complaints about a hospital (room temperature wrong, bad food, 

awful housekeeping), a fax or letter to the president of the hospital may be 
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effective. The more traditional approach is to contact the state department 
of health services. The US Department of Health and Human Services 
provides this directory of state health departments: 
https://healthfinder.gov/findservices/searchcontext.aspx?show=1&topic=82
0  
 

Complaint about a health or drug plan 
 
For complaints about a health or drug plan, contact the Beneficiary 

and Family Centered Care Quality Improvement Organization (BFCC-QIO). 
This can be found at https://www.medicare.gov/Contacts/. First, on the left 
select a state. Use the pull down menu to click BFCC-QIO. Finally click the 
green bar to bring up the contact information.  

 
These complaints might include being given the incorrect drug or a 

drug with a bad interaction, being operated on when drugs or physical 
therapy would have been an appropriate treatment, getting inappropriate or 
unnecessary treatment, not getting treatment, being released when still in 
severe pain or without instructions. 

 
Or there could be a concern about the plan’s customer service hours, 

lack of specialists, unnecessary mail or notices that don’t comply with 
Medicare rules. 

 
For questions about a specific service, consult the ward’s Medicare 

Summary Notice or sign into MyMedicare.gov. 
 
Complaints about a health or drug plans can also be filed directly with 

Medicare using this online form: 
https://www.medicare.gov/MedicareComplaintForm/home.aspx 

 
The plan membership materials will have instructions about how to 

submit a complaint also. 
 
Complaints about a Medicare prescription drug plan have some rules. 

They must be filed within 60 of the event that is being complained about. 
They can be filed with the plan by phone or in writing. The plan generally 
must notify the guardian of its decision about the complaint within 30 days 
of receiving it. (If the complaint concerns a plan’s refusal to make a fast 
coverage determination/redetermination and the drug has not been 
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purchased or gotten, the plan has no more than 24 hours to respond after it 
receives the complaint.) 

 
Complaint about a dialysis or kidney transport care 

 
 Contact the End-Stage Renal Disease (ESRD) Network, the dialysis 
facility or transplant center, or the State Survey Agency.  

 

 Complaints might include not being treated with respect by facility 
staff, not being allowed to eat during dialysis even though hungry, the 
facility is ignoring the complaint. 

 

 ESRD Networks keep an eye on and improve the care people with 
ESRD get.  

 

 ESRD Networks can be found at 
https://www.medicare.gov/Contacts/. First, on the left select a state. Use 
the pull down menu to click ESRD. Finally click the green bar to bring up 
the contact information. 

 

 It is possible to complain directly to the facility but is not required. 

 

 The Network or facility receiving a complaint must (a) investigate, (b) 
try to solve it, and (c) help the complainant understand the rights she has. 

 

 The Network will investigate a complaint even if the complainant 
wishes to remain anonymous. The facility cannot take any action against a 
complainant. 

 

 The state survey agency can handle complaints like claims of abuse, 
prescription drug mistakes, poor quality of care, or unsafe conditions (the 
roof is leaking onto the bed.)  

 

Contact information for state survey agencies can be found here: 
https://www.cms.gov/Medicare/Provider-Enrollment-and-
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Certification/SurveyCertificationGenInfo/Downloads/Survey-and-
Certification-State-Agency-Contacts.pdf 

 

Complaint about durable medical equipment (DME) 
 

 Complain to the supplier or to Medicare.  
 
 The supplier must confirm receiving the complaint and that they are 
investigating within 5 calendar days of getting it. They must send you their 
written response within 14 calendar days. 
 
 If that doesn’t work, contact the Competitive Acquisition Ombudsman 
(CAO) at Medicare. Call 1-800-MEDICARE (1-800-633-4227), TTY 1-877-
486-2048. Ask that the complaint be sent to the CAO. 
 

The CAO tries to provide timely responses to individual complaints 
and inquiries. This includes helping to resolve the complaint. 

 
The CAO also collects complaint and inquiry data to improve the 

program. As an ombudsman, the CAO also works with other areas of the 
Centers for Medicare and Medicaid Services (CMS) to identify potential 
systemic issues with the goal of helping CMS ensure beneficiaries have 
access to high-quality items and services. Congress receives an annual 
report from CMS. 
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Help filing a complaint 
 
 The State Health Insurance Assistance Program (SHIP) at 
https://www.shiptacenter.org/ can provide personalized help in filing a 
complaint at no charge. 
 

If the problem is about disagreeing with a coverage or payment 
decision made by Medicare, a Medicare health plan or a Medicare 
Prescription Drug Plan, an appeal is the proper way to try and change the 
situation. 

 

Here are the kind of problems which can be appealed: 

 

--a health care service, supply, item or prescription drug was denied 

--one of the above was already received but payment was denied 

--a request to change the amount the patient must pay for one of the 
above was denied 

--Medicare or the plan stopped providing or paying for all or part of a 
health care service, supply, item or prescription drug 

--with a Medicare Medical Savings Account (MSA) Plan), an appeal 
may be made if the deductible has been met or a service or item was 
deemed not to count toward the deductible 

 

The appeals process is detailed with 5 levels. If the appeal is denied 
at one level, it’s possible to go to the next step. There are deadlines which 
need to be met in order to progress. (Sometimes the appellant has 
deadlines but the entity deciding the appeal does not.) 
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Filing an appeal if the ward has Original Medicare 

 

Level 1: Redetermination by the company that handles claims for Medicare 

Level 2: Reconsideration by a Qualified Independent Contractor (QIC)   

Level 3: Hearing before an Administrative Law Judge (ALJ)   

Level 4: Review by the Medicare Appeals Council (Appeals Council)   

Level 5: Judicial review by a federal district court 

 

Level 1: Company handling Medicare claims redetermination 

 

  120 days to file  

  60 days to get a response (generally) 

   

 An appeal starts with the Medicare Summary Notice (MSN). This 
shows (1) what services and supplies were billed by providers and 
suppliers to Medicare in a 3 month period, (2) what Medicare paid, and (3) 
what is owed. 

 

 The MSN also shows if a medical claim has been partially or fully 
denied by Medicare. The determination to deny was made by the company 
that handles bills for Medicare. 

 

 If the guardian disagrees with a Medicare coverage or payment 
decision, an appeal can be made. The MSN contains information about the 
rights to an appeal. 

 

 A MSN arrives in the mail every 3 months. The appeal  must be filed 
within 120 days of the date the MSN was received.  

 

 Medicare claims and electronic MSNs can be seen at 
MyMedicare.gov. Claims typically show up there 24 hours after processing. 

 

 There are two choices for how to file an appeal. 
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 First option is to complete a Redetermination Request Form 
https://www.cms.gov/Medicare/CMS-Forms/CMS-
Forms/downloads/CMS20027.pdf. This is one page long. It gets sent to the 
Medicare contractor. That address is listed on the MSN. This is probably 
the easiest way to file an appeal. 

 

 The second option is to send a request to the company handling 
claims for Medicare. The address can be found under “Appeals 
Information” on the MSN. 

 

 Circle the item(s) and/or service(s) which are being appealed. 

 

 Explain in writing what the disagreement is. Include the ward’s 
Medicare number; name; the guardian’s name, address and phone 
number; and sign the paper. 

 

 Include any information about the appeal. The doctor, other health 
care provider or supplier may have useful information. Adding material after 
the appeal is sent can result in the decision being delayed. This gives the 
Medicare Administrative Contractor (MAC) 14 more calendar days to make 
a decision. 

 

 If there’s more than one document, write the Medicare number on 
each document. Keep a copy of everything sent to Medicare. 

 

Send this request to the company handling claims for Medicare. The 
address can be found under “Appeals Information” on the MSN. 

 

The MAC will send a decision either in a letter or a MSN within 60 
days after they got the request (unless additional material was submitted 
after the initial filing. Then the decision may take an additional 14 calendar 
days.) This notice of decision is called a Medicare Redetermination Notice. 
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If this decision does not satisfy the guardian, the appeal to the next 
level must be made within 180 days of receiving the Medicare 
Redetermination Notice. 

 

Level 2: Qualified Independent Contractor (QIC) 

 

  180 days to file 

  60 days to get a response 

 

 A QIC is an independent contractor who did not participate in the 
Level 1 decision. The redetermination notice received at Level 1 has 
directions about how to appeal to Level 2 and the address for the QIC. 

 

 Again, there are two choices for how to file a Level 2 appeal. 

 

 The first way is to fill out their form and file it. Find the form here: 
https://www.cms.gov/Medicare/CMS-Forms/CMS-
Forms/downloads/cms20033.pdf This is likely the easiest way to go. It 
gathers all the information Medicare wants in one place. Leaving out 
something important is a little harder. 

 

 But for the do it  yourselfer, explain in writing to the QIC what the 
disagreement is. This should show the problem clearly. Notice the original 
explanation did not convince the MAC at Level 1. So this might be time to 
rewrite, clarifying the wrong that was done. 

 

 Be specific about the items/services for which reconsideration is 
being sought and the particular date(s) of service. Mention what company 
made the Level 1 redetermination. This information should be on the 
redetermination notice. Send a copy of the Medicare Redetermination 
Notice” with the appeal. 
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Include the ward’s Medicare number; name; the guardian’s name, 
address and phone number; and sign the paper. 

 

 Include any information about the appeal. The doctor, other health 
care provider or supplier may have useful information. Adding material after 
the appeal is sent can result in the decision being delayed.  

 

 If there’s more than one document, write the Medicare number on 
each document. Keep a copy of everything sent to Medicare. 

 

 Send the appeal to the QIC at the address listed on the 
redetermination notice. The QIC has 60 days (counting from getting the 
request) to send a Medicare Redetermination Notice. 

 

 If the QIC misses the deadline, the guardian can ask the QIC to move 
the case to Level 3. If the guardian disagrees with the QIC’s decision, there 
are 60 days after the Medicare Reconsideration Notice is received to 
request a Level 3 hearing. 
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Level 3: Administrative Law Judge (ALJ) 

 

  60 days to file 

  90 days to get a response 

 

 Notice that if both sides have taken the maximum amount of time, the 
appeal has now gone on for more than a year. At Level 3, there can be 
real-time interaction between the guardian/appellant and the ALJ. 

 

 Appearances before the ALJ can be by phone, video-teleconference 
or in person. It is possible for the appellant to waive the hearing. But since 
two other people have failed to be convinced by appellant’s arguments, 
relying solely on paper for a third time might be seen as unproductive. In 
other words, if it’s worth it to take the appeal this far, it’s probably worth it to 
have the hearing. 

 

 The ALJ may rule in appellant’s favor without a hearing if the ALJ 
feels the record completely supports such a decision. 

 

 The ALJ will listen to the testimony, review the facts independently, 
and rule. 

 

 Unlike the first two levels, the amount contested in the case must 
meet a small minimum amount.12 The ALJ will decide if this requirement 
has been met. It may be possible to join claims together to meet this. 
Medicare is gently nudging here—two people have said no—are we talking 
about enough money to make pursuing this worthwhile?  

 

 The Medicare Reconsideration Notice from the QIC in Level 2 has 
directions on how to begin the Level 3 process. It’s important to send the 
request for a hearing to the right Office of Medicare Hearings and Appeals 

 
12 $160 in 2018 
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(OMHA) Central Operations. The address is listed in the QIC's 
reconsideration notice. 

 

 As always, there are 2 ways to request a hearing. (These work for 
Original Medicare, a Medicare Advantage plan, other Medicare health plan, 
or a Medicare Prescription Drug Plan.) 

 

 The first is to fill out the form: 
https://www.hhs.gov/sites/default/files/OMHA-100.pdf 

 

 The second is don’t fill out the form. Submit a written request to the 
OMHA office that will handle the ALJ hearing. (See the QIC’s 
reconsideration notice.) 

 

 Explain why the guardian thinks the QIC decision is in error. Try to 
think differently than the previous two explanations. Or to make additional 
arguments to those discussions. 

 

Include the ward’s Medicare number; name; the guardian’s name, 
address and phone number; the appeal number on the QIC reconsideration 
notice (if any); the dates of service for the contested items or services (see 
reconsideration notice or MSN); and sign the paper. 

 

 If the guardian plans to submit additional information, include a 
statement saying what that will be and when it will be sent. There are 
procedures and a form to submit new evidence: 
https://www.hhs.gov/sites/default/files/OMHA-
115_Filing_of_New_Evidence%200328.pdf  

 

 If the guardian wishes to get a copy of the case file, this form is filed: 
https://www.hhs.gov/sites/default/files/omha/forms/hhs719.pdf  
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 What happens during a hearing: The ALJ will explain the issues in the 
case and may question the ward, guardian and any witnesses the guardian  
brings to the hearing. 

The ALJ may ask other witness(es), such as a physician or other 
experts, to attend the hearing and provide testimony; the guardian will have 
an opportunity to question any witness offering testimony at the hearing. 

Witnesses (including the guardian) answer questions under oath. The 
ALJ makes an audio recording of the hearing. 

Important information about canceling a hearing. If something comes 
up and the guardian cannot attend the hearing, the cancellation must be 
done correctly or the right to appeal could be lost.  

Notify the Administrative Law Judge (ALJ) assigned to the appeal as 
soon as possible if the guardian cannot attend a hearing.  In general, this 
notice must be given in writing. However, in emergency circumstances, oral 
requests will be accepted the day prior to or the day of the scheduled 
hearing.  The ALJ will reschedule the hearing if there is good cause for 
changing the time or place. (The time between the originally scheduled 
hearing date and the new date will not be counted toward the adjudication 
period.)  If an ALJ changes the time or place of a hearing, an amended 
Notice of Hearing will be sent to all parties who were sent a copy of the 
Notice of Hearing and any CMS contractors that elected party or participant 
status.  

The request for a hearing can be dismissed if the guardian fails to 
appear at the hearing and the ALJ determines that there was no good 
cause for the failure to appear. 

The ALJ’s decision, remand, or dismissal is sent by U.S. mail.   

If the ALJ issues a decision in favor of the guardian and that the claim 
should be paid by Medicare, the case is forwarded to the CMS Medicare 
contractor for that to happen. This means it is the Medicare contractor and 
not the OMHA adjudicator who is responsible to pay the claim according to 
the OMHA decision and applicable Medicare payment policies.  
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Therefore, any questions regarding Medicare payment following a 
favorable OMHA decision should be directed to the Medicare contractor 
and not OMHA. 

If the ALJ issues a decision not in favor of the guardian and that the 
claim should not be paid by Medicare, the guardian may request review by 
the Medicare Appeals Council (Council).  The request for the Council to 
review the claim must be made within 60 days of the date the decision or 
dismissal was received by the guardian.  If unable to meet this deadline, 
explain the reasons for missing it in the request. An appeal to the Medicare 
Appeals Council is referred to as a “request for review.” 

The decision is rarely in favor of the patient. Approximately 18% of 
the rulings were favorable or partially favorable in fiscal 2019, 25% were 
unfavorable, and about 57% were dismissed.13 Five years ago,14 39% of 
decisions were favorable or partially so (double the most recent number), 
30% were unfavorable and 30% were dismissed. 

 The ALJ has 90 days to render a decision. There are so many 
appeals, however, that the average time recently was 1,361 days (3.7  
years).15 The average time has never been 90 days or less in the ten fiscal 
years 2009-2019. 

If the 90 days deadline is missed, the guardian can request the case 
be moved to Level 4. 

 

  

 
13 Numbers have been rounded 
14 Fiscal 2014 
15 Fiscal 2019 
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Level 4: Medicare Appeals Council 
 

  60 days to file 

  90 days to get a response 

 

 The request must be submitted within 60 days of receiving the ALJ’s 
decision. The Council assumes the ALJ’s action was received five days 
after the date on the decision or dismissal order. The guardian has the 
burden to prove it was received later, if that happens. If the appeal is filed 
late, good cause must be shown as to why. 

Fill out the form to request a review: 
https://www.hhs.gov/sites/default/files/dab/divisions/dab101.pdf The form is 
sent to the address listed in the ALJ’s hearing decision (Level 3). 
 

Or send a written request to the Appeals Council including the ward’s 
Medicare number; name; the guardian’s name, address and phone 
number; the contested items or services; the dates of service for the 
contested items or services (see ALJ decision or MSN); the date of the 
ALJs/ decision; copy of the ALJ’s decision; the written statement (see 
below); acknowledgement that notifications have been sent (see below) 
and sign the paper. 

 

In a written statement, identify the parts of the ALJ’s decision the 
guardian disagrees with and a clear explanation of why there is a 
disagreement. 

 

If the request is for the case to be moved from ALJ to the Appeals 
Council because ALJ hasn’t made a decision within 90 days, include the 
hearing office in which the request for hearing is pending. 

 

If the Council deems the guardian a “representative” of the ward, a 
fee may be assessed for the guardian to appear before the Council. (A 
person answering the phone at the Council said a guardian would not be 
charged a fee.) 
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 The appeal is mailed to: Department of Health and Human Services, 
Departmental Appeals Board, MS 6127, Medicare Appeals Council, 330 
Independence Ave., S.W., Cohen Building, Room G-644, Washington, D.C.  
20201. Or faxed to (202) 565-0227.  

File the appeal by one method (either mail or fax). Don’t use both.  

Additionally, a copy of the appeal must be sent to the other parties 
and indicate that all parties, including all beneficiaries, have been copied on 
the request for review. For claims involving multiple beneficiaries, submit a 
copy of the cover letters issued or a spreadsheet of the beneficiaries and 
addresses who received a copy of the request for review. 

The Council is supposed to render a decision within 90 days. 
However, there is a substantial backlog of cases. The plan is to eliminate 
the backlog by 2022. 

If the Council does not act within 90 days, the guardian may request 
the case be moved to the final step, Level 5. 

One instance when Council review can be expedited:  

If an administrative law judge (ALJ) issued a decision or dismissal for 
a claim for Part D drugs (other than a claim solely for payment of Part D 
drugs already furnished), an enrollee may request that the request for 
review be expedited. The requirements are that (a) the Part D drug has not 
already been furnished and (b) the enrollee’s prescribing physician (or 
other prescriber) indicates (or the Council determines) that the standard 
timeframe may seriously jeopardize the enrollee’s life, health, or ability to 
regain maximum function. 

The Council must receive a request for expedited review within 60 
days after the ALJ’s written decision or dismissal is received by the 
guardian.  (The Council will assumes that you received the ALJ’s decision 
or dismissal was received five days after the date shown on it. The 
guardian must prove it was received late, if that is the case.)  An appeal 
filed later will require the guardian to show good cause for the delinquent 
filing. 

A guardian may request that the claim be expedited by calling the 
Council at 1-866-365-8204.  Be prepared to provide the the enrollee’s 
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name and health insurance claim number; the ALJ appeal number; the date 
of the ALJ’s written decision or dismissal; the guardian’s telephone number; 
whether the claim is solely for payment of Part D drugs already furnished 
(this would kill chances for getting expedited); whether the prescribing 
physician (or other prescriber) has indicated that any delay in receiving the 
Part D drug may seriously jeopardize the enrollee’s life, health, or ability to 
regain maximum function (this is required to be it expedited), and whether 
this information was previously submitted at the lower levels of appeal;  the 
telephone number of the prescribing physician or prescriber; whether the 
enrollee’s claim has been expedited at the lower levels of appeal. 

Alternatively, a guardian may file a written request for expedited 
review. The form is DAB-101 - PDF 
(https://www.hhs.gov/sites/default/files/dab/divisions/dab101.pdf). Check 
the “Yes” box at Line 9 to request expedited review. 

Mail the form and a copy of the ALJ decision or dismissal to: 
Department of Health and Human Services, Departmental Appeals Board, 
MS 6127, Medicare Appeals Council, 330 Independence Ave., S.W., 
Cohen Building, Room G-644, Washington, D.C. 20201. 

The form may be faxed to (202) 565-0227.  (Do not both mail and fax 
the form. Choose one.) 

The Council may deny or grant the request for expedited review.  

If the Council grants the request, the enrollee will promptly be notified 
by phone and the Council will issue its final decision, dismissal order, or 
remand as expeditiously as the enrollee’s health condition requires but no 
later than 10 calendar days after the request for expedited review was 
received.  

Ten days isn’t “fast” in the civilian world. But it’s sure much better 
than the usual turnaround time. 

If the Council denies the request for expedited review, the Council will 
give the guardian written notice of the denial within five calendar days of 
the request for expedited review and thereafter will issue a final decision, 
dismissal order, or remand within 90 calendar days from when the request 
was received.  The denial of the request for expedited review is not 
appealable. 
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Questions about the Council may be directed to (202) 565-0100. 

It is now 2 years since the appeal began.16 Quite possibly an attorney 
was retained for Level 4 (Medicare Appeals Council), maybe even one was 
hired for Level 3 (Administrative law judge). Expenses are mounting. If it 
makes sense to soldier on, the guardian has 60 days after receiving the 
Council’s decision to seek review by a federal district court. 

If the guardian is seeking to move to Level 5, because the Council 
has passed the deadline without action, the Council can do various things: 
(a)  issue a decision or dismissal, (b) remand the case to an ALJ or 
attorney adjudicator within 5 days of receipt of the request, or (c) 
acknowledge receipt of the request for escalation and confirm that it is not 
able to issue a decision, dismissal, or remand order within the statutory 
time frame.  

The date of receipt of the Council's notice that it is not able to issue a 
decision within the statutory timeframe shall be presumed to be 5 calendar 
days after the date on the notice, unless there is evidence to the contrary.  

A party may file an action in a Federal district court within 60 calendar 
days after the date it receives the Council's notice that the Council is not 
able to issue a final decision, dismissal order, or remand order unless the 
party is appealing an ALJ or attorney adjudicator dismissal. 

  

 
16 If both sides used the maximum times. 
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.Level 5: Federal district court judicial review 
 

  60 days to file 

  (Not stated) days to get a response 

 A larger minimum dollar amount is required to be heard at this level. 
The amount in controversy must be $1,670 (up $40 from the previous 
year). 

The Council's decision or notice that the Council is not able to issue a 
final decision will contain information about the procedures for requesting 
judicial review.  

This involves filing a civil action in federal district court. 

It is possible for someone to represent herself in federal district court. 
This probably has the same success rate as buying one hundred lottery 
tickets and becoming a millionaire. Besides the forms and getting-started-
procedures, there is a substantial bank of knowledge required (such as the 
Federal Rules of Evidence). 

Not all attorneys are entitled to represent someone in federal district 
court. Most probably are not. Attorneys are typically “admitted to the bar” in 
a particular state after meeting various requirements (law school, bar exam, 
etc.)  

The federal courts are a separate legal system. The attorney wishing 
to practice law before them must go through additional steps to appear for 
a client in a federal district court. 

Finding an attorney qualified to practice in federal district court may 
not be easy. The Federal Bar Association does not provide an attorney 
directory for the public. They do however provide a guide for nonlawyers 
wishing to represent themselves.  

Filing a case without an attorney is called doing it “pro se” (literally 
“for him.”) There is a surprising amount of help available from the court to 
do this. 
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The clerk’s office provides a variety of services to help reduce the 
burden of pro se cases. The most common form of direct assistance 
provided to pro se litigants is procedural help by clerk’s office staff as part 
of their regular duties; such assistance is provided by 76 (84%) of the 90 
responding districts at the time of the survey.  

Almost all of the districts offer at least one program or service to help, 
including electronic filing through CM/ECF, dissemination outside the 
courthouse of information about pro se services, a mediation program, and 
a bar-sponsored program to help pro se litigants prepare their submissions.  

Almost all of the districts offer at least one service to assist non-
prisoner pro se litigants in obtaining legal representation. More than half of 
the districts appoint counsel to represent a pro se litigant for the full case or 
in limited circumstances (e.g., in mediation or at trial). Most districts help 
pro se litigants find counsel, pay for counsel, or both. Nearly half the district 
courts pay costs, and an additional quarter pay costs and some or all 
attorneys’ fees.  

Additionally, a majority of district courts have taken steps to 
encourage attorneys to provide pro bono (free) legal counsel for pro se 
litigants.  

The district courts rely heavily on print and electronic materials to 
help and guide pro se litigants. The most common sources of information 
are the district’s local rules, principal forms, and courthouse or courtroom 
locations, followed by handbooks developed specifically for pro se litigants.  

Eighty-four percent of the districts have such a handbook for non-
prisoner pro se litigants.. The courts’ websites are the most likely place to 
find rules, forms, and courthouse locations, while the public area of the 
clerk’s office is the most common place to acquire a non-prisoner 
handbook. While 84% of district courts provide free public access to 
computers in the clerk’s office and 67% provide access to CM/ECF, only 
6% provide software to assist pro se filers in preparing pleadings or other 
submissions.  

One-half to two-thirds of the 61 chief judges in a survey reported that 
five major issues or conditions are present in most or all pro se cases:  
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1. pleadings or submissions that are unnecessary, illegible, or cannot 
be understood;  

2. problems with pro se litigants’ responses to motions to dismiss or 
for summary judgment;  

3. pro se litigants’ lack of knowledge about legal decisions or other 
information that would help their cases;  

4. pro se litigants’ failure to know when to object to testimony or 
evidence; and  

5. pro se litigants’ failure to understand the legal consequences of 
their actions or inactions (e.g., failure to plead statute of limitation, failure to 
respond to requests for admissions).  

Overall, pro se litigants appear to have a difficult time presenting the 
substance of their cases to the court. Non-prisoner pro se cases are more 
likely than prisoner pro se litigants to demand things a court cannot provide 
or to be irrational, unreasonable, or mentally unstable.  

Almost three-quarters of the judges stated that there is a “great need” 
for counsel at trial, and almost 90% identified at least one type of case 
event or court proceeding with a great need for counsel.  

District courts have established a number of practices and 
procedures that judges use to assist pro se litigants or to help judges and 
chambers staff manage these cases. Two-thirds or more of the judges use 
the following practices and procedures for both prisoner and non-prisoner 
pro se cases: 

 • broad standards in construing pleadings and other submissions;  

• acceptance of letters as motions or pleadings;  

• appointment of counsel when the merits of the case warrant it;  

• referral of pretrial matters to a magistrate judge;  

• more active personal involvement than in represented cases; and  
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• broad standards for compliance with deadlines.  

Pro se centers are a relatively new way of getting pro se filers much 
needed legal assistance. 

When litigants come to federal court without a lawyer, they are at a 
disadvantage. Even if their case is strong, they can easily get lost in a 
maze of procedural rules and arcane terminology. A single error can doom 
their chances, long before a trial date is set. 

In the U.S. District Court in Brooklyn, that is changing. An innovative 
program has provided critical legal help to more than 150 pro se litigants—
people who must, usually for financial reasons, file or defend a civil lawsuit 
without a lawyer. 

Clerk’s staff and judges in Brooklyn now refer pro se litigants to a new 
on-site center called the Pro Se Legal Assistance Project. There, a small 
legal staff from the New York City Bar Justice Center helps clients more 
effectively pursue their cases. The center assists with strategizing, 
document drafting and procedural guidance, but does not directly represent 
litigants in court. 

“The goal of this program is to provide much needed legal assistance 
to our pro se community,” said Chief Judge Carol B. Amon, Eastern District 
of New York, at a recent ribbon-cutting. “Pro se cases represent a very 
significant part of our docket. The program is showing early promise of 
great success.” 

The center’s approach, known as “limited-scope legal assistance,” 
can fill an important void. Most federal courts devote substantial resources 
to pro se litigants, such as handbooks and staff time answering process 
questions, and pro se staff attorneys help judges process cases. But court 
staff may not give legal advice to litigants, and although private lawyers 
offer some volunteer assistance, they cannot meet demand. 

The Brooklyn center builds on a small but significant trend. Nonprofits 
operate similar centers in about a half-dozen federal courthouses, including 
three others with heavy pro se caseloads: Northern and Central Districts of 
California (San Francisco and Los Angeles); and the Northern District of 
Illinois (Chicago).   
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Judges and center lawyers say basic legal guidance helps the courts 
as well as litigants, by reducing procedural errors that bog down judges, 
clerks and chambers staff. 

“It is very difficult to litigate a case on your own,” said Nancy 
Rosenbloom, a City Bar Justice Center lawyer who directs the Brooklyn 
program.  

A quarter of the 295,000 lawsuits filed in federal court last year were 
pro se (most filed by prison inmates). The centers focus on non-prisoner 
pro se cases, which accounted for 8 percent of all federal lawsuits.  

Pro se cases impose disproportionate strains on courts. According to 
a 2011 study by the Federal Judicial Center, clerks and chief judges cited 
excessive time demands, incomplete and illegible submissions, difficult and 
unstable litigants, and limited understanding of court procedure. 

“Clerks’ offices and chambers … have taken many steps to reduce 
the burden and to help both prisoner and non-prisoner pro se litigants,” the 
study said. “Nonetheless, problems remain.” 

Manjari Chawla, director of the Federal Pro Bono Project, which 
operates out of the Northern District of California, said she meets clients in 
45-minute appointments, starting by reviewing the facts and paperwork, 
explaining the law and assessing a litigant’s best chances of success. 

Clients often return at each key stage, such as responding to motions 
to dismiss, or preparing for discovery. In best cases, center lawyers say, 
litigants are able to negotiate a settlement or perform competently at trial. 
At the least, they better understand the process. 

“Through our project, pro se litigants get legal assistance, which can 
include everything from answering procedural questions to drafting 
pleadings,” said Chawla, whose center assisted 357 clients last year. “Even 
if they don’t get the outcome they’re looking for, litigants walk away feeling 
like they had a fair shake.” 

Some litigants make it to trial, and win, said Janet Lewis of the 
nonprofit Public Counsel, whose center in the Central District of California 
helped 731 clients last year. Throughout a recent four-day contract dispute 
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trial, her staff provided nightly coaching to a client, who defeated a 
plaintiff’s claims for personal damages. 

When new areas of litigation emerge, Lewis said, she can bolster her 
office’s effectiveness by consulting with participating law firms. “It’s a huge 
resource,” she said. “There’s no way we could be experts in all areas of the 
law. The support we get from law firms is invaluable.” 

In Chicago, where one of the earliest courthouse pro se centers 
opened in 2006, Chief Judge Ruben Castillo, Northern District of Illinois, 
said the center has made courtroom results fairer. And properly presented 
cases have eased the process for everyone—litigants, court staff and 
judges.   

“A lot of cases were stalling on the runway, and if that happens, 
you’re going to have a very frustrated litigant,” Castillo said. “Now we get to 
the fundamental merits of a case more often. It’s led to pro se litigants 
feeling satisfied that they’ve had their proverbial day in court.” 

In the Brooklyn center’s first months, Rosenbloom has seen that 
appreciation firsthand. Many cases involve employment discrimination and 
other civil rights violations, and strategic counseling has helped several 
clients negotiate satisfactory settlements. 

“You can see that people’s cases have been helped in a material 
way,” Rosenbloom said. “I’ve received a number of calls, and people have 
stopped by to say, ‘Thank you so much for your help, this is amazing, 
we’ve never had anything like this in court before.’ ” 

One district court offers the following advice to pro se filers: 

“There is a lot to learn about representing yourself in federal court, 
but these are some especially important pointers: 

“Read everything you get from the court and the opposing party right 
away, including the papers you get from the Clerk’s Office when you file. It 
is very important that you know what is going on in your case and when 
you have deadlines. 

“Meet every deadline. If you do not know exactly how to do 
something, try to get help and do your best; it is more important that you 
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turn things in on time than that you do everything perfectly. You can lose 
your case if you miss your deadlines. If you need more time to do 
something, ask the court in writing for more time as soon as you know that 
you will need it. 

“Use your own words and be as clear as possible. You do not need to 
try to sound like a lawyer. In your papers, be specific about the facts that 
are important to this lawsuit. 

“Always keep all of your paperwork. Keep copies of everything you 
send out. When you file a paper in the Clerk’s Office, bring at least the 
original and three copies so that you can keep a stamped copy for yourself. 
Know where your papers are so that you can use them when you need 
them to prove your case. 

“Have someone else read your papers before you turn them in. Ask 
that person if they understand what you wrote; if they did not, and you need 
to explain yourself more clearly, rewrite your papers. The judge may not get 
to hear you explain yourself in person and may only have your papers in 
front of him or her when making decisions about your case.” 

Filing an appeal if the ward has a Medicare health plan 

 

 If the ward has a Medicare health plan, there is a step to do before 
starting the five levels of appeal above. 

 

 The guardian has a right to ask the plan to provide or pay for items or 
services the guardian thinks ought to be covered, provided or continued. 
This assurance can be requested (a) in advance of purchasing the items or 
services to make sure they’re covered or (b) after the plan says “no” to 
paying for them.  

 

This response from the plan is called an “organization determination.” 
It’s supposed to take 14 days or less to get a decision. 

 

The turnaround can be sped up if the guardian believes the ward’s 
health would be “seriously harmed” by waiting 14 days. Asking for a fast 
decision gives the plan 72 hours to make a decision if the plan determines 
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(or the ward’s doctor tells them) that waiting might seriously jeopardize the 
ward’s life, health or ability to regain maximum function. 

 

The plan notifies the guardian of its decision to cover, partially cover, 
or not cover with a notice explaining why the plan made that choice. 

 

If the guardian disagrees with the plan’s determination, the 5 level 
appeals process is used. 

 If the ward has coverage through Programs of All-inclusive Care for 
the Elderly (PACE), different appeal rights apply. PACE programs have a 
two step review process. More information: 
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/pace111c11.pdf 

Medicare does not have an external appeals process that permits 
challenges of enrollment denials or disenrollment determinations for 
Medicare-only beneficiaries within PACE. A Medicare-only eligible 
participant will need to use the appeals process that states are required to 
provide for enrollment/disenrollment decisions. 

Filing an appeal if the ward has  

Medicare prescription drug coverage 

 The plan will send information about the ward’s right. This is called 
“Evidence of Coverage.” Call the plan with any questions. 

 The guardian has the right to ask the plan to provide or pay for a drug 
she thinks should be covered, provided or continued. The guardian has the 
right to request an appeal if she disagrees with the plan’s decision whether 
or not to provide or pay for a drug. 

 Specifically, the guardian has the right to do the following even if a 
certain drug has not yet been purchased: 

Talk to the prescriber – the doctor or other health care provider who's 
legally allowed to write prescriptions. The guardian can ask:  

 Whether the plan has special coverage rules 
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 Whether there are generic, over-the-counter, or less 
expensive brand-name drugs that could work as well as 
the ones the ward is taking now. 

 

Get a written explanation (called a coverage determination) from the  
Medicare drug plan. A coverage determination is the first decision made by 
the Medicare drug plan (not the pharmacy) about benefits, including these:  

 Whether a certain drug is covered 

 Whether the ward has met the requirements to get a 
requested drug 

 How much the guardian will pay for a drug 

 Whether to make an exception to a plan rule when the 
guardian requests it 

 

Ask for an exception if: 

 The guardian or her prescriber believes the ward needs a 
drug that isn't on the plan's formulary. 

 The guardian or her prescriber believes that a coverage 
rule (like prior authorization) should be waived. 

 The guardian believes she should pay less for a higher 
tier (more expensive) drug because she or the prescriber 
believes the ward can't take any of the lower tier (less 
expensive) drugs for the same condition. 

 

The guardian or prescriber must contact the plan to ask for a 
coverage determination or an exception. If the network pharmacy can't fill a 
prescription, the pharmacist will show a notice that explains how to contact 
the Medicare drug plan so the guardian can make a request. If the 
pharmacist doesn't show this notice, ask to see it. 

 

The guardian or prescriber may make a standard request by phone or 
in writing, if they’re asking for prescription drug benefits not yet received. 

 

 If the guardian is asking to get paid back for prescription drugs  
already bought, she or the prescriber must make the standard request in 
writing.   
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To ask the plan for a coverage determination or exception, do one of 
these: 

 Call the plan 

 Write the plan a letter 

 Send them a completed “Model Coverage Determination 
Request” form  

 

The plan has 72 hours after receiving the request to notify the 
guardian about its decision. 

 

The guardian or prescriber can call or write the plan for an expedited 
(fast) request. The request will be expedited if both of these apply: 

 The prescription has not been filled yet 

 The plan determines (or the prescriber tells the plan) that 
waiting for a standard decision might seriously jeopardize 
the ward’s life, health or ability to regain maximum function. 
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Level 1 appeal for drug plans—Plan Redetermination 

If a Part D plan sponsor issues an adverse coverage determination, 
the enrollee, the enrollee's prescriber, or the enrollee's representative may 
appeal the decision to the plan sponsor by requesting a standard or 
expedited redetermination. 

Redetermination requests must be filed with the plan sponsor within 
60 calendar days from the date of the notice of the coverage determination.   

Expedited requests may be made verbally or in writing.  Standard 
requests must be made in writing, unless the enrollee's plan sponsor 
accepts verbal requests. (A guardian can  call the plan or check the  
Evidence of Coverage to determine if the plan accepts verbal requests). 

 Written requests may be made by using the Model Redetermination 
Request Form, a request form developed by a plan sponsor or other entity, 
or any other format. 

Once the request is received by the plan sponsor, it must make its 
decision and provide written notice of its decision as quickly as the 
enrollee's health requires, but no later than 72 hours (for expedited 
requests) or 7 calendar days (for standard requests) from receipt of the 
request.   

For payments, plan sponsors must provide written notice of their 
decision (and make payment, when appropriate) within 14 calendar day 
after receiving a request.  

For expedited redeterminations, initial notice may be provided 
verbally so long as a written follow-up notice is mailed to the enrollee within 
3 calendar days of the verbal notification. 

If the decision is unfavorable, the decision will contain the information 
an enrollee needs to file a request for a reconsideration by the Independent 
Review Entity. 
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Level 2 Appeal: Review by an Independent Review Entity (IRE) 

 

If a Part D plan sponsor issues an unfavorable redetermination 
decision, the enrollee, the enrollee's representative, or the enrollee's 
prescriber may appeal the decision to the Independent Review Entity (IRE), 
also commonly called the Part D Qualified Independent Contractor (QIC), 
by requesting a reconsideration.  Currently, MAXIMUS Federal Services is 
the Part D IRE. 

An enrollee, an enrollee's representative, enrollee's prescriber or 
guardian may request a standard or expedited reconsideration. 

The request must be filed with the IRE within 60 calendar days from 
the date of the plan sponsor's redetermination decision notice. 

 

All requests must be made in writing, which includes by fax. 

 

The guardian may use the may use the model "Request for 
Reconsideration of Medicare Prescription Drug Denial" form to request a 
reconsideration with the IRE: 

 

Model Request for Reconsideration 
 

Part D plans must include this Request for Reconsideration form with each adverse Redetermination 
Notice and must complete the following plan identifying information: 

 

Plan Name:  <Insert Plan Name>    Contract ID: <Insert Contract ID>  

 

Formulary ID: <Insert Formulary ID>     Plan ID: <Insert Plan ID> 
 

 

Request for Reconsideration of Medicare Prescription Drug Denial 

Because your Medicare drug plan has upheld its initial decision to deny coverage of, or 
payment for, a prescription drug you requested, you have the right to ask for an independent 
review of the plan’s decision. You may use this form to request an independent review of 
your drug plan’s decision. You have 60 days from the date of the plan’s Redetermination 
Notice to ask for an independent review. Please complete this form and mail or fax it to: 

MAXIMUS Federal Services 
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3750 Monroe Avenue, Suite 703 

Pittsford, NY 14534-1302 

Toll Free Fax: (866) 825-9507 

Note about Representatives: Your prescriber may file a reconsideration request on your 
behalf without being an appointed representative. If you want another individual, such as a 
family member or friend to request an independent review for you, that individual must be 
appointed as your representative. 

Enrollee Information: 

Enrollee Name: 
____________________________________________________________________ 

Address: 
_________________________________________________________________________ 

City, State, Zip code: 
_______________________________________________________________ 

Phone: (__________) 
________________________________________________________________ 

Medicare Beneficiary Identifier # 
____________________________________________________ 

(From red, white and blue Medicare card) 

Date of Birth (MM/DD/YYYY): 
_________________________________________________________ 

Name of current Part D Drug Plan: 
____________________________________________________ 

Complete the following section ONLY if the person making this request is not the enrollee or 
the enrollee’s prescriber (make sure to attach documentation showing the person’s authority to 
represent enrollee for purposes of this request): 

Representative’s Name ___________________________________________________________ 

Representative’s Relationship to Enrollee ___________________________________________  

Address  _________________________________________________________________  

City _______________________________________ State __________  Zip Code ______  

Phone ( ) ___________________________________________________________ 

Prescription drug you asked your plan to cover: 

___________________________________________________________________________
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___________________________________________________________________________

______________________ 

Representation documentation for appeal request made by someone other than 
enrollee or prescriber: 

Attach documentation showing the authority to represent the enrollee (a completed 
Form CMS-1696 or a written equivalent) if it was not submitted at the coverage 
determination or redetermination level. A physician or other prescriber may request an 
appeal on behalf of the enrollee without being an appointed representative. 

 

Prescribing Physician’s or Other Prescriber’s Information: 

Prescriber Name: 
________________________________________________________________________ 

Office Address: 
__________________________________________________________________________ 

City, State, Zip code: 
_____________________________________________________________________ 

Office Phone: (__________) 
________________________________________________________________ 

Office Fax: (__________) 
__________________________________________________________________ 

Office Contact Person: 
____________________________________________________________________ 

Expedited Decisions 

If you or your prescribing physician or other prescriber believe that waiting for a standard decision 
(which will be provided within 7 days) could seriously harm your life, health, or ability to regain 
maximum function, you can ask for an expedited (fast) decision. If your prescribing physician 
or other prescriber indicates that waiting 7 days could seriously harm your life or health or 
ability to regain maximum function, the independent review organization will automatically 
give you a decision within 72 hours. This timeframe may be extended for up to 14 calendar 
days if your case involves an exception request and we have not received the supporting 
statement from your doctor or other prescriber supporting the request, OR the person acting for 
you files an appeal request but does not submit proper documentation of representation. If you 
do not obtain your physician’s or other prescriber's support for an expedited appeal, the 
independent review organization will decide if your health condition requires a fast decision. 

 

 Check this box if you believe you need a decision within 72 hours (if you have a supporting 
statement from your prescribing physician or other prescriber, attach it to this request) 
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Please attach any additional information you have related to your appeal such as a statement 
from your prescribing physician or other prescriber and relevant medical records. Please have 
your prescriber address the Plan’s coverage criteria as stated in the Plan’s denial letter or in 
other Plan documents. Input from your prescriber will be needed to explain why you cannot 
meet the Plan’s coverage criteria and/or why the drugs required by the Plan are not medically 
appropriate for you. 

 

Additional information we should consider: 
____________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________

________________________ 

Important: Please include a copy of the Redetermination (denial) Notice that you should 
have received from your drug plan if available. 

 

Signature of person requesting the appeal (the enrollee or the representative): 

 

_________________________________________________________ Date: 
___________________ 

 

 

If a Medicare prescription drug (Part D) plan enrollee wants to appeal 
a Part D plan's unfavorable redetermination, the appeal request must be 
sent to the IRE, Maximus, at the following address: Maximus Federal 
Services, 3750 Monroe Avenue, Suite 703, Pittsford, NY  14534-1302. 

Once the benefit request is received by the IRE, the IRE must make 
its decision and provide written notice of its decision as quickly as the 
enrollee's health requires, but no later than 72 hours for expedited requests 
or 7 calendar days for standard requests from receipt of the request.  

For payments, the IRE must make its decision and provide written 
notice of their decision (and instruct plans to make payment, when 
appropriate) within 14 calendar days after receiving a request.  

For expedited reconsiderations, initial notice may be provided 
verbally, so long as a written follow-up notice is mailed to the enrollee 
within 3 calendar days of the verbal notification. 
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If the decision is unfavorable, the decision will contain the information 
needed to file a request for a hearing with an Administrative Law 
Judge within the Office of Medicare Hearings and Appeals (OMHA). Parties 
to the hearing may waive their right to the oral hearing and request that a 
decision be made based on the record.  

This is the same as Level 3 for Original Medicare and is discussed 
above. Levels 4 and 5 appeals follow the same procedures as for Original 
Medicare already covered. 
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Chapter 7:  
Advance Directives 

 

The controversy over patients’ rights escalated in the 1970s, 
coinciding with dramatic advances in medical technology. The early legal 
cases concerned the “right to die,” testing what medical treatment can be 
administered in the face of a patient’s desire to die naturally, without 
artificial, life-prolonging equipment. In the Quinlan case, for example, the 
court held that the Constitution guarantees individuals the right to direct 
their own medical care. Over time, the right to die concept came to be seen 
as part of a patient’s right to self-determination, including a recognition that 
some patients prefer that all possible treatments and procedures be used 
to treat them.  

 
The federal Patient Self-Determination Act (PSDA), which became 

effective in December 1991, applies to most institutional providers and 
prepaid plans that participate in Medicare or Medicaid. These include 
hospitals, nursing homes, home health care providers, hospices, and 
health maintenance organizations, but not providers of outpatient services 
or emergency medical teams. 

 
Specifically, the provider or organization is required to  
 
(1) provide to all adult patients, residents, and enrollees written 

information on their rights under state law to make decisions concerning 
medical care, including the right to execute an advance directive, as well as 
maintain the policies of the provider regarding implementation of advance 
directives;  

(2) document in the medical record whether the individual has an 
advance directive;  

(3) educate the staff and the community about advance directives;  
(4) not condition the provision of care, or otherwise discriminate, on 

the basis of whether a patient has an advance directive; and  
(5) ensure compliance with state law respecting advance directives.  
 
In addition, PSDA requires that HHS conduct a public education 

campaign about advance directives and oversee provider compliance.  
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An advance directive sets out an individual’s preferences about 

treatment should the person become incompetent or unable to 
communicate these preferences to medical personnel. In addition to 
directing physicians to withdraw or withhold life-sustaining procedures, 
advance directives may be used to record a patient’s wish to receive all 
available medical treatment.  

 
Five states allow a guardian to withhold or withdraw lifesaving 

procedures without court approval if the ward created an advance directive, 
durable power of attorney, or instruction prior to incapacity so directing. 

 
There are essentially two types of advance directives: living wills and 

health care powers of attorney.  
 
A living will is a document that informs health care providers of the 

kind of medical care the individual wants provided or withheld. Living wills 
can be nonspecific statements, scenario- and treatment-specific 
statements, or include value profiles. Under state laws, a living will typically 
takes effect when the patient (1) is diagnosed as close to death from a 
terminal illness or is permanently comatose and (2) cannot communicate 
his or her wishes for medical care. 

 
In general, once a physician receives a living will, he or she either 

must honor its instructions or transfer the patient to another physician who 
will honor them.  

 
State laws on living wills typically exempt physicians from liability for 

complying with advance directives and prescribe minimal penalties for 
physicians who refuse to follow them.  

 
Ambulance staff may not honor a living will because to do so they 

generally need a physician’s certification that the patient is dying.  
 
Situations involving people who are incompetent and receiving life-

sustaining treatment are not rare. For example, one study of intensive care 
units (ICU) found that although life-sustaining care was withheld or 
withdrawn relatively infrequently, about half of all deaths in the ICU were 
precipitated by decisions to do so. Virtually all of the patients for whom 
support was withheld or withdrawn were incompetent at the time  
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A health care power of attorney is a document that identifies a health 

care agent as decisionmaker for the patient. The health care agent has 
decision-making authority when the individual is terminally ill or 
permanently comatose.  

 
In a Pennsylvania case, the guardian could revoke a ward’s health 

care power of attorney (relieving the daughter from making decisions) but 
the court could not. 

 
In addition, the agent may be given the authority to make any other 

kind of health care decisions regardless of the condition of the patient, 
thereby giving the agent broader decision-making authority than typically 
specified in a living will. 

 
Under state law, a health care power of attorney typically becomes 

operative when a physician decides the patient is unable to make a 
decision.  

 
Advance directives are not universally supported. A number of groups 

have expressed concerns about the ethics of patient self-determination 
laws and the laws’ potential effects. They are concerned that a lower 
standard of care for all patients, active euthanasia, or discrimination against 
people with disabilities could result.  

 
Some physicians also have raised concerns about advance 

directives. Some believe that such documents will reduce their authority 
over treatment decisions and could produce an adversarial physician-
patient relationship. More generally, physicians may oppose any extension 
of legal regulation into medical practice. 
 

Under PSDA, Medicare and Medicaid hospitals, nursing facilities, and 
other providers must inform patients of their decision-making rights, 
distribute state-specific information about advance directives, and inquire 
and document whether a patient has an advance directive. 
 

The underlying assumption of PSDA is that individuals will prepare 
advance directives if given sufficient information. Despite improved public 
awareness of patient self-determination issues, however, the number of 
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individuals completing formal advance directives has been estimated at 
37% (2017 estimate) of the adult population.  

 
Discomfort with the subject of death and dying is not typically the 

reason people fail to complete advance directives. Rather, a number of 
social factors, particularly poor communication among individuals, 
physicians, and family members, present barriers to developing the 
required documents. Noting that only 50 percent of the population 
completes an estate will, a leading researcher predicted that the proportion 
completing an advance directive will likely never be any greater than that. 
 

Individuals may not complete advance directives for a number of 
reasons. How a patient learns of advance directives may be an important 
factor. Many experts interviewed believe that to improve completion rates, 
patients must discuss advance directives with their physicians or health 
care agents. This communication would ideally occur before a patient 
reached a state that made the necessity of end-of-life planning imminent to 
allow adequate time for thoughtful and in-depth discussions. Although the 
importance of communication is understood, the frequency of discussions 
between patients and physicians on advance directives has not significantly 
increased.  

 
One of the most frequently cited barriers to completing an advance 

directive was the patient’s expectation that the physician would take the 
initiative. Some patients may not want to initiate such discussions because 
they have not established a personal relationship with the physician or they 
feel that such a discussion may present the physician with a conflict of 
interest. 

 
However, many health care providers assume patients will bring up 

the issue. Physicians are often reluctant to discuss end-of-life care because 
they (1) lack the knowledge or the training on how to formulate advance 
directives; (2) believe directives are unnecessary for young, healthy 
patients; (3) are not compensated for the time it takes to carefully discuss 
the topic; or (4) feel death is not an appropriate outcome of care. As one 
study noted, “The notion of shared medical decision making is a relatively 
recent phenomenon, and physicians traditionally have placed greater value 
on protecting patient welfare than respecting patient rights.” 
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Another possible barrier is that PSDA requires providers and 
organizations to discuss advance directives at the time a patient is admitted 
to a medical facility or comes under the care of a home health agency or 
hospice. Providers, researchers, and interest groups agree that admission 
is not a particularly good time for people to first think about their end-of-life 
treatment preferences, although it may be an appropriate time to 
reconsider them.  

 
Hospitals and nursing homes, in particular, find that such timing could 

be problematic, since newly admitted patients are often ill, traumatized, or 
simply overwhelmed.  

 
Furthermore, hospitals generally use nurses, social workers, patient 

representatives, and clergy to distribute a limited amount of information on 
advance directives such as forms and brochures. One medical ethicist 
suggested that this could pose a problem if medical questions or issues 
arise that the people providing the information cannot respond to 
appropriately.  

 
A number of other issues may also present barriers to developing 

advance directives. Some individuals misunderstand advance directives, 
believing that they are only relevant for older people or those in poor 
health. For others, social impediments may interfere. For example, 
individuals may fear that family members would be upset by the discussion 
or the document. In addition, individuals who have difficulty gaining access 
to the health care system may be suspicious of advance directives, fearing 
that if they express a preference to terminate care under certain conditions, 
it will be used to limit other or all types of care. 
 

The provider groups interviewed generally supported advance 
directives. Yet, advance directives may not always be implemented as 
patients intend. Although providers generally are legally required to 
implement a patient’s advance directive, it is not clear that they always do.  

 
A variety of factors affects whether an advance directive actually 

controls end-of-life care decisions, including the availability or specificity of 
a living will, family wishes, physicians’ attitudes, and legal issues (such as 
guardian support in the Pennsylvania case).  
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Although advance directives may be effective in designating proxy 
decisionmakers, there is evidence that health care agents may not 
accurately express the patients’ wishes. Furthermore, some patients may 
want their physicians or agents to override their advance directives in some 
cases or at least interpret them with broad discretion.  

 
Experts agree that the effectiveness of an advance directive is 

contingent upon the patient’s discussions of end-of-life treatment 
preferences with those who may need to make such medical decisions, be 
they providers or health care agents.  

 
Better communication with patients may help physicians and 

guardians in interpreting living wills and improve the accuracy of proxy 
assessment of patient treatment wishes.  

 
The patient’s advance directive may not be followed simply because 

it is not available when needed. PSDA does not require that the provider 
keep a copy of the patient’s directive with the patient’s chart.  

 
It is not unusual for a patient to keep the only copy in a safe deposit 

box. In addition, the directive may not accompany a patient who is 
transferred from one institution to another.  

 
Simply having advance directives available is not necessarily enough 

to make these documents effective. One study indicated that physicians 
are often not aware of patients’ advance directives. Some physicians do 
not treat the documents as important. 
 

Some advance directives may not be followed because how they 
should be interpreted is unclear. Living wills may specify conditions that 
cannot easily be translated into medical terms. For example, “heroic 
measures” may or may not include cardiopulmonary resuscitation, and “no 
hope of recovery” may actually mean “very remote chance” since absolute 
certainty is impossible. Similarly, the definition of “terminal” can be subject 
to interpretation or the care being given may be said to be only palliative. 

 
Such linguistic or medical vagueness commonly found in pre-drafted 

forms may cause physicians to disregard the document.  
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Another problem is that an individual with an advance directive may 
not have previously discussed specific treatment preferences with a 
designated health care agent. In addition, many people are not clear in 
their own minds what they would want. Medical decisions can be 
particularly complicated. Anticipating all the possible facts and variables is 
a daunting, if not impossible, task. That is why some ethicists focus on the 
importance of discussing values rather than specific instructions. 

 
If the guardian is called upon to interpret an advance directive, this 

preparation may be crucial. 
 

Physicians’ traditional pattern of practicing independently may also 
affect the implementation of directives. According to ethicists and provider 
representatives questioned, physicians typically handle end-of-life 
decisions appropriately. However, they noted that some physicians may be 
substituting their own values in not implementing directives as written.  

 
A review of recent trends in health care decision-making laws stated 

that “The evidence suggests that physicians generally still consider it their 
responsibility to make treatment decisions that they believe are in the 
patient’s best interest and that patient preferences should be ignored if they 
are inconsistent with the physician’s view of the patient’s best interests. In 
other words, it appears that end-of-life decisions are frequently driven by 
the physician’s values rather than the patient’s values.”  

 
Physicians’ ethical views may also influence implementation of 

advance directives. Although some experts hold that there is little or no 
legal or ethical distinction between withholding and withdrawing treatment, 
be it “ordinary” or “extraordinary” care, a significant proportion of providers 
do see a distinction. Similarly, some state statutes allow the termination of 
artificial nutrition and hydration only when explicit statements are present in 
the directive. However, many providers believe that such care should 
always be continued, even if other life supports, such as ventilation and 
dialysis, are stopped. 

 
Concern over litigation may be an issue for both the facility and the 

direct provider. For example, nursing homes and home care agencies, 
which are closely regulated, are especially concerned about litigation. 
Physicians may be apprehensive about being sued by a family member 
who wants a different level of care provided than specified in the patient’s 
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directive. While this concern is largely unfounded, deviating from the 
directive leaves a physician susceptible to being sued by other family 
members, insurers, or other patient advocates. 

 
It is part of a guardian’s basic tool kit to determine the law (including 

case law, i.e., judicial decisions) on the relationship a guardianship has with 
an advance directive in the state of practice. The guardian will also need to 
determine whether a particular ward executed such an instrument before 
becoming protected. 

 
The guardian may wish to have the ward carry a card in the wallet 

saying an advance directive exists in case medical services are initiated 
before the guardian is present or even notified. 
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Chapter 8: Records 
 

Electronic prescribing (also called e-Prescribing) is a way for 
prescribers to send prescriptions electronically and directly to the 
pharmacy.  

 
Prescribers are health care providers who are legally allowed to write 

prescriptions. 
 
Electronic prescribing can save money, time and help keep the 

patient safe. 
 
Electronic prescribing gives prescribers secure access to the ward’s 

prescription history. This hopefully will alert them to possible drug 
interactions, allergies and other warnings. 

 
It allows prescribers to check which drugs the ward’s insurance 

covers, potentially allowing a less expensive drug to be used. 
 
This procedure eliminates dropping off prescriptions. 
 
Electronic prescriptions eliminate doctors’ notoriously illegible 

handwriting This makes things easier for the pharmacist. There’s less 
chance the wrong drug or dose with be delivered. It eliminates forged 
prescriptions. 

E-Prescribing (a prescriber's ability to electronically send an accurate, 
error-free and understandable prescription directly to a pharmacy from the 
point-of-care) is an important element in improving the quality of patient 
care.  

The inclusion of electronic prescribing in the Medicare Modernization 
Act (MMA) of 2003 gave momentum to the movement. The July 2006 
Institute of Medicine report on the role of e-prescribing in reducing 
medication errors received widespread publicity, helping to build 
awareness of e-prescribing's role in enhancing patient safety.   

Adopting the standards to facilitate e-prescribing is one of the key 
action items in the government’s plan to expedite the adoption of electronic 
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medical records and build a national electronic health information 
infrastructure in the United States. 

The MMA created a new voluntary prescription drug benefit under 
Medicare Part D. Although e-prescribing will be optional for physicians and 
pharmacies, Medicare Part D will require drug plans participating in the 
new prescription benefit to support electronic prescribing. 

 
More than half the states now require electronic prescribing for at 

least some prescriptions. 
 
New federal law requires electronic prescribing for all covered Part D 

drugs needing prior authorization, effective January 1, 2021. 
 
Electronic health records (EHRs) go farther than electronic 

prescribing by maintaining safe, confidential records on a computer about a 
ward’s health care or treatments. These records are kept by health care 
partners such as a doctor, other health care provider, medical office staff or 
a staff. 

 
But the real power of EHRs is when these providers join a network to 

securely share records between them. 
 
One patient visiting a hospital for surgery was seen by six different 

departments—all of whom required she fill out the same forms. In addition 
to the stress of facing anesthetization and major surgery, she had the 
irritation of giving the same information over and over again. Departments 
linked with EHRs would have made her day a little easier. 

EHRs can help lower the chances of medical errors, prevent 
duplicate tests, and may improve the overall quality of care. 

EHRs can help providers have the same up-to-date information about 
a ward’s conditions, treatments, tests, and prescriptions. 

More specifically, an Electronic Health Record (EHR) is an electronic 
version of a patient’s medical history, that is maintained by the provider 
over time, and may include all of the key administrative clinical data 
relevant to that persons care under a particular provider, including 
demographics, progress notes, problems, medications, vital signs, past 
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medical history, immunizations, laboratory data and radiology reports   The 
EHR automates access to information and has the potential to streamline 
the clinician's workflow.  The EHR also has the ability to support other care-
related activities directly or indirectly through various interfaces, including 
evidence-based decision support, quality management, and outcomes 
reporting. 

EHRs are the next step in the continued progress of healthcare that 
can strengthen the relationship between patients and clinicians.  The data, 
and the timeliness and availability of it, will enable providers to make better 
decisions and provide better care.   

For example, the EHR can improve patient care by: 

Reducing the incidence of medical error by improving the accuracy 
and clarity of medical records. 

Making the health information available, reducing duplication of tests, 
reducing delays in treatment, and keeping patients well informed to 
take better decisions. 

Reducing medical error by improving the accuracy and clarity of 
medical records. 
 
2009 was a milestone for electronic health records. In that year, the 

United States government began taking new steps to transform our nation’s 
health care delivery system with the use of electronic health record (EHR) 
technology. An EHR is a digital version of a patient’s paper chart and 
broader health history designed to be used both internally and externally by 
multiple entities. 

 
The 111th Congress passed the American Recovery and 

Reinvestment Act, and on February 17, 2009, President Obama  signed  it  
into  law.  One  of  the  purposes  of  this  Act  is  to  furnish  “funding  to  
strengthen  the  health  information  technology  infrastructure”  through  
the  Health  Information  Technology  for  Economic  and  Clinical  Health 
(HITECH) provision. At  the  June  15,  2009,  American  Medical  
Association  Conference  in  Chicago,  President  Obama  encouraged  
health care providers to move from paper health records to EHRs.  
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More recently, The Office of the National Coordinator (ONC) for 
Health Information Technology (IT) released a 10-year vision paper for the 
state of health IT by 2024. The goal is to achieve interoperability among the 
various health IT platforms, which in turn would help reduce costs, allow 
patients more control over their information and decision making, and 
generally improve patient health. 

 

There are cautions, however, about EHRs. Challenges include, but 
are not limited to, privacy and security, author identification, altering entry 
dates, cloning, upcoding, and coding modifiers. Further details on each 
challenge are explained in the following points: 

1.Security and Privacy—EHRs can offer multiple improvements over 
paper documentation. They can also pose security and privacy issues, 
such as allowing a malicious user to obtain patient information.  

Providers should be aware of security features offered and utilize 
them when using EHRs. Security features include secure networks, 
firewalls, encryption of data, and password protection that ensures only 
appropriate or authorized entities can access certain information.  

Sites where EHRs are maintained should be locked with facility 
access restricted. EHRs should be backed up to control the risk of data 
loss from natural disasters or system failure.  

In addition, edits, audits, and system logs should be enabled to track 
all persons accessing and editing EHR information. When using EHRs with 
mobile equipment, such as laptops and thumb drives, be sure to encrypt 
the information to prevent disclosure of personal health information. 

2. Author Identification—Different  providers  may  add  information  
to  the  same  progress  note.  When  this  occurs, each provider should be 
allowed to sign his or her entry, allowing verification of the amount of work 
performed and which provider performed the work. 

3. Altering  Entry  Dates—The  EHR  system  must have the  
capability  to  identify  changes  to  an  original  entry, such as “addendums, 
corrections, deletions, and patient amendments.”  
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When making changes, the date,  the  time,  the  author  making  the  
change,  and  the  reason  for  the  change  should  be  included.   

Some  systems  automatically  assign  the  date  an  entry  was  
made.  Others  allow  authorized  users  to  change  the  entry date to the 
date of the visit or service. Some systems allow providers to make undated 
amendments without noting that an original entry was changed. If there is 
no date and time on the original entry or subsequent amendments, 
providers cannot determine the order of events, which can impact the 
quality of patient care provided. 

4.Cloning—This  practice  involves  copying  and  pasting  previously  
recorded  information  from  a  prior  note into a new note, and it is a 
problem in health care institutions that is not broadly addressed.  

For example, features like auto-fill and auto-prompts can facilitate 
and improve provider documentation, but  they  can  also  be  misused.  
The  medical  record  must  contain  documentation  showing  the  
differences  and  the  needs  of  the  patient  for  each  visit  or  encounter.   

Simply  changing  the  date  on  the  EHR  without  reflecting what 
occurred during the actual visit is not acceptable. Using electronic 
signatures or a personal identification number may help deter some of the 
possible fraud, waste, and abuse that can occur with increased use of 
EHRs. In its 2013 work plan, the U.S. Department of Health and Human 
Services, Office of Inspector General (HHS-OIG) indicated that due to the 
growing problem of cloning, its staff would be paying close attention to EHR 
cloning. 

5.Upcoding—Upcoding, sometimes known as “code creep,” occurs 
when a provider bills for a higher Current Procedural Terminology (CPT) 
code than the service actually furnished, resulting in higher payment. 

 Again, auto-fill and auto-prompts can facilitate and improve 
documentation, coding, and billing, but if used inappropriately, these tools 
may suggest a higher billing code and payment than the actual services 
furnished warrant, resulting in an improper payment. Claims paid without 
the appropriate supporting documentation are improper payments, and 
providers must return them.  
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6. Code Modifier—A modifier is an extension of an assigned code, 
such as a CPT code. Two reasons for using  procedure  codes  include  
communicating  the  professional  medical  services  performed  and  billing  
for the services provided.  

 
Modifiers are used in conjunction with codes to complete the picture 

of the procedures and services provided. More complex services may 
require additional modifiers. When using  modifiers,  medical  professionals  
should  only  use  them  to  clarify  the  procedures  and  services 
performed and never for the purpose of increasing reimbursement. 

 
7. Transition from Paper to EHR—EHR users may continue to use 

paper records. Paper records are more permanent, and it is easy to discern 
if they have been altered in any way. Edits to an EHR may not always be  
obvious,  so  providers  should  establish  safeguards  to  protect  against  
fraud,  abuse,  and  human  error.   

 
Some of the safeguards for paper records can be applied to EHRs, 

like documenting who enters or edits data in an EHR, and, when creating 
backups (and, if paper records are retained), cross-checking the EHR with 
the paper record. Additionally, an EHR may lack the visual cues (for 
example, the colored letter tabs) that help a provider or staff member know 
they are working in the correct record. These potential issues require 
specific training in EHR data entry and management. 
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Medicare's Blue Button & Blue Button 2.0 are other ways to see and 
share a ward’s medical information. Or another way to see this: Medicare 
dips its toe into Electronic Health Records. MyMedicare.gov's Blue Button 
makes it easy to download a ward’s personal health information to a file. 
Having access to this information can help a guardian make more informed 
decisions about the ward’s health care. Medicare states Blue Button is 
safe, secure, and reliable.  

By getting information through Blue Button, the guardian can: 

Download and save a file of the ward’s personal health information on 
a computer or other device, including Part A, Part B, and Part D claims. 

Print or email the information to share with others after the file is 
saved 

Import the saved file into other computer-based personal health 
management tools. 

Blue Button 2.0 makes it easy to share the ward’s Part A, Part B, and 
Part D claim information with a growing list of authorized applications, 
services, and research programs. Each application is authorized 
individually and the way an application uses the information can be 
changed at any time by returning to the web site MyMedicare.gov. 

Once sharing of the ward’s information is authorized with an 
application (by using the ward’s MyMedicare.gov account information), the 
guardian can use that application to view the ward’s past and current 
Medicare claims. 

For Medicare Advantage Plans, only Part D information is available 
through this service. If the ward has a Medicare Advantage Plan, check 
with the plan to see if they offer an expanded online service similar to Blue 
Button 2.0.  

To download & share health information, log into MyMyMedicare.gov. 
Click the username in the top right corner. Select "Get a Report of My 
Data" from the drop-down menu that appears. Select the information you 
want to download, and select "Create Report". Save the file to your 
computer as either a PDF or a TXT file. (If an app is used to download Blue 
Button data, these steps may happen automatically.) 
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Since the guardian controls access to this health information, there’s 
a responsibility to keep it safe. Treat personal and health information the 
same way as banking or other confidential information is handled. Here are 
some important things to remember: 

Keep log in information private and secure. 

If downloading information to a CD, flash drive or mobile app, 
Medicare recommends using encrypted and password-protected 
flash drives, CDs, and mobile apps. 

If sending health information by email, encrypt the message. 

Keep paper copies in a safe and secure place that the guardian 
can control. 

Blue Button and Blue Button 2.0 are optional services. Medicare 
reviews all of the organizations that want to connect to Blue Button 2.0. 
But, it's up to the guardian to choose the apps or other services desired. 
(Elsewhere Medicare writes “Each app’s developers give us a description 
of their app and we show the descriptions without edits.” So it’s unclear 
how thorough the review process is.) 

Call 1-800-MEDICARE (1-800-633-4227) if the information may have 
been downloaded by someone else or if assistance is needed to remove an 
app's or service's access to the information 

Here’s what the apps can do: 

Keeping track of the tests and services needed and getting reminders 
for them. 

Tracking medical claims. 

Keeping medical records and list of medicines in one place. 

Making appointments with and sending messages to a doctor. 

Getting information symptoms and medical conditions. 

Finding health and drug plans. 
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Keeping track of notes and questions. 

Connecting data to research projects. 

As of this writing, 50 apps are available. They can be sorted by 
function and seen at https://www.medicare.gov/manage-your-
health/medicares-blue-button-blue-button-20/blue-button-apps  

Medicare claims more than a million people have used Blue Button 
from 2010 through March 2018 to download their information. That’s 
approximately 121,000 people a year. There are 44 million beneficiaries 
enrolled in Medicare so the program is not heavily used. 

 

A 2019 survey of Medicare Advantage beneficiaries indicated only 
3% had even heard of Blue Button. Yet two-thirds of Americans 65 or over 
use the Internet. 

In July 2019, Medicare announced a new pilot project called Data at 
the Point of Care. By sharing claims data with providers, the project’s goal 
is to reduce duplicate tests, avoid medical errors, and prevent potential 
interactions. Currently, the only information Medicare is sharing with 
providers is test data. No personal information is being shared about 
people with Medicare during this testing process. 
 


