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Welcome New State SHINE Staff! 

 

Annie Toth 
Field Operations Manager & Training Coordinator 
Annie Toth has worked with the older adult population for the 
past 10 years, beginning her career as a case manager for a 
private home care agency in Boston and then moving on to work 
for Springwell as an Assessment Specialist for 5 years.  Her most 
recent position was as the Helpline Manager at the Alzheimer’s 
Association where she oversaw the 24/7 Helpline program and 
managed the many wonderful volunteers who staff the Helpline 
phone line. 
 

Annie is a Licensed Certified Social Worker and has a Master’s degree in Social Work 
from the Boston College School of Social Work, with a concentration in Older Adults and 
Families.  She has a Bachelor’s degree in Sociology from the University of Connecticut.   
A lover of animals both old and young, she has 3 cats and fosters cats awaiting adoption, 
thus ensuring that there is never a dull moment at her home. 
 

Jessica Gutierrez-Dutra 
Program Coordinator 
Jessica Gutierrez-Dutra grew up on the pacific side of Colombia.  
Jessica later came to the United States to pursue a Bachelor’s 
degree in psychology, from UMASS Boston.  Throughout college, 
Jessica worked in the hotel industry and later moved on to work 
for the non-profit sector at Commonwealth Care Alliance and 
Mystic Valley Elder Services.   
 
Jessica enjoys traveling and going to the beach very much. 
Jessica’s most recent trip was to Jamaica.  While in Jamaica, 

Jessica swam with dolphins and went parasailing for the first time.  Jessica is fluent in 
Spanish and is able to order Caipirinhas and Moqueca (the national drink and dish of 
Brasil) in Portuguese.   



 
JUMP TO 
Income Limits for Extra Help, Medicare Savings Programs, and MassHealth Updated 
Massachusetts Medicare Beneficiaries among the Top in Utilizing Preventive Services 
Criteria for Medicare Home Health Care Coverage Tightened 
CMS Revises Manuals in Accordance with Jimmo v. Sebelius  
SilverScript Released from Sanction 
New Prescription Advantage Rate Sheet Effective April 1 
New Application Forms for MassHealth and Connector Benefits 
Temporary MassHealth Coverage for Pending Applications 
Urgent Correction to MassHealth and Connector Fax Number 
One Care Auto-assignment Round Two 

 
MEDICARE & SOCIAL SECURITY 
 
Income Limits for Extra Help, Medicare Savings Programs, and MassHealth 
Updated 
Extra Help, Medicare Savings Programs (i.e., MassHealth Buy-in), and MassHealth have 
updated income limits based on the 2014 Federal Poverty Guidelines.  A new screening 
tool is attached. 

 
Massachusetts Medicare Beneficiaries among the Top in Utilizing 
Preventive Services 
To help people stay healthy, Medicare covers many preventive services—such as 
screening tests, supplies, and teaching services—at no cost to the beneficiary.  
According to recently released information from CMS, over 25 million Medicare 
beneficiaries took advantage of these services in 2013.  Notably, Massachusetts 
beneficiaries are near the top in the nation in utilization of preventive services.  Seventy-
six percent of Massachusetts beneficiaries (2nd in the country) received at least one 
preventive service in 2013, and 20% made use of Medicare’s Annual Wellness Visit (also 
2nd in the country).  A run-down of usage by state is attached. 
 

Criteria for Medicare Home Health Care Coverage Tightened 
Medicare provides coverage for home health care when the person: 
 

1. Is confined to the home (i.e., “homebound”), 
2. Is under the care of a doctor 
3. Needs skilled care on a part-time or intermittent basis, and 
4. Gets skilled care from a Medicare-approved home health care agency 

 
As of November 2013, Medicare revised the definition of “homebound” resulting in a 
stricter requirement.  Now, an eligible beneficiary must meet one of Criteria-One (see 
below) and both of Criteria-Two.  



Criteria-One: 

 A person, because of illness or injury, cannot leave home without the 
assistance of another person, use of special transportation, or supportive 
device (e.g., wheelchair, cane), or 

 The person has a condition such that leaving home is medically 
contraindicated (i.e., medically advised against) 

Criteria-Two: 

 There must exist a normal inability to leave home, and 

 It must require a considerable and taxing effort to leave home 
 

A fact sheet with further information from the National Council on Aging (NCOA) is 
attached. 

 
CMS Revises Manuals in Accordance with Jimmo v. Sebelius  
In an agreement reached last year in the case of Jimmo v. Sebelius, CMS affirmed that a 
beneficiary’s condition is not required to improve in order for Medicare to provide 
payment for therapeutic services—called the “Improvement Standard”.  Instead, 
Medicare will pay for skilled care including physical therapy, occupational therapy, and 
speech-language pathology services when these interventions help to maintain a 
beneficiary’s current condition or slow further deterioration.  This applies to services 
delivered by skilled nursing facilities, inpatient rehabilitation facilities, hospitals, home 
health agencies, and other outpatient practitioners.   
 
In December, CMS revised the manuals used by Medicare contractors to determine 
payment to reflect this.  Concurrently, an announcement (which is attached) was made 
to notify providers of these changes.  Any beneficiary who continues to be denied these 
services on the basis of the “Improvement Standard” should discuss these changes with 
his/her provider. 

 
SilverScript Released from Sanction 
In January 2013, SilverScript Insurance Company’s Medicare prescription drug plans 
were placed under sanction by CMS.  This sanction was due to serious deficiencies in 
enrollment operations, claims adjudication, and low income subsidy (LIS) 
administration.  As a result, SilverScript had been prohibited from any new enrollment 
and marketing activities and was removed from the Medicare Plan Finder.  As of 
December 2013, CMS has determined that SilverScript has resolved these deficiencies 
and has lifted the sanction.  SilverScript plans can now be compared using the Plan 
Finder and accept new enrollments. 

 

PRESCRIPTION ADVANTAGE 
 
New Prescription Advantage Rate Sheet Effective April 1 
Prescription Advantage has updated its Rate Sheet based on new Federal Poverty 
Guidelines.  These changes are effective April 1, 2014.  The new sheet is attached. 



 

MASSHEALTH 
 
New Application Forms for MassHealth and Connector Benefits 
MassHealth and the Connector have updated their joint application forms in accordance 
with new programs and eligibility requirements under the Affordable Care Act.   
 
The Application for Health Coverage and Help Paying Costs (ACA-2) should be used in 
place of the now outdated Medical Benefit Request. 
The Application for Health Coverage for Seniors and People Needing Long-Term-Care 
Services (SACA-2) should be used in place of the now outdated Senior Medical Benefit 
Request. 
 
Both forms can be downloaded from the MassHealth website. 

 
Temporary MassHealth Coverage for Pending Applications 
MassHealth and the Health Connector have confirmed that, effective February 1, 2014, 
temporary coverage is being provided to individuals who submitted MassHealth 
applications in January for subsidized coverage. This temporary coverage will continue 
until at least June 30, 2014, unless the individual's application is processed sooner. 
Individuals with temporary coverage can seek services from any provider that accepts 
MassHealth.  
  
No ID card will be issued. Individuals will receive a letter containing a Member ID that 
confirms MassHealth Standard Fee-for-Service temporary coverage; they must present 
this letter to providers as confirmation of coverage.  For more information, see the 
attached MassHealth Temporary Coverage Update. 

 
Urgent Correction to MassHealth and Connector Fax Number 
An incorrect fax number is listed on the inside front cover of the Member Booklet for 
Health Coverage and Help Paying Costs (ACA-1 Packet (Rev. 01/14)). This incorrect fax 
number also appeared on a slide used in the Certified Application Counselor (CAC) 
training materials in September 2013.  Applications faxed to the incorrect number are 
not received for processing.  The correct fax number is 617-887-8770. 
 
MassHealth and the Connector are asking all organizations and staff who assist 
individuals with submitting verifications and applications to check all their materials to 
ensure that only the correct fax number is being used, and to take the following steps: 

1. If you have the Member Booklets referenced above, please call 1-800-841-2900 
to receive a replacement shipment, and/or correction labels you can place over 
the incorrect number. 

2. Check all areas and documentation in your organization, such as training 
materials, numbers posted near or programmed into fax machines, internally 

http://www.mass.gov/eohhs/gov/departments/masshealth/applications-and-member-forms.html


developed documents, and documents posted on websites, stored on 
computers, or network drives. 

3. Re-fax to the correct number any application or documentation that you think 
may have been faxed to the incorrect number. 

 

One Care Auto-assignment Round Two 
A second round of One Care auto-assignment will take effect April 1, 2014.  Individuals 
who were selected for this round of auto-assignment received letters 60 and 30 days 
prior to their coverage start date notifying them of their upcoming change.  Those who 
do not want to be automatically enrolled in the selected plan can notify MassHealth by 
phone or in writing that they want to enroll in a different plan or do not wish to be 
enrolled at all.  People who are enrolled in One Care may dis-enroll or change their 
enrollment at any time.   Samples of the notification letters are attached. 
 

ATTACHMENTS 
 

 Medicare Financial Assistance March 2014 

 Preventive Services Utilization by State 2013 

 Home Health Care: When Will Medicare Pay? 

 CMS Improvement Standard transmittal 12-6-2013 

 Prescription Advantage Rate Sheet April 2014 

 MassHealth Temporary Coverage Update 

 One Care Round Two 60 Day Notice – CCA 

 One Care Round Two 60 Day Notice – Fallon  

 
 
 
 

Contact SHINE State Staff 
 

Cynthia Phillips 
Director 

cynthia.phillips@state.ma.us 
 

Chris Ciano 
Assistant Director 

christopher.ciano@state.ma.us 
 

Annie Toth 
Field Operations Manager &  

Training Coordinator 
annie.toth@state.ma.us  

 
Jessica Gutierrez-Dutra 

Program Coordinator 
jessica.gutierrez@state.ma.us  
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Home Health Care: When Will Medicare Pay?  
 
There are very specific criteria for when Medicare will cover home health care (HHC) 
services. It’s important to understand these criteria so you can help explain it to your 
clients when they are denied coverage AND so you can help your clients when they meet the 
criteria and are wrongfully denied the benefit.   


Here we review the criteria, including the recent manual revisions from the Centers for 
Medicare & Medicaid Services (CMS) that clarify when the home health care benefit should 
be covered.  
 
What are the criteria for the home health care (HHC) benefit?  
Medicare will cover the home health care benefit when a doctor certifies: 


• The person is confined to the home (“homebound”). So, what exactly does it mean 
to “be confined to the home”? As of November 19, 2013, CMS further tightened its 
criteria for meeting the definition of “homebound” status for home health care 
coverage. Therefore, the new and current criterion requires a person to meet at least 
one of Criteria-One (see below), and then if the person does meet at least one of 
Criteria-One, then he must also meet both of Criteria-Two (see below).  


Criteria-One (person must meet one or the other):  


• A person, because of illness or injury, cannot leave home without the 
assistance of another person, use of special transportation, or supportive 
device (e.g., wheelchair, cane).   


Or  


• The person has a condition such that leaving home is medically 
contraindicated (i.e., medically advised against).  
 


Criteria-Two (if person meets one of the criteria above, then must meet both of the 
following criteria):  


• There must exist a normal inability to leave home, AND  


• It must require a considerable and taxing effort to leave home. 


This “homebound”definition can result in people being denied, sometimes improperly, 
the home health benefit. Individuals can still meet the definition of homebound even if 
they leave the home occasionally and for short periods of time, such as to go to church 
or for an occasional haircut, or to receive on-going, outpatient kidney dialysis.  
Conversely, the new definition of homebound does not allow for people who do not 
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require a supportive device, use of special transportation, or the assistance of another 
person to leave the home to be considered homebound.  


• Is under the care of a doctor.  Medicare will only cover home care services when a 
doctor has determined that your client needs skilled nursing or rehabilitation therapy 
at home, orders, and signs an order for that care. 


Additionally, effective April 1, 2011, a doctor (or nurse practitioner working with the 
doctor) must complete and document a face-to-face visit with the beneficiary up to 
three months before the start of home health care or within one month after the home 
health care benefit has begun. This is to help ensure that the doctor (or NP) has met 
with the beneficiary, and can attest that the beneficiary is indeed homebound and in 
need of skilled services.  


• Needs skilled care and on a part-time or intermittent basis.  Skilled care could be 
from a registered nurse, licensed nurse practitioner, or a skilled physical, occupational, 
or speech and language therapist.   


Medicare defines “part-time” as 28 to 35 hours per week of combined skilled nursing 
and home health aide services. “Intermittent” generally means from once daily, for 
periods up to 21 days if there is a predictable end to the daily care, to once every 60 
days.  There may be exceptions for unusual circumstances, such as the need for sterile 
wound care when the wound does not heal in 21 days.  


Note: CMS recently revised its coverage manuals to clarify that a person’s condition 
does not need to improve in order for a person to get continued skilled care coverage. 
Prior to this revision, there had been a longstanding misconception about Medicare’s 
requirement for HHC coverage in which people were denied home health care coverage 
because their condition had “plateaued,” that is, they were not improving. However, this 
practice was against the law (also known as the “improvement standard”). Therefore, in 
compliance with the settlement agreement of a nationwide class-action lawsuit, Jimmo 
vs. Sebelius (January 24, 2013), CMS agreed to revise its manuals and conduct an 
educational campaign to help ensure Medicare beneficiaries are not wrongly denied 
this benefit. See Additional Resources below for more information.  


• Gets skilled care from a Medicare-approved home health care agency. Medicare 
will only cover the home health care benefit if the home health agency (HHA) providing 
care is a Medicare-approved (certified) agency. You can help your clients find a 
Medicare-approved HHA in their area with Medicare’s Home Health Care online tool.   


Your clients can choose the HHA from which they receive their care. The HHA staff will 
work with your client and the doctor to create a plan of care, which includes the types 
of care and equipment needed; how often care is needed; which health care 
professionals or providers should give this care; and what the doctor expects from the 
treatment.  The first order should allow for up to 60 days of home health care services.  



http://www.medicare.gov/HHCompare/Home.asp?dest=NAV|Home|Search#TabTop
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After that, if your client needs additional care, they will need their doctor to renew the 
order.  


What does the home health care benefit cost?  
If your client qualifies for Medicare home health care coverage, they generally do not pay 
anything. Unlike inpatient hospitalizations and skilled nursing facility stays, Medicare does 
not charge deductibles or coinsurance for the home health care services. The only 
exception is for durable medical equipment (DME). Your client would be responsible for 
20% coinsurance for any equipment ordered as part of the care plan.  
 
How long does Medicare home health last? 
There is no limit on how long a person can receive the benefit as long as the qualifying 
criteria above are met, they can continue to receive home health benefit services.  
 
What should my client do if the HHA is terminating services? 
At some time, the Home Health Agency (HHA) may decide that a person is no longer 
homebound, or meet the need of skilled nursing or rehabilitative care. 
 
If a home health agency is ending care, it must issue an Advance Beneficiary Notice (ABN) of 
Medicare Provider Non-Coverage no later than two days before services will be ended. The 
notice explains the beneficiary’s appeal rights and provides contact information for the 
Quality Improvement Organization (QIO), which will review an appeal of the home health 
agency decision, if requested.  
 
If your client appeals the HHA decision, the HHA must issue a Detailed Explanation of Non-
Coverage, which explains why the HHA believes services should end. The QIO will review 
the case. If the QIO disagrees with the HHA, your client will continue to receive home health 
care services. If the QIO agrees with the HHA decision, your client can move to the next 
level of appeal.  
 
Additional Resources  


See the Centers for Medicare & Medicaid Services (CMS) manual updates which clarify 
coverage pursuant to Jimmo vs. Sebelius.  


See the January 15, 2014, revised Medicare Learning Network (MLN) Matters publication 
from the Centers for Medicare & Medicaid Services (CMS) to help inform and educate 
providers regarding the skilled care coverage manual updates.  


See the April 13, 2013 memo from the Centers for Medicare & Medicaid Services (CMS) to 
all Medicare Advantage, PACE, and Cost plans informing them of the posted fact sheet on 
the Jimmo vs. Sebelius settlement agreement.  


See the Center for Medicare Advocacy’s Improvement Standard, which includes 
background and detailed information on the “improvement standard,” and Jimmo vs. 
Sebelius.  



http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2013-Transmittals-Items/R175BP.html?DLPage=1&DLSort=1&DLSortDir=descending

http://www.ncoa.org/assets/files/pdf/center-for-benefits/cms-memo-jimmo-agreement-april-2013.pdf

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/Downloads/Jimmo-FactSheet.pdf

http://www.medicareadvocacy.org/medicare-info/improvement-standard/
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References 


Get the statute, or legal citations, pertaining to the home health care benefit criterion for 
coverage: 


• 42 CFR 409.42 - Beneficiary qualifications for coverage of services 
• 42 CFR 409.44 - Skilled services requirements 
• 42 CFR §409.44(b)(3)(iii) – No legal limit for home health benefit duration 


See the Centers for Medicare & Medicaid Services (CMS) Medicare Benefit Policy Manual, 
Chapter 7 – Home Health Services, Section 30.1 for guidance on the home health benefit 
criteria. See section 30.5.1.1 for specific guidance on the face-to-face requirement in the 
home health benefit.   


See the Centers for Medicare & Medicaid Services (CMS) online forms for model notices of 
Medicare non-coverage.  


 


 



http://law.justia.com/us/cfr/title42/42-2.0.1.2.9.5.35.3.html

http://cfr.vlex.com/vid/409-44-skilled-services-requirements-19805059

http://cfr.vlex.com/vid/409-44-skilled-services-requirements-19805059

http://www.cms.gov/manuals/Downloads/bp102c07.pdf

https://www.cms.gov/bni/09_MAEDNotices.asp
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Frequently Asked Questions About Temporary Coverage for Applicants for Subsidized 
Health Insurance  
 
While the Health Connector and MassHealth are experiencing delays in processing applications 
through our new systems, our highest priority is to ensure that everyone seeking insurance 
coverage has access to coverage without gaps or delay. Many who applied are already enrolled in 
Commonwealth Care, the Medical Security Program or MassHealth and can retain their current 
coverage through at least June 30, 2014. Other applicants are not currently enrolled in any 
subsidized health insurance program and need access to health care coverage right away.  
 
The Health Connector and MassHealth are working to process applications for subsidized 
coverage as soon as possible and prioritizing applications from those who are not currently 
enrolled in any subsidized health program.  
 
Starting January 1, 2014, the Commonwealth has provided access to temporary health care 
coverage for individuals who applied for subsidized coverage, whose applications we have not 
yet been able to process, and who are not already enrolled in a subsidized health program. This 
temporary coverage will extend until we are able to process their applications and make full 
eligibility determinations.  
 
UPDATE: MassHealth and the Health Connector are pleased to confirm that the Commonwealth 
will provide temporary coverage effective February 1 to additional applicants who submitted 
their applications for subsidized coverage in January.  This temporary coverage will be available 
to those applicants who do not have other coverage and haven’t received an eligibility 
determination yet.  
 
Temporary coverage for January applicants will be processed in a phased approach but will have 
a retroactive effective date of February 1.  Applicants who completed an application online, by 
phone or in person can expect to receive a letter from MassHealth and the Health Connector 
about this coverage beginning the week of 2/17. Those who submitted a paper application should 
allow additional time for processing. 
 
Who is eligible to receive temporary coverage?  
UPDATE: Individuals are eligible to receive temporary coverage if:  


• They submitted a new ACA application (online, by phone, in person or on paper) for 
subsidized health insurance prior to January 31; 
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• They are not currently enrolled in any subsidized health insurance program through 
the Commonwealth (except for Children’s Medical Security Plan or the Health Safety 
Net); and  


• The Health Connector and MassHealth have been unable to yet process their 
applications and make an eligibility determination. 


Can applicants who submitted paper applications after  January 1, 2014 receive temporary 
coverage, or only people who submitted online applications at MAhealthconnector.org?  
UPDATE: Individuals who applied for coverage starting from January 1, 2014 through January 
31, 2014, and whose applications have not been processed will receive temporary coverage, 
regardless of where their applications were submitted - online, in person, by phone or through a 
paper application. This coverage will be effective retroactively to start on February 1. Individuals 
who were already receiving temporary coverage effective January 1 will continue to receive 
temporary coverage until their applications have been processed and an eligibility determination 
made. 
 
Can people who only applied for immediate coverage through the Virtual Gateway before 
January 1, 2014 receive temporary coverage?  
No. Individuals who applied through the Virtual Gateway (VG) before January 1, 2014, and 
were found eligible for immediate MassHealth or Health Connector coverage starting in 2013 
can remain in their current coverage or may have been transitioned automatically to a new type 
of MassHealth coverage effective January 1, 2014. Individuals who were found eligible for 
Health Safety Net only and who qualify for MassHealth coverage effective January 1, 2014, 
including adults with incomes at or below 133 percent of the FPL or 19- and 20-year olds with 
incomes at or below 150 percent of the FPL, were automatically enrolled in this new MassHealth 
coverage and should already have received a notice from MassHealth about their new benefits.  
 
All other individuals who were found ineligible for coverage in 2013 or eligible for Health 
Safety Net only and who wish to apply for subsidized coverage for 2014 should file an 
application for coverage through MAhealthconnector.org, on paper, or by phone. If we are 
unable to make a timely program determination, temporary coverage will be provided.  
 
Can individuals whose applications are missing critical data receive temporary coverage?  
Individuals who submit applications that are missing critical data need to submit the required 
pieces of data. Once this information is received, their applications will be processed. If we are 
unable to provide a timely eligibility determination, temporary coverage will be provided.  
 
When will temporary coverage start?  
UPDATE: Temporary coverage for individuals who applied for subsidized health insurance 
prior to December 31, 2013, and whose applications we have been unable to process, started on 
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January 1, 2014. Individuals who applied for subsidized coverage after January 1 through 
January 31, 2014, will receive temporary coverage with a February 1 start date if we have been 
unable to make a full eligibility determination.  
 
When will temporary coverage end?  
UPDATE: Temporary coverage will continue until we are able to process an individual’s 
application and determine his or her eligibility for a plan offered by the Health Connector or 
MassHealth. Applicants will receive a letter explaining their final program determination and 
outlining any next steps required to complete enrollment in a plan through the Health Connector 
or MassHealth. If an applicant is found to be ineligible for any subsidized health coverage, 
temporary coverage will end once we have made this determination and sent the applicant a 
notice.  
 
Receipt of a final determination may take some time.  Please be patient as we work to process 
your eligibility. Coverage in this temporary program runs through at least June 30, 2014. 
 
When and how will people be notified if they will receive temporary coverage?  
UPDATE: The Health Connector and MassHealth will send a letter to all applicants who will be 
receiving temporary coverage. The letter will explain the temporary coverage, what services are 
covered, which providers they can see, and how to get more information. Applicants who applied 
on or before December 31, 2013, and whose temporary coverage was effective starting January 
1, should already have received a letter about their temporary coverage. 
 
Those who applied for subsidized coverage after January 1, 2014 through January 31, 2014 can 
expect to begin receiving letters during the week of February 17th. However, individuals who 
submitted a paper application should allow additional time for processing. 
 
Will there be gaps in coverage when temporary benefits end, after applicants receive a 
program determination and before they are enrolled in their new coverage?  
Applicants should not have a gap in coverage if they take timely action to enroll in a plan after 
they receive their program determination. Coverage for individuals who are found eligible for 
MassHealth will begin right away. Applicants who are found eligible for a Health Connector 
plan will need to select a plan and, if applicable, pay their health insurance premium before their 
coverage begins. As long as applicants take these steps by the dates specified in the notice they 
receive from the Connector, they should not have a gap in coverage.  
 
Which providers will be covered by the temporary coverage?  
Individuals with temporary coverage may receive services from providers in the MassHealth 
network. MassHealth has an extensive network of participating providers, including all of the 
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hospitals in Massachusetts, thousands of physicians who provide primary care and specialty 
services and a statewide network of pharmacies. Individuals can find out if a provider 
participates with MassHealth by contacting the provider and asking if they accept MassHealth or 
by calling MassHealth Customer Service at 1-800-841-2900 (TTY: 1-800-497-4648).  
 
What services will be covered?  
Temporary coverage will cover a broad array of health care services that are at least as 
comprehensive as what applicants would receive if they were enrolled in a Health Connector 
plan or MassHealth. These services include doctor and clinic visits, hospital stays, prescription 
medicines, mental health, family planning and laboratory services. Visit 
bettermahealthconnector.org/temporary-coverage for a complete list of covered services for 
individuals receiving temporary coverage.  
 
Will people receiving temporary coverage get an ID card?  
No health insurance ID card will be issued for temporary coverage. The letter that people receive 
about their temporary coverage will contain their Member ID and will serve as their proof of 
coverage. Individuals should bring a copy of the letter they received when they go to the doctor, 
hospital or get prescriptions.  
 
How will providers know if someone is getting temporary coverage?  
Eligibility for the temporary coverage will appear in MassHealth’s Eligibility Verification 
System (EVS). The coverage will display in EVS as MassHealth Standard. It will not be 
distinguished from other members eligible for MassHealth Standard. As always, providers 
should check EVS every time they provide services to someone, and every day of an inpatient 
hospital stay, to make sure that the individual is eligible at the time the service is provided. Note 
that it may take a few weeks for all individuals who applied in January to receive their temporary 
coverage (especially if they submitted paper applications), but when the temporary coverage is 
processed it will appear in EVS with a retroactive February 1 start date.  
 
Will people have to pay anything for their temporary coverage?  
There is no monthly premium for temporary coverage; however, some individuals may have 
nominal co-payments for some prescriptions and services. Individuals receiving temporary 
coverage can find out about coverage and co-pays by contacting their pharmacy or by calling 
MassHealth Customer Service at 1-800-841-2900 (TTY: 1-800-497-4648).  
 
If individuals paid a MassHealth participating provider out of pocket for covered services they 
received before their temporary coverage was processed but after the retroactive start date for 
temporary coverage (either January 1 or February 1), then the provider is required to reimburse 
the member for any covered services once their temporary coverage is confirmed.  
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How do providers bill for services they provide to individuals with temporary coverage?  
MassHealth will pay for any medically necessary service provided to individuals with temporary 
coverage that is covered for MassHealth Standard members, subject to all applicable program 
and administrative and billing requirements. Providers should submit claims the same way they 
would for MassHealth members. 
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[DATE] 
 
[MEMBER NAME  
MEMBER ADDRESS 
CITY, STATE ZIP CODE] 
 
Dear [MEMBER NAME]: 
 


 


 
 


 


 
You’re being enrolled in a new health care and drug plan. 
To help your MassHealth and Medicare benefits work better for you, MassHealth is enrolling 
you in Commonwealth Care Alliance, a One Care plan. With One Care, you can get your 
MassHealth and Medicare benefits from your new plan.  
 
Commonwealth Care Alliance will cover your Medicare, MassHealth, and prescription drug 
benefits, including Medicare Part D. It will also provide care coordination and access to 
community-based services as described in the One Care Enrollment Guide. Your One Care 
plan will manage all of your health care and long-term services and supports through a Care 
Team. This includes primary care, mental health care, hospital care, specialty care, and care 
from other providers.  
 


When does your coverage begin?  
Your coverage through Commonwealth Care Alliance will start on April 1, 2014, unless you 
make another choice by March 31, 2014.  
 
To find out more about Commonwealth Care Alliance, what services it covers, and if your 
current providers work with the plan, call 1-866-610-2273 or TTY: 711 (for people who are deaf, 
hard of hearing, or speech disabled). 
 
You can also call MassHealth Customer Service Monday–Friday, 8:00 a.m.–5:00 p.m. at 1-800-
841-2900 or TTY: 1-800-497-4648 (for people who are deaf, hard of hearing, or speech 
disabled).  
 


What happens when your coverage begins?  
After your new coverage starts, you should call your One Care plan if you need services or 
prescriptions. Commonwealth Care Alliance will send you a new health and drug card to use. 
This new card will replace the cards you use now. You must get your care through providers 
who work with Commonwealth Care Alliance. However, you can keep seeing your current 
providers and getting your current services while you and your Care Team are creating your 
Personal Care Plan.  


 
You have other options. 
Tell MassHealth if you:  


• want to join a different One Care plan in your area; or  


• want to keep your Medicare and MassHealth like it is today. 
 
 


(continued) 


Your new coverage with 
Commonwealth Care Alliance 


starts on April 1, 2014.  







  


 


Important Phone Numbers 
MassHealth Customer Service: 1-800-841-2900 TTY: 1-800-497-4648 (for people who are deaf, 


hard of hearing, or speech disabled) Monday–Friday, 8:00 a.m.–5:00 p.m. 
 


Medicare: 1-800-MEDICARE (1-800-633-4227) TTY: 1-877-486-2048 
24 hours a day, 7 days a week 


 


2 


 
 
To join a different plan or keep your care the way it is now:  


• fill out the Enrollment Decision Form that came with this letter and mail or fax it back to 
MassHealth. The fax number is 617-988-8975; or 


• call MassHealth Customer Service Monday–Friday, 8:00 a.m.–5:00 p.m. at 
1-800-841-2900 or TTY: 1-800-497-4648 (for people who are deaf, hard of hearing, or 
speech disabled).  


 
You have to return the form or call MassHealth before 5:00 p.m. on March 31, 2014, to 
make any changes. If you do not make a change, you will be automatically enrolled in 
Commonwealth Care Alliance.  
 
Note: Remember, you can also leave or switch One Care plans at any time. If you leave One 
Care, you will go back to getting your health care and drug services from MassHealth and 
Original Medicare with prescription drug coverage. 
 


Who should you call if you have questions?  
• Call SHINE (Serving the Health Insurance Needs of Everyone). SHINE counselors can 


work with you and your caregivers to help you understand your options. They are trained 
to assist people who have Medicare and MassHealth and will provide impartial 
information about your health insurance options. SHINE counselors are available 
Monday–Friday, 9:00 a.m.–5:00 p.m. A counselor can work with you in person, by 
phone, or through e-mail.  


 
To schedule an appointment with a SHINE counselor call 1-800-243-4636 or 
TTY: 1-800-872-0166 (for people who are deaf, hard of hearing, or speech disabled). 


 


• Call MassHealth Customer Service Monday–Friday, 8:00 a.m.–5:00 p.m. at 
1-800-841-2900 or TTY: 1-800-497-4648 (for people who are deaf, hard of hearing, or 
speech disabled).  
 


• If you have questions about Medicare, call 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 1-877-486-2048. 


 
 
Sincerely,  
 
MassHealth 








Concerned about Medicare Costs? 
There may be help! 


 


Medicare premiums, deductibles and co-payments can add up.  Luckily, there are several programs that can help a beneficiary 
with Medicare cost-sharing.  Below is a list of these programs, their eligibility requirements, information about applying, and 
the benefits they provide.  If you have any questions regarding these programs, you may contact a SHINE Counselor at  
1-800-AGE-INFO (1-800-243-4636). 


Income and Asset Limits as of April 2014 


 
Gross Monthly 
Income Limit 


Asset Limit Application Benefits 


MassHealth 
(65+ years old) 


$993 (individual)1 $2,000 (individual)2 
MassHealth SACA-2 form 


1-800-841-2900 


Supplemental health and drug coverage 
Automatic enrollment in Senior Buy-in 
Automatic enrollment in Extra Help $1,331 (couple)1 $3,000 (couple)2 


MassHealth 
Senior Buy-in 


$993 (individual) $7,160 (individual)2 
MassHealth SACA-2 form 


1-800-841-2900 


Pays Medicare Part A & B premiums 
Pays Medicare Part A & B deductibles & copays 
Automatic enrollment in Extra Help $1,331 (couple) $10,750 (couple)2 


MassHealth 
Buy-in 


$1,333 (individual) $7,160 (individual)2 MassHealth 
Buy-in Application 


1-800-841-2900 


Pays Medicare Part B premium 
Automatic enrollment in Extra Help $1,790 (couple) $10,750 (couple)2 


Extra Help 
Full 


$1,333 (individual) $8,660 (individual)3 Social Security 
Application for  


Extra Help 
1-800-772-1213 


Reduces Part D premium 
Eliminates Part D deductible 
Lowers Part D copays to $6.35 or less $1,790 (couple) $13,750 (couple)3 


Extra Help 
Partial 


$1,479 (individual) $13,440 (individual)3 Social Security 
Application for  


Extra Help 
1-800-772-1213 


Reduces Part D premium 
Reduces Part D deductible 
Lowers Part D copays to 15% $1,986 (couple) $26,860 (couple)3 


Prescription Advantage 
(no enrollment fee) 


$2,918 (individual) 
NONE 


Prescription Advantage 
Application 


1-800-243-4636 


Supplemental prescription coverage that 
reduces copays once the total retail costs of 
covered prescription drugs reaches $2,850.   $3,933 (couple) 


Prescription Advantage 
($200 enrollment fee) 


$4,863 (individual) 
NONE 


Prescription Advantage 
Application 


1-800-243-4636 


Supplemental prescription coverage that pays 
prescription copays once out-of-pocket drug 
costs reach $3,450.  $6,554 (couple) 


1 If over the income limit, may qualify by meeting a deductible                                                                 Where appropriate, a $20 unearned income 
2 Primary residence and one vehicle are not counted                                                                                 disregard has been included in the income limit 
3 Primary residence, vehicles, and life insurance are not counted 
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[DATE] 
 
[MEMBER NAME  
MEMBER ADDRESS 
CITY, STATE ZIP CODE] 
 
Dear [MEMBER NAME]: 
 


 


 
 


 


 
You’re being enrolled in a new health care and drug plan. 
To help your MassHealth and Medicare benefits work better for you, MassHealth is enrolling 
you in Fallon Total Care, a One Care plan. With One Care, you can get your MassHealth and 
Medicare benefits from your new plan.  
 
Fallon Total Care will cover your Medicare, MassHealth, and prescription drug benefits, 
including Medicare Part D. It will also provide care coordination and access to community-based 
services as described in the One Care Enrollment Guide. Your One Care plan will manage all of 
your health care and long-term services and supports through a Care Team. This includes 
primary care, mental health care, hospital care, specialty care, and care from other providers.  
 


When does your coverage begin?  
Your coverage through Fallon Total Care will start on April 1, 2014, unless you make another 
choice by March 31, 2014.  
 
To find out more about Fallon Total Care, what services it covers, and if your current providers 
work with the plan, call 1-800-879-0852 or TTY: 711 (for people who are deaf, hard of hearing, 
or speech disabled). 
 
You can also call MassHealth Customer Service Monday–Friday, 8:00 a.m.–5:00 p.m. at 1-800-
841-2900 or TTY: 1-800-497-4648 (for people who are deaf, hard of hearing, or speech 
disabled).  
 


What happens when your coverage begins?  
After your new coverage starts, you should call your One Care plan if you need services or 
prescriptions. Fallon Total Care will send you a new health and drug card to use. This new card 
will replace the cards you use now. You must get your care through providers who work with 
Fallon Total Care. However, you can keep seeing your current providers and getting your 
current services while you and your Care Team are creating your Personal Care Plan.  


 
You have other options. 
Tell MassHealth if you:  


• want to join a different One Care plan in your area; or  


• want to keep your Medicare and MassHealth like it is today. 
 
 


(continued) 
 
 


Your new coverage with Fallon 
Total Care 


starts on April 1, 2014.  







  


 


Important Phone Numbers 
MassHealth Customer Service: 1-800-841-2900 TTY: 1-800-497-4648 (for people who are deaf, 


hard of hearing, or speech disabled) Monday–Friday, 8:00 a.m.–5:00 p.m. 
 


Medicare: 1-800-MEDICARE (1-800-633-4227) TTY: 1-877-486-2048 
24 hours a day, 7 days a week 
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To join a different plan or keep your care the way it is now:  


• fill out the Enrollment Decision Form that came with this letter and mail or fax it back to 
MassHealth. The fax number is 617-988-8975; or 


• call MassHealth Customer Service Monday–Friday, 8:00 a.m.–5:00 p.m. at 
1-800-841-2900 or TTY: 1-800-497-4648 (for people who are deaf, hard of hearing, or 
speech disabled).  


 
You have to return the form or call MassHealth before 5:00 p.m. on March 31, 2014, to 
make any changes. If you do not make a change, you will be automatically enrolled in 
Fallon Total Care.  
 
Note: Remember, you can also leave or switch One Care plans at any time. If you leave One 
Care, you will go back to getting your health care and drug services from MassHealth and 
Original Medicare with prescription drug coverage. 
 


Who should you call if you have questions?  
• Call SHINE (Serving the Health Insurance Needs of Everyone). SHINE counselors can 


work with you and your caregivers to help you understand your options. They are trained 
to assist people who have Medicare and MassHealth and will provide impartial 
information about your health insurance options. SHINE counselors are available 
Monday–Friday, 9:00 a.m.–5:00 p.m. A counselor can work with you in person, by 
phone, or through e-mail.  


 
To schedule an appointment with a SHINE counselor call 1-800-243-4636 or 
TTY: 1-800-872-0166 (for people who are deaf, hard of hearing, or speech disabled). 


 


• Call MassHealth Customer Service Monday–Friday, 8:00 a.m.–5:00 p.m. at 
1-800-841-2900 or TTY: 1-800-497-4648 (for people who are deaf, hard of hearing, or 
speech disabled).  
 


• If you have questions about Medicare, call 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 1-877-486-2048. 


 
 
Sincerely,  
 
MassHealth 








 


Disclaimer 
This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references or links to  
statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the place of  
either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive materials for a full and  
accurate statement of their contents.  CPT only copyright 2012 American Medical Association.  
 


Page 1 of 4 


DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Centers for Medicare & Medicaid Services 


 


 
 


     


MLN Matters® Number: MM8458 Related Change Request (CR) #: CR 8458 


Related CR Release Date: December 6, 2013 Effective Date: January 7, 2014 


Related CR Transmittal #: R175BP Implementation Date: January 7, 2014 


Manual Updates to Clarify Skilled Nursing Facility (SNF), Inpatient 
Rehabilitation Facility (IRF), Home Health (HH), and Outpatient (OPT) 
Coverage Pursuant to Jimmo vs. Sebelius 


Provider Types Affected 


This MLN Matters® Article is intended for Skilled Nursing Facilities (SNFs); Inpatient Rehabilitation 
Facilities (IRFs); Home Health Agencies (HHAs); providers and suppliers of therapy services under 
the Outpatient Therapy (OPT) Benefit  ̶  including Critical Access Hospitals (CAHs), hospitals, 
rehabilitation agencies, SNFs, HHAs, physicians, certain non-physician practitioners, and therapists in 
private practice  ̶  submitting claims to Medicare contractors (Parts A/B Medicare Administrative 
Contractors (MACs) and Medicare Advantage Organizations) for services to Medicare beneficiaries, 
including physical therapy, occupational therapy, and speech-language pathology services.  


What You Need to Know 


This article is based on Change Request (CR) 8458, which updates portions of the "Medicare Benefit 
Policy Manual" (MBPM) to clarify key components of SNF, IRF, HH, and OPT coverage requirements 
pursuant to the settlement agreement in the case of Jimmo v. Sebelius. Nothing in this settlement 
agreement modifies, contracts, or expands the existing eligibility requirements for Medicare coverage.  


Background 


In accordance with the Jimmo v. Sebelius Settlement Agreement, the Centers for Medicare & 
Medicaid Services (CMS) has agreed to issue revised portions of the relevant program manuals used 
by Medicare contractors, in order to clarify that coverage of skilled nursing and skilled therapy services 
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“…does not turn on the presence or absence of a beneficiary’s potential for improvement, but rather 
on the beneficiary’s need for skilled care.”  Skilled care may be necessary to improve a patient’s 
current condition, to maintain the patient’s current condition, or to prevent or slow further deterioration 
of the patient’s condition. 
The following are some significant aspects of the manual clarifications now being issued: 
• No “Improvement Standard” is to be applied in determining Medicare coverage for 


maintenance claims in which skilled care is required.  Medicare has long recognized that 
even in situations where no improvement is expected, skilled care may nevertheless be needed 
for maintenance purposes (i.e., to prevent or slow a decline in condition).  For example, the 
longstanding SNF level of care regulations, specify that the “. . . restoration potential of a patient is 
not the deciding factor in determining whether skilled services are needed.  Even if full recovery or 
medical improvement is not possible, a patient may need skilled services to prevent further 
deterioration or preserve current capabilities.  For example, a terminal cancer patient may need . . 
. skilled services . . . .” [42 CFR 409.32(c)] (This regulation is available at 
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol2/pdf/CFR-2011-title42-vol2-sec409-32.pdf on the 
Internet.) 


 
While the example included in this provision pertains specifically to skilled nursing services, we 
also wish to clarify that, the concept of skilled therapy services can similarly involve not only 
services that are restorative in nature (or “rehabilitative” therapy in the OPT setting) but, if certain 
standards are met, maintenance therapy as well: 


 
• Restorative/Rehabilitative therapy.  In evaluating a claim for skilled therapy that is 


restorative/rehabilitative (i.e., whose goal and/or purpose is to reverse, in whole or in part, a 
previous loss of function), it would be entirely appropriate to consider the beneficiary’s 
potential for improvement from the services. We note that such a consideration must always 
be made in the IRF setting, where skilled therapy must be reasonably expected to improve 
the patient’s functional capacity or adaptation to impairments in order to be covered. 
 


• Maintenance therapy.  Even if no improvement is expected, under the SNF, HH, and OPT 
coverage standards, skilled therapy services are covered when an individualized assessment 
of the patient’s condition demonstrates that skilled care is necessary for the performance of a 
safe and effective maintenance program to maintain the patient’s current condition or prevent 
or slow further deterioration. Skilled maintenance therapy may be covered when the particular 
patient’s special medical complications or the complexity of the therapy procedures require 
skilled care. 
 


Accordingly, these revisions to the MBPM clarify that a beneficiary’s lack of restoration potential 
cannot serve as the basis for denying coverage in this context.  Rather, such coverage depends upon 
an individualized assessment of the beneficiary’s medical condition and the reasonableness and 
necessity of the treatment, care, or services in question. Moreover, when the individualized 



http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol2/pdf/CFR-2011-title42-vol2-sec409-32.pdf
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assessment demonstrates that skilled care is, in fact, needed in order to safely and effectively 
maintain the beneficiary at his or her maximum practicable level of function, such care is covered 
(assuming all other applicable requirements are met).  Conversely, coverage in this context would not 
be available in a situation where the beneficiary’s maintenance care needs can be addressed safely 
and effectively through the use of nonskilled personnel. 
Medicare has never supported the imposition of an “Improvement Standard” rule-of-thumb in 
determining whether skilled care is required to prevent or slow deterioration in a patient’s condition.  
Thus, such coverage depends not on the beneficiary’s restoration potential, but on whether skilled 
care is required, along with the underlying reasonableness and necessity of the services themselves. 
The manual revisions now being issued will serve to reflect and articulate this basic principle more 
clearly. Therefore, denial notices should contain an accurate summary of the reason for denial, which 
should be based on the beneficiary’s need for skilled care and not be based on lack of improvement 
for a beneficiary who requires skilled maintenance nursing services or therapy services as part of a 
maintenance program in the SNF, HH, or OPT settings. 
In the MBPM (the Manual within which all revisions were made by CR8458), the revised Chapter 15, 
Section 220 specifically discusses Part B coverage under the OPT benefit. In that chapter, both 
rehabilitative and maintenance therapy are addressed. Rehabilitative therapy includes services 
designed to address recovery or improvement in function and, when possible, restoration to a 
previous level of health and well-being.  A “MAINTENANCE PROGRAM (MP) means a program 
established by a therapist that consists of activities and/or mechanisms that will assist a beneficiary in 
maximizing or maintaining the progress he or she has made during therapy or to prevent or slow 
further deterioration due to a disease or illness.” No mention of improving the patient’s condition is 
noted within the MP definition.  
• Enhanced guidance on appropriate documentation.  Portions of the revised manual provisions 


now include additional material on the role of appropriate documentation in facilitating accurate 
coverage determinations for claims involving skilled care. While the presence of appropriate 
documentation is not, in and of itself, an element of the definition of a “skilled” service, such 
documentation serves as the means by which a provider would be able to establish and a 
Medicare contractor would be able to confirm that skilled care is, in fact, needed and received in a 
given case.  Thus, even though the terms of the Jimmo settlement do not include an explicit 
reference to documentation requirements as such, CMS has nevertheless decided to use this 
opportunity to introduce additional guidance in this area, both generally and as it relates to 
particular clinical scenarios.  An example of this material appears in a new Section 30.2.2.1 of the 
MBPM’s revised Chapter 8, in the guidelines for SNF coverage under Part A.   


We note that this material on documentation does not serve to require the presence of any particular 
phraseology or verbal formulation as a prerequisite for coverage (although it does identify certain 
vague phrases like “patient tolerated treatment well,” “continue with POC,” and “patient remains 
stable” as being insufficiently explanatory to establish coverage).  Rather, as indicated previously, 
coverage determinations must consider the entirety of the clinical evidence in the file, and our 
enhanced guidance on documentation is intended simply to assist providers in their efforts to identify 
and include the kind of clinical information that can most effectively serve to support a finding that 
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skilled care is needed and received—which, in turn, will help to ensure more accurate and appropriate 
claims adjudication. 
Further, as noted in the discussion of OPT coverage under Part B in Section 220.3.D of the MBPM, 
Chapter 15, care must be taken to assure that documentation justifies the necessity of the skilled 
services provided. Justification for treatment would include, for example, objective evidence or a 
clinically supportable statement of expectation that: 


• In the case of rehabilitative therapy, the patient’s condition has the potential to improve or is 
improving in response to therapy; maximum improvement is yet to be attained; and, there is 
an expectation that the anticipated improvement is attainable in a reasonable and generally 
predictable period of time.  


• In the case of maintenance therapy, the skills of a therapist are necessary to maintain, 
prevent, or slow further deterioration of the patient’s functional status, and the services cannot 
be safely and effectively carried out by the beneficiary personally or with the assistance of 
non-therapists, including unskilled caregivers.  


The Settlement Agreement. The Jimmo v. Sebelius settlement agreement itself includes language 
specifying that “Nothing in this Settlement Agreement modifies, contracts, or expands the 
existing eligibility requirements for receiving Medicare coverage.”  Rather, the intent is to clarify 
Medicare’s longstanding policy that when skilled services are required in order to provide care that is 
reasonable and necessary to prevent or slow further deterioration, coverage cannot be denied based 
on the absence of potential for improvement or restoration. As such, the revised manual material now 
being issued does not represent an expansion of coverage, but rather, provides clarifications that are 
intended to help ensure that claims are adjudicated accurately and appropriately in accordance with 
the existing policy. 


Additional Information 


The official instruction, CR 8458, issued to your Medicare contractor regarding this change, may be 
viewed at http://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/Downloads/R175BP.pdf on the CMS website. All of the revised 
portions of the "Medicare Benefit Policy Manual" are a part of CR8458. 
If you have any questions, please contact your Medicare contractor at their toll-free number, which 
may be found at http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-
Programs/provider-compliance-interactive-map/index.html on the CMS website. 


Disclaimer 
This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references or links to statutes, 
regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the place of either the written law 
or regulations. We encourage readers to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. 
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Prescription Advantage Rate Schedule Guide for Members Eligible for Medicare      Effective April 1, 2014 
 


 


 


 
Medicare provides ‘Extra Help’ to lower costs for beneficiaries with limited income and resources. Prescription Advantage requires all applicants who 
may qualify for Extra Help to apply for this benefit. You may qualify for Extra Help if your income is at or below the S1 income and your resources (other 
than your home) are no more than the current Medicare limits of $13,440 single, $26,860 married.  Please note: these limits are subject to change. 
 


Co-payment Assistance: Once co-payment assistance begins, you pay no more than the co-payments listed above for covered drugs. Prescription 
Advantage pays any additional amount. Prescription Advantage only pays for drugs covered by a drug plan.  
 


Out-of-Pocket Spending Limit: When your total spending for deductibles (if any) and co-payments reaches the annual out-of-pocket spending limit, 
Prescription Advantage will cover 100% of all co-payments for the remainder of the plan year. Note: Benefits for new members begin on the effective   
date of Prescription Advantage coverage. Any costs incurred prior to the effective date cannot be applied towards the out-of-pocket spending limit. 
 


Note: if you are under age 65 and disabled, your income cannot exceed the S2 income limits listed on the chart above. 
 
Prescription Advantage Customer Service · 1-800-AGE-INFO (1-800-243-4636); Press 2 · TTY (toll free) for the deaf and hard of hearing 1-877-610-0241             SIDE 1 


Category S0 - Members receive FULL Extra Help from Medicare.  
Category S1 - Members receive PARTIAL Extra Help from Medicare and immediate co-payment assistance from Prescription Advantage.               


Category 
Income if single Income if married Generic co-payments 


per 30-day supply 
Brand name co-payments 


per 30-day supply 
Annual out-of-pocket 


spending limit Yearly $ Monthly $ Yearly $ Monthly $ 


S0 0 - 15,755 0 - 1,313 0 - 21,236 0 - 1,770 No more than $2.55 No more than $6.35 N/A 


S1 0 - 17,505 0 - 1,459 0 - 23,595 0 - 1,966 No more than $7 No more than $18 $1,550 


Categories S2, S3, S4 - Members pay their drug plan’s deductible (if any) and co-payments until the total retail costs of covered prescription drugs reaches $2,850.   
                                      - After the cost of covered drugs reaches $2,850, co-payments are no more than the amounts listed below. 


Category 
Income if single Income if married Generic co-payments 


per 30-day supply 
Brand name co-payments 


per 30-day supply 
Annual out-of-pocket 


spending limit Yearly $ Monthly $ Yearly $ Monthly $ 


S2 0 - 21,940 0 - 1,828 0 - 29,572 0 - 2,464 $7 $18 $1,725 


S3 21,941 - 26,258 1,829 - 2,188 29,573 - 35,393 2,465 - 2,949 $12 $30 $2,160 


S4 26,259 - 35,010 2,189 - 2,918 35,394 - 47,190 2,950 - 3,933 $12 $30 $2,585 


Category S5 - Members pay a $200 annual enrollment fee to Prescription Advantage. 
                      - Members pay their drug plan’s deductible (if any) and co-payments until their out-of-pocket costs for covered prescription drugs total $3,450 as a  
                        Prescription Advantage member in calendar year 2014. Once members spend $3,450 they will pay $0 for prescription drugs covered by their plan. 


Category 
Income if single Income if married 


Generic co-payments 
per 30-day supply 


Brand name co-payments 
per 30-day supply 


Annual out-of-pocket 
spending limit 


Yearly $ Monthly $ Yearly $ Monthly $ 


S5 35,011 - 58,350 2,919 - 4,863 47,191 - 78,650 3,934 - 6,554 Drug plan co-payment Drug plan co-payment $3,450 







 Prescription Advantage Rate Schedule Guide for Members Not Eligible for Medicare    Effective April 1, 2014 
 
 


 Prescription Advantage may be able to offer primary prescription drug coverage to Massachusetts residents not eligible for Medicare. 


 If you are under age 65 and disabled, your income cannot exceed the Category 2 income limits listed on the chart below. 


 If you become eligible for Medicare, it is your responsibility to inform Prescription Advantage. 


Category 


Income if single Income if married 
Annual 
out-of-
pocket 


spending 
limit 


Individual 
quarterly 


deductible 


RETAIL co-payments 
 per 30-day supply 


MAIL ORDER co-payments 
per 90-day supply 


Yearly $ Monthly $ Yearly $  Monthly $ Level 1 Level 2 Level 3 Level 1  Level 2 Level 3 


1 0 - 15,755 0 - 1,313 0 - 21,236 0 - 1,770 $775 $0 $7 $18 $40 $14 $36 $80 


2 15,756 - 21,940 1,314 - 1,828 21,237 - 29,572 1,771 - 2,464 $1,550 $0 $7 $18 $40 $14 $36 $80 


3 21,941 - 26,258 1,829- 2,188 29,573 - 35,393 2,465 - 2,949 $2,160 $65 $12 $30 $50 $24 $60 $100 


4 26,259 - 35,010 2,189- 2,918 35,394 - 47,190 2,950 - 3,933 $2,585 $110 $12 $30 $50 $24 $60 $100 


5 35,011 - 58,350 2,919 - 4,863 47,191 - 78,650 3,934- 6,554 $3,450 $220 $12 $30 $50 $24 $60 $100 


6 58,351 or over 4,864 or over 78,651 or over 6,555 or over $5,745 $350 $12 $30 $50 $24 $60 $100 


 


Monthly Premium: 
You are not required to pay a monthly premium to receive Prescription Advantage benefits. 
 
Deductibles and Co-payments: 
Each quarter, you must pay the deductible amount (if any) listed. Once the deductible is paid, you pay only the co-payments for the remainder of  
that quarter. 
 
Annual Out-of-Pocket Spending Limit: 
If your total spending for deductibles and co-payments reaches your spending limit amount, Prescription Advantage will cover your co-payments for the 
remainder of the Plan year for all covered drugs. 
 
How to Determine Which Drugs are Covered: 
Prescription Advantage uses a Plan formulary, which is a list of prescription drugs available to members. The Plan formulary is developed, reviewed and 
updated by a select panel of pharmacists. For detailed information regarding your medications and whether or not they are covered, please call 
Prescription Advantage Customer Service. 
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# % # %


Nation 35,548,399 25,413,851 71.5% 3,588,227 11.0%


Alabama 701,947 506,437 72.1% 42,778 6.6%


Alaska 73,098 41,000 56.1% 3,995 6.0%


American Samoa 296 211 71.3% 42 17.9%


Arizona 635,569 434,765 68.4% 86,266 15.0%


Arkansas 463,008 311,380 67.3% 31,158 7.2%


California 3,127,969 2,115,557 67.6% 297,956 10.5%


Colorado 445,132 292,461 65.7% 55,882 13.9%


Connecticut 440,074 332,302 75.5% 76,657 18.7%


Delaware 153,746 120,178 78.2% 12,791 9.0%


District of Columbia 67,435 44,469 65.9% 5,556 9.0%


Florida 2,401,090 1,778,921 74.1% 297,878 13.4%


Georgia 1,030,371 728,933 70.7% 115,587 12.3%


Guam 10,284 5,234 50.9% 217 2.4%


Hawaii 110,071 73,911 67.1% 3,287 3.3%


Idaho 177,102 111,434 62.9% 19,716 12.1%


Illinois 1,707,446 1,247,123 73.0% 145,815 9.2%


Indiana 848,196 600,434 70.8% 70,626 9.0%


Iowa 464,707 342,501 73.7% 35,825 8.3%


Kansas 397,677 273,445 68.8% 30,380 8.2%


Kentucky 626,099 442,376 70.7% 42,948 7.4%


Louisiana 539,793 371,208 68.8% 26,198 5.3%


Maine 233,235 162,093 69.5% 32,328 14.8%


Maryland 746,698 547,625 73.3% 69,100 10.1%


Massachusetts 890,238 682,949 76.7% 170,611 20.8%


Michigan 1,306,197 957,977 73.3% 170,316 14.1%


Minnesota 410,190 272,933 66.5% 29,574 7.9%


Mississippi 471,420 324,508 68.8% 29,157 6.7%


Missouri 796,019 561,730 70.6% 67,275 9.2%


Montana 156,803 96,718 61.7% 19,075 13.2%


Nebraska 254,485 174,245 68.5% 16,791 7.1%


Nevada 268,012 169,577 63.3% 22,142 9.1%


New Hampshire 224,516 161,586 72.0% 29,593 14.3%


New Jersey 1,153,380 869,955 75.4% 132,906 12.5%


New Mexico 237,121 147,668 62.3% 20,015 9.2%


New York 2,002,425 1,462,756 73.0% 219,858 12.0%


North Carolina 1,318,756 988,832 75.0% 153,732 12.6%


North Dakota 97,479 66,893 68.6% 7,274 8.0%


Northern Marianas 1,683 693 41.2% 9 0.6%


Ohio 1,244,260 871,459 70.0% 89,123 7.8%


Beneficiaries in Original Medicare Utilizing Free Preventive Services by State


January - November 2013


All Free Services
Annual Wellness - New 
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Oklahoma 531,691 358,211 67.4% 26,572 5.4%


Oregon 384,680 250,178 65.0% 30,422 8.7%


Pennsylvania 1,396,966 1,011,726 72.4% 104,430 8.2%


Puerto Rico 97,480 54,216 55.6% 423 0.5%


Rhode Island 114,907 87,099 75.8% 25,947 24.6%


South Carolina 701,171 512,902 73.1% 70,491 10.9%


South Dakota 123,832 83,963 67.8% 8,410 7.3%


Tennessee 811,033 584,354 72.1% 85,302 11.5%


Texas 2,400,576 1,683,813 70.1% 243,804 11.2%


Utah 201,573 132,217 65.6% 17,907 9.8%


Vermont 112,383 78,488 69.8% 13,348 12.8%


Virgin Islands 17,378 9,348 53.8% 1,236 7.7%


Virginia 1,030,434 756,202 73.4% 106,538 11.2%


Washington 747,914 494,782 66.2% 73,530 10.7%


West Virginia 302,918 206,512 68.2% 12,044 4.3%


Wisconsin 644,359 461,032 71.5% 81,084 13.7%


Wyoming 84,939 48,374 57.0% 5,833 7.4%





