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MEDICARE 
 

DMEPOS Competitive Bidding Program Comes to Massachusetts 
Many Massachusetts Medicare beneficiaries will soon have a new way to get their 
medical supplies and equipment.  Round 2 of the Medicare Durable Medical Equipment, 
Prosthetics, Orthotics, and Supplies (DMEPOS) Competitive Bidding Program will go into 
effect July 1, 2013.  Most of Massachusetts is included in Round 2—with the exception 
of Berkshire, Barnstable, Dukes, and Nantucket counties.  However, beneficiaries in 
these excluded counties should be aware of the change should they travel to and 
purchase their supplies in an area in which the DMEPOS Competitive Bidding Program 
has been instituted. 
 
Until now, Medicare and Medicare beneficiaries have paid above-market rates for 
DMEPOS.  The Competitive Bidding Program requires DME suppliers to re-bid for a 
Medicare contract for specified types of items.  Medicare offered contracts to those 
suppliers who offered competitive pricing, quality products, and are accredited by an 
independent organization.  The result is fewer providers for Medicare beneficiaries to 
choose from, but quality products at significantly lower costs. 



 
This means that as of July 1, 2013, Original Medicare beneficiaries in effected parts of 
Massachusetts will have to obtain many types of DMEPOS items from one of the newly-
contracted suppliers in order to receive payment from Medicare.  There is an online 
DMEPOS Supplier Locator tool, which can be used to find contracted supplies for specific 
types of DMEPOS.  Beneficiaries or their caregivers should: 

 Find out if they live in a Competitive bidding area, by calling 1-800-MEDICARE (1-
800-633-4227) or visiting the following link. 

 Find out if the items they need are included in the program.  This information 
can be found at the following link. 

 Find out if their current supplier is in the program, if their current supplier has 
elected to be “grandfathered”, or find a new contracted supplier.  This can be 
done by calling 1-800-MEDICARE (1-800-633-4227) or using the DMEPOS 
Supplier locator tool at www.medicare.gov/supplier.   

 
This program does not apply to Medicare Advantage members.  Medicare Advantage 
members will still be able to obtain DMEPOS from their particular plan’s network 
providers. 
 
For more information, contact Medicare 1-800-MEDICARE (1-800-633-4227) or your 
local SHINE Program at 1-800-AGE-INFO (1-800-243-4636).  A copy of the letter to 
beneficiaries, as well as a fact sheet from CMS, are attached. 

 
New National Mail-order Program for Diabetic Testing Supplies 
Medicare will be implementing the new National Mail-order Program for Diabetic 
Testing Supplies on July 1, 2013.  This program is designed to save Medicare and 
beneficiaries money on diabetic testing supplies received through mail-order or at a 
retail pharmacy.  Under this program, beneficiaries with Original Medicare will have the 
option of obtaining their diabetic testing supplies at a participating retail pharmacy or 
through one of the mail-order companies selected to be part of this program.  
Whichever way the beneficiary gets his supplies, he will be paying significantly less for 
them.  However, a beneficiary that chooses to use a retail pharmacy should first check 
with the pharmacy to see if they accept assignment, meaning they accept Medicare’s 
amount as payment in full.  Otherwise, the beneficiary’s costs could be much higher.  
Contracted mail-order and retail providers can be found by calling 1-800-MEDICARE (1-
800-633-4227) or by visiting www.medicare.gov/supplier.  A copy of the letter to 
beneficiaries, as well as a fact sheet from CMS, are attached.  

 
  

http://medicare.gov/SupplierDirectory/
http://www.dmecompetitivebid.com/palmetto/cbic.nsf/CBAMap
http://www.dmecompetitivebid.com/palmetto/cbicrd2.nsf/DocsCat/Product%20Categories
http://www.medicare.gov/supplier
http://www.medicare.gov/supplier


Redesigned MSN coming in Summer 2013 
CMS will begin mailing their redesigned Medicare Summary Notices (MSN) to 
beneficiaries in Summer 2013.  The MSN is not a bill.  It is a quarterly statement that 
Medicare beneficiaries receive that shows all the services or supplies that providers 
billed to Medicare during the previous 3-month period.  It shows what Medicare paid 
and the maximum amount that may be owed to the provider.  The MSN was revamped 
with the intention of being easier to read and spot fraudulent charges.  Samples of the 
new MSN are attached.   
 

Silverscript Sanction Update 
Silverscript was placed on an enrollment and marketing sanction as of January 15, 2013 
due to widespread Part D data system failures.  As a result of these failures, some 
beneficiaries experienced delays in enrollment eligibility determinations, delays in 
disenrollment or cancellation requests, enrollments in the wrong Silverscript plan, 
and/or the incorrect application of Low Income Subsidy (LIS) status.   
 
As part of the correction process, Silverscript is finalizing the processing of all 
enrollment, disenrollment and cancellation requests following the standard CMS 
guidelines.  In addition, Silverscript has completed the application of the correct LIS 
status to the member accounts and has removed the LIS status from the accounts of the 
members that are no longer eligible to receive the LIS benefit.  
  
As a result of these actions, letters have been and will continue to be mailed by 
Silverscript to all of its affected members. Attached are many of those letters.  
 

Smart D Sanction Update 
Smart Insurance Company, issuer of the Smart D Medicare prescription drug plans, was 
placed under marketing and enrollment sanctions effective April 23, 2013.  As a result, 
CMS is prohibiting any marketing of or enrollments into the Smart D prescription drug 
plans.  Also, all beneficiaries enrolled in Smart have been notified about a special 
opportunity allowing them to disenroll from their plan by enrolling in another 
Prescription Drug Plan.  In order to access this Special Enrollment Period, a member 
must call 1-800-MEDICARE (1-800-633-4227).  According to CMS, there are 854 
Massachusetts beneficiaries enrolled in one of the Smart D plans.  A copy of the notice 
to members is attached.  

 

MASSHEALTH & THE CONNECTOR 
 

Centralization of Receipt of MassHealth Applications for Individuals 
Entering or Living in a Long Term Care Facility 
Previously, MassHealth required that new applications for individuals entering or living 
in a long term care facility be sent to the street address of the MassHealth Enrollment 
Center corresponding to the city or town in which the facility is located.  Now, these 



applications should be sent to the Central Processing Unit, like all other new 
applications.  Contact information for the Central Processing is: 
 
By mail: 
MassHealth Enrollment Center 
Central Processing Unit 
P.O. Box 290794 
Charlestown, MA  02129-0214 
 
By fax: 
617-241-6005 
 
In person: 
MassHealth Enrollment Center 
Central Processing Unit 
Schrafft’s Center 
529 Main Street, Suite 1M 
Charlestown, MA  02129 

 
MassHealth Drug List Updates 
The MassHealth Drug List has been updated effective May 13, 2013.  A summary of the 
changes is attached.   

 
Commonwealth Care Open Enrollment 
The Open Enrollment period for Commonwealth Care members is from June 3-21.  For 
members without a qualifying event, this is the only time during the year that they can 
change their managed care plan.  Changes made during this period become effective 
July 1.  Members who do not want to change their plans do not need to take any action.  
Changes in enrollment can be done on the Health Connector website or by calling the 
Commonwealth Care Member Service Center at 1-877-623-6765.  More information 
about the Open Enrollment Period can be found on the Health Connector website. 
 

WEBINARS 
 
“Counseling government employees/retirees on Medicare” 
NCOA, National Center for Benefits Outreach and Enrollment 
June 26, 2013; 2pm – 3pm 
Register here 
“How does Medicare work with health benefits provided for federal and state 
government employees and retirees? That’s the question we’ll answer in our June 26 
webinar. We’ll explore when these workers should enroll in Medicare, whether they need 
Part D coverage, and more. Also check out our fact sheets for helping federal and state 
retirees obtain Medicare.” 
 

https://www.mahealthconnector.org/portal/site/connector/template.MAXIMIZE/menuitem.3ef8fb03b7fa1ae4a7ca7738e6468a0c/?javax.portlet.tpst=2fdfb140904d489c8781176033468a0c_ws_MX&javax.portlet.prp_2fdfb140904d489c8781176033468a0c_viewID=content&javax.portlet.prp_2fdfb140904d489c8781176033468a0c_docName=open%20enrollment&javax.portlet.prp_2fdfb140904d489c8781176033468a0c_folderPath=/About%20Us/CommonwealthCare/CommCare13%20Renewal/&javax.portlet.begCacheTok=com.vignette.cachetoken&javax.portlet.endCacheTok=com.vignette.cachetoken
https://cc.readytalk.com/cc/s/registrations/new?cid=w67j66kfclkn


ACA and Exchange Learning Series: Federal and State Subsidies for Qualified Health 
Plans Available through the Health Connector 
Massachusetts Executive Office of Health and Human Services and the Health Connector 
June 18, 2013; 10am – 11am or 2pm – 3pm 
Register here 
REGISTRATION ENDS ON 6/15/13! 
“Learning objectives for this call are: 

 Review Premium Tax Credits 

 Review Cost Sharing Reductions 

 Review State Subsidies” 
 

 
ATTACHMENTS 

 DMEPOS fact sheet 

 DMEPOS beneficiary letter 

 Diabetic Supplies Mail-order Program fact sheet 

 Diabetic supplies beneficiary letter 

 Sample Part A MSN 

 Sample Part B MSN 

 Sample DME MSN 

 Silverscript sanction letters 

 Smart sanction letters 

 MassHealth Drug List Updates effective 5/13/13 
 
 
 
 

 
 
 
 

Contact SHINE State Staff 
 

Cynthia Phillips 
Director 

cynthia.phillips@state.ma.us 
 

Chris Ciano 
Assistant Director 

christopher.ciano@state.ma.us 
 

Renee Grenier 
Field Operations Manager & Training 

Coordinator 
renee.grenier@state.ma.us  

 
Richard Miranda 

Program Coordinator 
richard.miranda@state.ma.us 

https://www.signup4.net/Public/ap.aspx?EID=ADVA104E
mailto:cynthia.phillips@state.ma.us
mailto:christopher.ciano@state.ma.us
mailto:renee.grenier@state.ma.us
mailto:richard.miranda@state.ma.us




What is New on Your Redesigned 
“Medicare Summary Notice”?


Part A
You’ll notice your “Medicare Summary Notice” (MSN) has a new look.  
The new MSN will help to make Medicare information clearer, more accessible, 
and easier to understand. Based on comments from people like you, we have 
redesigned the MSN to help you keep track of your Medicare-covered services. 
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Your New MSN for Part A – Overview
Your Medicare Part A MSN shows all of the services 
billed to Medicare for inpatient care in hospitals, 
skilled nursing facility care, hospice care, and home 
health care services.


Each Page with Specific Information: 
Page 1: Your dashboard, which is a summary of 
your notice,


Page 2: Helpful tips on how to review your notice, 


Page 3: Your claims information,


Last page: Find out how to handle denied claims.


Bigger Print for Easy Reading
Page titles and subsection titles are now much larger. 
Using a larger print throughout makes the notice 
easier to read. 


Helpful Tips for Reading the Notice
The redesigned MSN explains what you need to know 
with user-friendly language. 


Medicare Summary Notice
for Part A (Hospital Insurance) 
The Official Summary of Your Medicare Claims from the Centers for Medicare & Medicaid Services


Your Deductible Status


Your deductible is what you must pay each benefit 
period for most health services before Medicare 
begins to pay. 


Part A Deductible: You have now met your 
$1,184.00 deductible for inpatient hospital 
services for the benefit period that began  
May 27, 2013.


Be Informed!


Welcome to your new Medicare Summary Notice! 
It has clear language, larger print, and a personal 
summary of your claims and deductibles. This 
improved notice better explains how to get help with 
your questions, report fraud, or file an appeal. It also 
includes important information from Medicare!


THIS IS NOT A BILL
JENNIFER WASHINGTON  
TEMPORARY ADDRESS NAME
STREET ADDRESS
CITY, ST 12345-6789


Notice for Jennifer Washington


Medicare Number XXX-XX-1234A


Date of This Notice September 15, 2013


Claims Processed 
Between


June 15 –  
September 15, 2013


¿Sabía que puede recibir este aviso y otro tipo de ayuda de Medicare en español? Llame y hable con un agente en español. 
如果需要国语帮助，请致电联邦医疗保险，请先说“agent”, 然后说”Mandarin”.                   1-800-MEDICARE (1-800-633-4227)


Your Claims & Costs This Period


Did Medicare Approve All Claims? YES
See page 2 for how to double-check this notice.


Total You May Be Billed $2,062.50


Facilities with Claims This Period


June 18 – June 21, 2013 
Otero Hospital


Page 1 of 4
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Making the Most of Your Medicare


  How to Check This Notice


Do you recognize the name of each facility? 
Check the dates.


Did you get the claims listed? Do they match 
those listed on your receipts and bills? 


If you already paid the bill, did you pay the 
right amount? Check the maximum you may be 
billed. See if the claim was sent to your Medicare 
supplement insurance (Medigap) plan or other 
insurer. That plan may pay your share.


  How to Report Fraud


If you think a facility or business is involved in fraud, 
call us at 1-800-MEDICARE (1-800-633-4227).


Some examples of fraud include offers for free 
medical services or billing you for Medicare services 
you didn’t get. If we determine that your tip led to 
uncovering fraud, you may qualify for a reward.


You can make a difference! Last year, Medicare 
saved tax-payers $4.2 billion—the largest sum ever 
recovered in a single year—thanks to people who 
reported suspicious activity to Medicare.


  How to Get Help with Your Questions


1-800-MEDICARE (1-800-633-4227) 
Ask for “hospital services.” Your customer-service 
code is 05535.


TTY 1-877-486-2048 (for hearing impaired)


Contact your State Health Insurance Program (SHIP) 
for free, local health insurance counseling. Call 
1-555-555-5555.


  Your Benefit Periods


Your hospital and skilled nursing facility (SNF) 
stays are measured in benefit days and benefit 
periods. Every day that you spend in a hospital or 
SNF counts toward the benefit days in that benefit 
period. A benefit period begins the day you first 
receive inpatient hospital services or, in certain 
circumstances, SNF services, and ends when you 
haven’t received any inpatient care in a hospital or 
inpatient skilled care in a SNF for 60 days in a row. 


Inpatient Hospital: You have 56 out of 90 covered 
benefit days remaining for the benefit period that 
began May 27, 2013.


Skilled Nursing Facility: You have 63 out of 100 
covered benefit days remaining for the benefit 
period that began May 27, 2013.


See your “Medicare & You” handbook for more 
information on benefit periods.


  Your Messages from Medicare


Get a pneumococcal shot. You may only need it once 
in a lifetime. Contact your health care provider about 
getting this shot. You pay nothing if your health care 
provider accepts Medicare assignment.


To report a change of address, call Social Security 
at 1-800-772-1213. TTY users should call  
1-800-325-0778.


Early detection is your best protection. Schedule 
your mammogram today, and remember that 
Medicare helps pay for screening mammograms. 


Want to see your claims right away? Access your 
Original Medicare claims at www.MyMedicare.gov, 
usually within 24 hours after Medicare processes the 
claim. You can use the “Blue Button” feature to help 
keep track of your personal health records.


Page 2
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Part A Inpatient Hospital Insurance helps pay for 
inpatient hospital care, inpatient care in a skilled 
nursing facility following a hospital stay, home health 
care, and hospice care. 


Definitions of Columns
Benefit Days Used: The number of covered benefit 
days you used during each hospital and/or skilled 
nursing facility stay. (See page 2 for more information 
and a summary of your benefit periods.) 


Claim Approved?: This column tells you if Medicare 
covered the inpatient stay. 


Non-Covered Charges: This is the amount Medicare 
didn’t pay. 


Amount Medicare Paid: This is the amount 
Medicare paid your inpatient facility.


Maximum You May Be Billed: The amount you may 
be billed for Part A services can include a deductible, 
coinsurance based on your benefit days used, and 
other charges. 


For more information about Medicare Part A 
coverage, see your “Medicare & You” handbook.


Your Inpatient Claims for Part A (Hospital Insurance)


June 18 – June 21, 2013
Otero Hospital, (555) 555-1234 
PO Box 1142, Manati, PR 00674
Referred by Jesus Sarmiento Forasti


Benefit  
Days 
Used


Claim 
Approved?


Non- 
Covered 
Charges


Amount 
Medicare 


Paid


Maximum 
You May 
Be Billed


See  
Notes 
Below


Benefit Period starting May 27, 2013 4 days Yes $0.00 $4,886.98 $0.00


Total for Claim #20905400034102 $0.00 $4,886.98 $0.00 A,B


Notes for Claims Above


A 
 


B


Days are being subtracted from your total inpatient hospital benefits for this benefit period. The “Your 
Benefit Periods” section on page 2 has more details.
$2,062.50 was applied to your skilled nursing facility coinsurance.
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File an Appeal in Writing


Follow these steps:


1 Circle the service(s) or claim(s) you disagree 
with on this notice.


2 Explain in writing why you disagree with  
the decision. Include your explanation on this 
notice or, if you need more space, attach a 
separate page to this notice.


3 Fill in all of the following:


Your or your representative’s full name (print)


Your or your representative’s signature


Your telephone number


Your complete Medicare number


4 Include any other information you have 
about your appeal. You can ask your facility 
for any information that will help you.


5 Write your Medicare number on all 
documents that you send.


6 Make copies of this notice and all supporting 
documents for your records.


7 Mail this notice and all supporting 
documents to the following address:


Medicare Claims Office  
c/o Contractor Name 
Street Address 
City, ST 12345-6789


Get More Details


If a claim was denied, call or write the hospital or 
facility and ask for an itemized statement for any 
claim. Make sure they sent in the right information. 
If they didn’t, ask the facility to contact our claims 
office to correct the error. You can ask the facility for 
an itemized statement for any service or claim.


Call 1-800-MEDICARE (1-800-633-4227) for more 
information about a coverage or payment decision on 
this notice, including laws or policies used to make 
the decision.


If You Need Help Filing Your Appeal


Contact us: Call 1-800-MEDICARE or your State 
Health Insurance Program (see page 2) for help 
before you file your written appeal, including help 
appointing a representative. 


Call your facility: Ask your facility for any 
information that may help you.


Ask a friend to help: You can appoint someone, 
such as a family member or friend, to be your 
representative in the appeals process.


Find Out More About Appeals


For more information about appeals, read your 
“Medicare & You” handbook or visit us online at 
www.medicare.gov/appeals.


If You Disagree with a Coverage 
Decision, Payment Decision, or Payment 
Amount on this Notice, You Can Appeal 


Appeals must be filed in writing. Use the form to 
the right. Our claims office must receive your appeal 
within 120 days from the date you get this notice. 


We must receive your appeal by: 


January 21, 2014


Jennifer Washington THIS IS NOT A BILL | Page 4 of 4


How to Handle Denied Claims or File an Appeal 


Last Page
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Page 1 – Your Dashboard


Medicare Summary Notice
for Part A (Hospital Insurance) 
The Official Summary of Your Medicare Claims from the Centers for Medicare & Medicaid Services


Your Deductible Status


Your deductible is what you must pay each benefit 
period for most health services before Medicare 
begins to pay. 


Part A Deductible: You have now met your 
$1,184.00 deductible for inpatient hospital 
services for the benefit period that began  
May 27, 2013.


Be Informed!


Welcome to your new Medicare Summary Notice! 
It has clear language, larger print, and a personal 
summary of your claims and deductibles. This 
improved notice better explains how to get help with 
your questions, report fraud, or file an appeal. It also 
includes important information from Medicare!


THIS IS NOT A BILL
JENNIFER WASHINGTON  
TEMPORARY ADDRESS NAME
STREET ADDRESS
CITY, ST 12345-6789


Notice for Jennifer Washington


Medicare Number XXX-XX-1234A


Date of This Notice September 15, 2013


Claims Processed 
Between


June 15 –  
September 15, 2013


¿Sabía que puede recibir este aviso y otro tipo de ayuda de Medicare en español? Llame y hable con un agente en español. 
如果需要国语帮助，请致电联邦医疗保险，请先说“agent”, 然后说”Mandarin”.                   1-800-MEDICARE (1-800-633-4227)


Your Claims & Costs This Period


Did Medicare Approve All Claims? YES
See page 2 for how to double-check this notice.


Total You May Be Billed $2,062.50


Facilities with Claims This Period


June 18 – June 21, 2013 
Otero Hospital


Page 1 of 4
1 DHHS Logo


The redesigned MSN has  
the official Department of 
Health & Human Services 
(DHHS) logo.


2 Your Information
Check your name and the 
last 4 numbers of your 
Medicare number, as well 
as the date your MSN was 
printed and the dates of the 
claims listed.


3 Your Deductible Info
You pay a Part A deductible 
for services before Medicare 
pays. You can check your 
deductible information right 
on page 1 of your notice!


4 Title of your MSN
The title at the top of the 
page is larger and bold.


5 Total You May Be Billed
A new feature on page 1, 
this summary shows your 
approved and denied claims, 
as well as the total you may 
be billed.


6 Facilities You Went To
Check the list of dates for 
services you received during 
this claim period.


7  Help in Your Language
For help in a language other 
than English or Spanish, 
call 1-800-MEDICARE and 
say “Agent.” Tell them the 
language you need for free 
translation services.
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Page 2 – Making the Most of Your Medicare
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Making the Most of Your Medicare


  How to Check This Notice


Do you recognize the name of each facility? 
Check the dates.


Did you get the claims listed? Do they match 
those listed on your receipts and bills? 


If you already paid the bill, did you pay the 
right amount? Check the maximum you may be 
billed. See if the claim was sent to your Medicare 
supplement insurance (Medigap) plan or other 
insurer. That plan may pay your share.


  How to Report Fraud


If you think a facility or business is involved in fraud, 
call us at 1-800-MEDICARE (1-800-633-4227).


Some examples of fraud include offers for free 
medical services or billing you for Medicare services 
you didn’t get. If we determine that your tip led to 
uncovering fraud, you may qualify for a reward.


You can make a difference! Last year, Medicare 
saved tax-payers $4.2 billion—the largest sum ever 
recovered in a single year—thanks to people who 
reported suspicious activity to Medicare.


  How to Get Help with Your Questions


1-800-MEDICARE (1-800-633-4227) 
Ask for “hospital services.” Your customer-service 
code is 05535.


TTY 1-877-486-2048 (for hearing impaired)


Contact your State Health Insurance Program (SHIP) 
for free, local health insurance counseling. Call 
1-555-555-5555.


  Your Benefit Periods


Your hospital and skilled nursing facility (SNF) 
stays are measured in benefit days and benefit 
periods. Every day that you spend in a hospital or 
SNF counts toward the benefit days in that benefit 
period. A benefit period begins the day you first 
receive inpatient hospital services or, in certain 
circumstances, SNF services, and ends when you 
haven’t received any inpatient care in a hospital or 
inpatient skilled care in a SNF for 60 days in a row. 


Inpatient Hospital: You have 56 out of 90 covered 
benefit days remaining for the benefit period that 
began May 27, 2013.


Skilled Nursing Facility: You have 63 out of 100 
covered benefit days remaining for the benefit 
period that began May 27, 2013.


See your “Medicare & You” handbook for more 
information on benefit periods.


  Your Messages from Medicare


Get a pneumococcal shot. You may only need it once 
in a lifetime. Contact your health care provider about 
getting this shot. You pay nothing if your health care 
provider accepts Medicare assignment.


To report a change of address, call Social Security 
at 1-800-772-1213. TTY users should call  
1-800-325-0778.


Early detection is your best protection. Schedule 
your mammogram today, and remember that 
Medicare helps pay for screening mammograms. 


Want to see your claims right away? Access your 
Original Medicare claims at www.MyMedicare.gov, 
usually within 24 hours after Medicare processes the 
claim. You can use the “Blue Button” feature to help 
keep track of your personal health records.


1 Section Title
This helps you navigate and 
find where you are in the 
notice. The section titles are 
on the top of each page.


2 How to Check
Medicare offers helpful tips 
on what to check when you 
review your notice.


3 How to Report
Help Medicare save money 
by reporting fraud!


4 How to Get Help
This section gives you phone 
numbers for where to get 
your Medicare questions 
answered.


5 Your Benefit Period
This section explains benefit 
periods.


6 General Messages
These messages get updated 
regularly, so make sure to 
check them!
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Part A Inpatient Hospital Insurance helps pay for 
inpatient hospital care, inpatient care in a skilled 
nursing facility following a hospital stay, home health 
care, and hospice care. 


Definitions of Columns
Benefit Days Used: The number of covered benefit 
days you used during each hospital and/or skilled 
nursing facility stay. (See page 2 for more information 
and a summary of your benefit periods.) 


Claim Approved?: This column tells you if Medicare 
covered the inpatient stay. 


Non-Covered Charges: This is the amount Medicare 
didn’t pay. 


Amount Medicare Paid: This is the amount 
Medicare paid your inpatient facility.


Maximum You May Be Billed: The amount you may 
be billed for Part A services can include a deductible, 
coinsurance based on your benefit days used, and 
other charges. 


For more information about Medicare Part A 
coverage, see your “Medicare & You” handbook.


Your Inpatient Claims for Part A (Hospital Insurance)


June 18 – June 21, 2013
Otero Hospital, (555) 555-1234 
PO Box 1142, Manati, PR 00674
Referred by Jesus Sarmiento Forasti


Benefit  
Days 
Used


Claim 
Approved?


Non- 
Covered 
Charges


Amount 
Medicare 


Paid


Maximum 
You May 
Be Billed


See  
Notes 
Below


Benefit Period starting May 27, 2013 4 days Yes $0.00 $4,886.98 $0.00


Total for Claim #20905400034102 $0.00 $4,886.98 $0.00 A,B


Notes for Claims Above


A 
 


B


Days are being subtracted from your total inpatient hospital benefits for this benefit period. The “Your 
Benefit Periods” section on page 2 has more details.
$2,062.50 was applied to your skilled nursing facility coinsurance.


1 Type of Claim
Claims can either be 
inpatient or outpatient.


2 Definitions
Don’t know what some of 
the words on your MSN 
mean? Read the definitions 
to find out more.


3 Your Visit
This is the date you went to 
the hospital or facility. Keep 
your bills and compare them 
to your notice to be sure you 
got all the services listed.


4 Benefit Period
This shows when your 
current benefit period 
began.


5 Approved Column
This column lets you 
know if your claim was 
approved or denied.


6  Max You May Be Billed
This is the total amount the 
facility is able to bill you. It’s 
highlighted and in bold for 
easy reading.


7 Notes
Refer to the bottom of the 
page for explanations of the 
items and supplies you got.
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Last Page – How to Handle Denied Claims


File an Appeal in Writing


Follow these steps:


1 Circle the service(s) or claim(s) you disagree 
with on this notice.


2 Explain in writing why you disagree with  
the decision. Include your explanation on this 
notice or, if you need more space, attach a 
separate page to this notice.


3 Fill in all of the following:


Your or your representative’s full name (print)


Your or your representative’s signature


Your telephone number


Your complete Medicare number


4 Include any other information you have 
about your appeal. You can ask your facility 
for any information that will help you.


5 Write your Medicare number on all 
documents that you send.


6 Make copies of this notice and all supporting 
documents for your records.


7 Mail this notice and all supporting 
documents to the following address:


Medicare Claims Office  
c/o Contractor Name 
Street Address 
City, ST 12345-6789


Get More Details


If a claim was denied, call or write the hospital or 
facility and ask for an itemized statement for any 
claim. Make sure they sent in the right information. 
If they didn’t, ask the facility to contact our claims 
office to correct the error. You can ask the facility for 
an itemized statement for any service or claim.


Call 1-800-MEDICARE (1-800-633-4227) for more 
information about a coverage or payment decision on 
this notice, including laws or policies used to make 
the decision.


If You Need Help Filing Your Appeal


Contact us: Call 1-800-MEDICARE or your State 
Health Insurance Program (see page 2) for help 
before you file your written appeal, including help 
appointing a representative. 


Call your facility: Ask your facility for any 
information that may help you.


Ask a friend to help: You can appoint someone, 
such as a family member or friend, to be your 
representative in the appeals process.


Find Out More About Appeals


For more information about appeals, read your 
“Medicare & You” handbook or visit us online at 
www.medicare.gov/appeals.


If You Disagree with a Coverage 
Decision, Payment Decision, or Payment 
Amount on this Notice, You Can Appeal 


Appeals must be filed in writing. Use the form to 
the right. Our claims office must receive your appeal 
within 120 days from the date you get this notice. 


We must receive your appeal by: 


January 21, 2014
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How to Handle Denied Claims or File an Appeal 1 Get More Details
Find out your options on 
what to do about denied 
claims.


2 If You Decide to Appeal
You have 120 days to 
appeal your claims.  
The date listed in the box  
is when your appeal must 
be received by us.


3 If You Need Help
Helpful tips to guide you 
through filing an appeal.


4  Appeals Form
You must file an appeal in 
writing. Follow the step-by-
step directions when filling 
out the form.
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EXPANSION OF COMPETITIVE BIDDING PROGRAM WILL 


INCREASE COMPETITION, MAINTAIN QUALITY, AND SAVE 


MEDICARE BILLIONS 


 


OVERVIEW 


 


The Centers for Medicare & Medicaid Services (CMS) today announced lower prices that will 


go into effect for Medicare beneficiaries this July in a major expansion of the Medicare Durable 


Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) Competitive Bidding 


Program.  This program, already underway in nine areas of the country, is an essential tool to 


help Medicare set appropriate payment rates for DMEPOS items and save money for 


beneficiaries and taxpayers.  Traditionally, Medicare pays for DMEPOS items using a fee 


schedule that is generally based on historic supplier charges from the 1980s. Numerous studies 


from the Department of Health and Human Services Office of Inspector General and the 


Government Accountability Office have shown these fee schedule prices to be excessive, and 


taxpayers and Medicare beneficiaries bear the burden of these excessive payments.   


 


Under the program, DMEPOS suppliers compete to become Medicare contract suppliers by 


submitting bids to furnish certain items in competitive bidding areas.  The new, lower payment 


amounts resulting from the competition will replace the fee schedule amounts for the bid items in 


these areas. The first round of the program, which went into effect in nine areas of the country on 


January 1, 2011, has saved hundreds of millions of dollars while preserving beneficiary access to 


quality items.  The payment amounts from the supplier competition for Round 2 of the program 


are projected to result in average savings of 45 percent as compared to the current fee schedule 


prices.  The payment amounts for the national mail-order program for diabetic testing supplies 


are projected to result in average savings of 72 percent.  Round 2 of the program is scheduled to 


go into effect in 91 major metropolitan areas on July 1, 2013. The national mail-order 


competition will be implemented at the same time and will include all parts of the United States, 


including the 50 States, the District of Columbia, Puerto Rico, the U.S. Virgin Islands, Guam, 


and American Samoa.   


 


BACKGROUND 


 







The Medicare DMEPOS Competitive Bidding Program was established by the Medicare 


Prescription Drug, Improvement, and Modernization Act of 2003 (“Medicare Modernization 


Act” or “MMA”) after the conclusion of successful demonstration projects.  Under the MMA, 


the DMEPOS Competitive Bidding Program was to be phased in so that competition under the 


program would first occur in 10 Metropolitan Statistical Areas (MSAs) in 2007.  The Medicare 


Improvements for Patients and Providers Act of 2008 (MIPPA) temporarily delayed the program 


in 2008 and made certain limited changes.  In accordance with MIPPA, CMS successfully 


conducted the supplier competition again in nine areas in 2009, referring to it as the Round One 


Rebid.  


 


The Round One Rebid contracts and prices became effective on January 1, 2011.  CMS deployed 


a wide range of resources to monitor the program, including beneficiary surveys, active claims 


surveillance and analysis, contract supplier reporting, and tracking and analysis of complaints 


and inquiries.  To date, monitoring data have shown a successful implementation with very few 


complaints and no negative impact on beneficiary health status.  Health outcomes data are 


available on the CMS website at www.cms.gov/DMEPOSCompetitiveBid/. 


 


MIPPA also delayed the competition for Round 2 from 2009 to 2011 and authorized national mail-


order competitions after 2010.  The Affordable Care Act of 2010 (ACA) expanded the number of 


Round 2 MSAs from 70 to 91 and specified that all areas of the country be subject to either 


DMEPOS competitive bidding or payment rate adjustments using competitively bid rates by 2016.  


The supplier bidding period for Round 2 and a national mail-order program for diabetic testing 


supplies concluded on March 30, 2012; Round 2 and national mail-order contracts and prices are 


scheduled to go into effect on July 1, 2013. 


 


NEW PAYMENT RATES 


 


As a result of the competitive bidding process, the amounts that Medicare will pay for the eight 


product categories included in Round 2 of the DMEPOS Competitive Bidding Program are on 


average 45 percent less than Medicare’s current fee schedule amounts.  Prices for mail-order 


diabetic supplies are on average 72 percent less than the current fee schedule amounts.  


 


The average percentage savings, to both beneficiaries and Medicare, from the current fee 


schedule amount for each product category included in Round 2 are as follows: 


 
Oxygen, 


oxygen 


equipment & 


Supplies 


Standard 


(power and 


manual) 


Wheelchairs  
Scooters, &  


Accessories 


Enteral  
Nutrients,  


Equipment  


& Supplies 


CPAP/RAD  
& Related  


Supplies &  


Accessories 


Hospital  
Beds &  


Accessories 


Walkers &  
Accessories 


Support  
Surfaces  


(Group 2  


Mattresses  
& Overlays) 


NPWT 


Pumps &  


Related 


Supplies  
& Accessories 


41% 36% 41% 47% 44% 46% 63% 41% 


 


The program will lower Medicare payments as well as beneficiary out-of-pocket expenses for 


certain medical equipment and supplies in the competitive bidding areas.  The following are 


examples of savings for three commonly used items (an oxygen concentrator, a semi-electric 


hospital bed, and a typical monthly supply of 100 diabetic test strips and 100 lancets):  


 


OXYGEN CONCENTRATORS 



http://www.cms.gov/DMEPOSCompetitiveBid/





Medicare suppliers are currently paid based on a fee schedule amount of $177.36 per month for 


stationary oxygen equipment (e.g., oxygen concentrators), of which the beneficiary pays 20 


percent.  The supplier is paid 6,384.96 over the course of the 36 month rental period, of which 


the beneficiary pays $1,276.99.  Following the 36 month payment cap for oxygen and oxygen 


equipment, Medicare payments can then be made every 6 months for the maintenance and 


inspection of the certain supplier owned oxygen equipment.  Under the competitive bidding 


program, the Medicare allowed monthly payment amount for stationary oxygen equipment in the 


competitive bidding areas will be reduced from $177.36 to an average of $93.07. 


 


HOSPITAL BEDS 


Medicare suppliers are currently paid based on a fee schedule amount of $131.08 per month for 


the first three months for the rental of a semi-electric hospital bed of which the beneficiary pays 


20 percent.  Beginning in month four, the rental fee is reduced by 25 percent to approximately 


$98.31 per month.  After the supplier is paid $1,376.34 over the course of 13 months, the 


beneficiary owns the bed.  Under the competitive bidding program, the Medicare allowed 


monthly payment amount in the competitive bidding areas will be reduced from $131.08 to an 


average of $70.31 for the first three rental months and from $98.31 to an average of $52.73 for 


rental months four through thirteen.  The beneficiary will pay the 20 percent coinsurance based 


on the applicable payment amount. 


 


DIABETIC TESTING SUPPLIES 


Medicare suppliers are currently paid based on fee schedule amounts that average $77.90 per 


month for mail-order diabetic testing supplies (100 lancets and test strips) of which the 


beneficiary pays 20 percent (approximately $15.58 per month on average).  Under the 


competitive bidding program, the average Medicare allowed monthly payment amount for these 


supplies will be reduced from $77.90 to a national rate of $22.47.  As required by the American 


Taxpayer Relief Act of 2012, the fee schedule amounts for retail diabetic testing supplies will be 


reduced to the current mail-order fee schedule amounts on April 1, 2013, and subsequently to the 


national mail-order program single payment amounts starting on July 1, 2013. 


 


The savings generated for these commonly used items, for which Medicare pays 80 percent and 


beneficiaries pay 20 percent of the allowed amount following payment of the annual Part B 


deductible, is summarized in the following chart: 


 


Item/Period of 


Service 


Current 


Allowed 


Amount** 


New Allowed 


Amount** 


Medicare 


Savings: 80% of 


Difference 


Beneficiary 


Savings: 20% of 


Difference 


Oxygen 


Concentrator 


    


Per month $177.36 $93.07 $67.43 $16.86 


Per year $2,128.32 $1,116.84 $809.18 $202.30 


Per 3 years $6,384.96 $3,350.52 $2,427.55 $606.89 


Hospital Bed     


Per month 


(months 1-3) 


$131.08 $70.31 $48.62 $12.15 


Per month $98.31 $52.73 $36.46 $9.12 







(months 4-13) 


Per 13 months* $1,376.34 $738.26 $510.46 $127.62 


Diabetic 


Testing 


Supplies 


    


Per month $77.90 $22.47 $44.34 $11.09 


Per year $934.80 $269.64 


 


$532.13 


 


$133.03 


Per 3 years $2,804.40 


 


$808.92 


 


$1,596.38 


 


$399.24 


* Beneficiary takes over ownership of equipment after end of rental payment period 
** 20% of current and new allowed amount is paid by the beneficiary out-of-pocket 


 


A complete list of payment amounts and a chart showing the average savings in each area is 


available at the following Web site:  http://www.dmecompetitivebid.com  


 


CONTRACT AWARD PROCESS 


Suppliers that wanted to participate in the DMEPOS Competitive Bidding Program submitted 


their bids last year.  The bid evaluation process ensures that there will be a sufficient number of 


suppliers, including small suppliers, to meet the needs of the beneficiaries living in the 


competitive bidding areas.  Small suppliers, those with gross revenues of $3.5 million or less, 


make up about 62 percent of the suppliers that will be offered contracts for Round 2.  33 percent 


of national mail-order contract offers are going to small suppliers.  All suppliers that are offered 


contracts went through a thorough vetting process and are accredited and meet financial and 


applicable licensing standards.  87 percent of Round 2 suppliers that will be offered contracts 


currently furnish contract items in the area.   


 


CMS will now begin mailing contract offers to winning bidders.  14,654 contract offers will be 


made to 867 Round 2 bidders.  The winning suppliers have 3,109 locations to serve Medicare 


beneficiaries in the competitive bidding areas.  We will offer 15 contracts for the national mail-


order program; the national mail-order program winners have 48 locations.  CMS expects to 


complete the contracting process in time to announce the contract suppliers in the spring of 2013.  


Bidders that are not offered contracts will be notified of the reasons why they did not qualify for 


the program when the contracting process is complete. Suppliers that are not contract suppliers 


for this round of the DMEPOS Competitive Bidding Program may bid in future rounds. 


Additional information on the distribution of contract offers is available at the following Web 


site:  www.dmecompetitivebid.com. 


 


REAL-TIME MONITORING  



http://www.dmecompetitivebid.com/

http://www.dmecompetitivebid.com/





Importantly, the program has maintained beneficiary access to quality products from accredited 


suppliers in the Round 1 Rebid areas. Extensive real-time monitoring data have shown successful 


implementation with very few beneficiary complaints and no negative impact on beneficiary 


health status based on measures such as hospitalizations, length of hospital stay, and number of 


emergency room visits compared to non-competitive bidding areas.  In addition to our real-time 


claims monitoring, CMS also requested feedback from beneficiaries through consumer 


satisfaction surveys conducted before and after the rollout of the program.  CMS provides a 


local, on-the-ground presence in each competitive bidding area through the CMS regional offices 


and local ombudsmen, who closely monitored implementation of the program.  There is also a 


formal complaint process for beneficiaries, caregivers, providers and suppliers to use for 


reporting concerns about contract suppliers or other competitive bidding implementation issues.  


In addition, contract suppliers are responsible for submitting quarterly reports identifying the 


brands of products they furnish, which is used to inform beneficiaries, caregivers, and referral 


agents.  Finally, CMS has appointed a Competitive Acquisition Ombudsman who responds to 


complaints and inquiries from beneficiaries and suppliers about the application of the program 


and issues an annual Report to Congress.  CMS will employ the same aggressive monitoring 


program for the MSAs added in Round 2. 


 


ROUND 2 PRODUCT CATEGORIES AND AREAS 


 


The Round 2 product categories are: 


 


 Oxygen, oxygen equipment, and  supplies 


 Standard (Power and Manual) wheelchairs, scooters, and related accessories 


 Enteral nutrients, equipment, and supplies 


 Continuous Positive Airway Pressure (CPAP) devices and Respiratory Assist Devices 


(RADs) and related supplies and accessories 


 Hospital beds and related accessories 


 Walkers and related accessories 


 Negative Pressure Wound Therapy pumps and related supplies and accessories 


 Support surfaces (Group 2 mattresses and overlays)  


  


A list of the specific items in each product category is available on the Competitive Bidding 


Implementation Contractor (CBIC) website, www.dmecompetitivebid.com.  


 


As required by MIPPA and the ACA, Round 2 will be implemented in 91 MSAs.  Most Round 2 


MSAs will have only one Competitive Bidding Area.  However, the three largest MSAs (New 


York, Los Angeles, and Chicago) will each be subdivided into multiple competitive bidding 


areas, so there will be a total of 100 competitive bidding areas.  A list of the Round 2 MSAs is 


available on the CMS website at: www.cms.gov/DMEPOSCompetitiveBid/.  A list of the 


specific ZIP codes in each competitive bidding area is available on the CBIC website, 


www.dmecompetitivebid.com. 


 



http://www.dmecompetitivebid.com/
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The national mail-order program for diabetic testing supplies will include all parts of the United 


States, including the 50 States, the District of Columbia, Puerto Rico, the U.S. Virgin Islands, 


Guam, and American Samoa. 


 


  


TIMELINE OF EVENTS 


 


January 2013 CMS announces new payment rates for Round 2 and the national mail- 


order program and begins contracting process with winning suppliers 


 


Spring 2013 CMS announces the Medicare contract suppliers for Round 2 and the 


national mail-order program; intensifies supplier, referral agent, and 


beneficiary education program 


 


July 1, 2013 Implementation of Medicare DMEPOS Competitive Bidding Program 


Round 2 and national mail-order program contracts and prices 


 


ADDITIONAL INFORMATION 


For additional information about the Medicare DMEPOS Competitive Bidding Program, please 


visit:  http://www.cms.hhs.gov/DMEPOSCompetitiveBid/. 


 


#   #   # 
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Medicare’s National Mail-Order Program 
for Diabetic Testing Supplies


April 2013


What’s the National Mail-Order Program?
Starting July 2013, Medicare will implement a National Mail-Order Program 
for diabetic testing supplies. This program is designed so you can continue 
getting quality supplies while saving money. When it starts, you’ll need to use a 
Medicare national mail-order contract supplier for Medicare to pay for diabetic 
testing supplies that are delivered to your home. If you don’t want diabetic testing 
supplies delivered to your home, you can go to any local store (local pharmacies 
or storefront suppliers) that’s enrolled with Medicare and buy them there. 
The national mail-order program will include all parts of the U. S., including 
the 50 states, the District of Columbia, Puerto Rico, the U.S. Virgin Islands, 
Guam, and American Samoa. 


Will my coinsurance be different if I buy my supplies at a 
store instead of having them delivered?
No. Medicare’s allowed payment amount will be the same for diabetic testing 
supplies you buy at the store or have delivered to your home. National  
mail-order contract suppliers can’t charge you more than any unmet deductible 
and 20% coinsurance. Local stores also can’t charge more than any unmet 
deductible and 20% coinsurance if they accept assignment, which means they 
accept the Medicare-approved amount as payment in full. Local stores that 
don’t accept Medicare assignment may charge you more than 20% coinsurance 
and any unmet deductible. If you get your supplies from a local store, check 
with the store to find out what your payment will be or if the store accepts 
assignment. This means that they agree to accept the Medicare-approved 
amount as full payment for covered supplies.


How can I find out which suppliers I can use?
To find a National Mail-Order Program contract supplier, visit  
Medicare.gov/supplier. You can also call 1-800-MEDICARE (1-800-633-4227) 
for help finding a contract supplier. TTY users should call 1-877-486-2048.
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Am I affected if I’m in a Medicare Advantage Plan?
No. The National Mail-Order Program applies to Original Medicare only. If you’re 
enrolled in a Medicare Advantage Plan (like an HMO or PPO), your plan will let 
you know if your supplier is changing. If you’re not sure, contact your plan. 


What if I need a specific item or supply?
If you need a specific item or brand of supply, or a specific form, your doctor must 
prescribe the specific brand or form in writing. Your doctor must also document 
in your medical record that you need this specific supply for medical reasons. In 
these situations, a Medicare contract supplier is required to: 
•	 Give you the exact brand or form of item you need
•	 Help you find another contract supplier that offers that brand or form
•	 Consult with your doctor to find an alternative brand or form, and get a revised 


written prescription from your doctor


My doctor hasn’t prescribed a specific brand of glucose 
monitor, but I like the one I’m using. Can my contract 
supplier switch me to a different brand? 
No. Contract suppliers can’t make you switch to another glucose monitor and 
testing supplies brand. Contract suppliers must furnish the brand of testing 
supplies that works with your monitor. If the contract supplier doesn’t carry your 
brand of testing supplies, you can ask the contract supplier about other brands 
they offer. However, the supplier can’t give you this information about alternative 
brands unless you ask.   


How does Medicare pay for supplies if I have other 
insurance? 
If your primary insurance policy requires you to use a supplier that doesn’t 
participate in the mail-order program, Medicare may make a secondary payment 
to that supplier. The supplier must meet Medicare enrollment standards and be 
eligible to get secondary payments. For more information, check with your insurer, 
plan provider, or benefits administrator. 
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I’ve been getting phone calls from suppliers I’ve never used 
asking me to switch suppliers. Is this allowed? 
Medicare has rules to protect you from unsolicited phone calls from suppliers.  
If you think you’ve been pressured to switch suppliers:
•	 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call  


1-877-486-2048. 
•	 Call the Fraud Hotline of the HHS Office of Inspector General at  


1-800-HHS-TIPS (1-800-447-8477).  TTY users should call 1-800-377-4950.  


What should I do if I get phone calls offering me free diabetic 
supplies or if I get items in the mail that I didn’t order?
If either of these things happen, you should:
•	 Protect your Medicare number and other personal information. Don’t give your 


Medicare number or other personal information to anyone who calls you.


•	 Don’t accept items that you didn’t order. You should refuse the delivery  
and/or return it to the sender. Keep a record of the sender’s name and the date 
you returned the items.


•	 Call the Fraud Hotline of the HHS Office of Inspector General at  
1-800-HHS-TIPS. 


How can I help Medicare fight fraud?         
When you get health care services, save your receipts and statements to check 
for mistakes. Compare this information with your claims to make sure you or 
Medicare weren’t billed for services or items you didn’t get. The sooner you see and 
report errors, the sooner we can stop fraud.
Medicare has several easy ways for you to review your claims:
•	 Check your “Medicare Summary Notice” (MSN) or any statements you get from 


your Medicare plan.
•	 Visit MyMedicare.gov.
•	 Call 1-800-MEDICARE. 
If you suspect fraud, call 1-800-MEDICARE. You can also visit oig.hhs.gov or 
call the fraud hotline of the Department of Health and Human Services Office of 
Inspector General at 1-800-HHS-TIPS.
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Need Help? 
•	 Visit Medicare.gov/supplier, or call 1-800-MEDICARE (1-800-633-4227).  


TTY users should call 1-877-486-2048.


•	 For free health insurance counseling and personalized help, call your local 
State Health Insurance Assistance Program (SHIP). Visit medicare.gov or call 
1-800-MEDICARE for their phone number.












 


 


 


 


<BENEFICIARY FULL NAME>     HICN <1234> 


<ADDRESS>        May 2013 


<CITY STATE ZIP> 


 


 


Important Information About a Special Enrollment Opportunity  
 


 


Dear______________: 


 


 


On April 23, 2013, the Centers for Medicare & Medicaid Services (CMS) directed us, 


Smart Insurance Company (Smart), to stop enrolling new members into our Medicare 


prescription drug plan.  This is the plan in which you are a member.  CMS took this 


action because we had a number of problems that created a serious threat to our 


members’ health and safety, including: 


 


 incorrectly denying drug claims at the pharmacy counter;  


 failing to correctly process requests for drug coverage and reimbursement;  


 denying enrollees the chance to appeal denied claims; 


 failing to ensure that denied coverage requests were reviewed by an independent third 
party; and  


 failing to process enrollment and disenrollment requests at all, or failing to correctly 
process enrollment requests when we did process them.  


 


Because of CMS’s decision to take action, you have a special opportunity to enroll in 


another Medicare prescription drug plan.  If you are satisfied with your current Smart 


coverage, you do not need to do anything to stay in our plan. 


 


What to Do Next If You Want to Change Plans 


 
Visit www.medicare.gov/find-a-plan to find and compare plans in your area. You can 


enter your information for a personalized search if you like.  Once you see the list of 


plans, you can view more detailed information by selecting the plan name.  If you receive 


Extra Help from Medicare, you should include this information when completing the 


Extra Help choices on www.medicare.gov/find-a-plan.  This will ensure that you also get 


information about other $0 premium plans in your area.  It is important to keep in mind 


that if you choose another plan, you should review your premiums, deductibles and cost-


sharing every year to ensure that they are acceptable to you.  


 



http://www.medicare.gov/find-a-plan
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You can change plans by calling 1-800-MEDICARE (1-800-633-4227).  TTY users 


should call 1-877-486-2048. Your new coverage will start the first day of the month after 


you call.  


 


Get Help & More Information  
To get help with your choices, call your State Health Insurance Assistance Program 


(SHIP) at <SHIP phone number> or call 1-800-MEDICARE. 


 


 ¿Necesita usted una copia de este aviso en Español? Llame al 1-800-MEDICARE  


1-800-633-4227. Los usuarios de TTY deberán llamar al 1-877-486-2048.  


 








1. Additions 


   


 The following newly marketed drugs have been added to the MassHealth Drug List as of May 13, 


2013. 


 


Abilify Maintena (aripiprazole extended-release injectable suspension) – PA > 1 vial/month 


Auvi-Q (epinephrine auto-injection)  


COMETRIQ (cabozantinib) – PA 


Delzicol DR (mesalamine capsule)  


Eliquis (apixaban) – PA 


Gattex (teduglutide injection) – PA 


Giazo (balsalazide 1.1 gram tablets) – PA 


Iclusig (ponatinib) – PA  


Ilevro (nepafenac 0.3% ophthalmic suspension) – PA 


Jetrea (ocriplasmin) ^ 


Juxtapid (lomitapide) – PA 


ONMEL (itraconazole 200 mg tablet) – PA 


Oxtellar XR (oxcarbazepine extended-release) – PA 


Pertzye DR (lipase/protease/amylase) 


Quillivant XR (methylphenidate extended-release oral suspension) – PA 


Skyla (levonorgestrel-releasing intrauterine system) 


Vascepa (icosapent ethyl) – PA 


 


2. New FDA “A”-Rated Generics 
 


 The following FDA “A”-rated generic drugs have been added to the MassHealth Drug List as of 


May 13, 2013.  The brand name is listed with a # symbol, to indicate that prior authorization is 


required for the brand. 


 


  New FDA “A”-Rated Generic Drug   Generic Equivalent of  
buprenorphine/naloxone tablet    Suboxone # 


fenofibrate tablet 48 mg     Tricor # 


zoledronic acid     Zometa # 


 


3.  Change in Prior Authorization Status 


 


a. The following generic drugs will be covered without prior authorization effective May 13, 


2013. 


 


Cleocin # (clindamycin 300 mg capsule) 


Fibricor # (fenofibric acid tablet 35 mg and 105 mg) 


 


b. The following nicotine replacement products will be covered without prior authorization 


effective May 13, 2013. 


 


nicotine gum, lozenge, patch 


 


c. The following lipid lowering agents will require prior authorization above newly established 


quantity limits as described below effective May 13, 2013. 


 


Mevacor # (lovastatin 10 mg, 20 mg) – PA > 45 units/month 
Mevacor # (lovastatin 40 mg) – PA > 60 units/month 


Pravachol # (pravastatin 10 mg, 20 mg, 40 mg) – PA > 45 units/month 







Zocor # (simvastatin 5 mg, 10 mg, 20 mg, 40 mg) – PA > 45 units/month 


 


d. The following second-generation (atypical) antipsychotics will require prior authorization as 


described below effective May 13, 2013. 


 


Abilify (aripiprazole solution) – PA ≥ 18 years old and PA > 750 mL/month 


Abilify (aripiprazole tablet) – PA ≥ 18 years old and PA > 30 units/month 


Seroquel XR (quetiapine extended-release 50 mg, 300 mg, 400 mg) – PA ≥ 18 years old and  


     PA > 60 units/month 


Seroquel XR (quetiapine extended-release 150 mg, 200 mg) – PA ≥ 18 years old and PA > 30  


     units/month 


 


e. The following oral hepatitis antiviral agent will require prior authorization effective May 28, 


2013. 


 


Rebetol (ribavirin 200 mg capsule) – PA 


Ribasphere (ribavirin 200 mg capsule) – PA 


 


f. The following injectable opioids will require prior authorization effective May 28, 2013. 


 


methadone injection – PA 


Opana (oxymorphone injection) – PA 


 
g. The following drugs will be added to the MassHealth Drug List and will be available only 


through the health care professional who administers the drug. MassHealth does not pay for 


these drugs to be dispensed through a retail pharmacy, effective May 28, 2013. 


 


Acetadote (acetylcysteine injection) ^ 


Prograf (tacrolimus injection) ^ 


 


4.  New or Revised Therapeutic Tables 


Table 3 – Gastrointestinal Drugs – Histamine H2 Antagonists, Proton Pump Inhibitors 


Table 5 – Immunological Agents 


Table 6 – Smoking Cessation 


Table 8 – Opioid and Analgesics 


Table 12 – Antihistamines 


Table 13 – Lipid Lowering Agents 


Table 14 – Headache Therapy 


Table 18 – Renin Angiotensin System Antagonists 


Table 20 – Anticonvulsants 


Table 21 – Beta-Adrenergic Blocking Agents 


Table 22 – Calcium Channel Blocking Agents 


Table 24 – Second-Generation (Atypical) Antipsychotics 


Table 29 – Anti-allergy and Anti-inflammatory Agents - Ophthalmic 


Table 30 – Neuromuscular Blocker Agents  


Table 31 – Cerebral Stimulants and Miscellaneous Agents 


Table 34 – Antibiotics: Ophthalmic 


Table 35 – Antibiotics – Oral 


Table 36 – Drug and Alcohol Cessation Agents 


Table 38 – Antiretroviral/HIV Therapy 


Table 44 – Hepatitis Antiviral Agents 


Table 47 – Antifungal Agents – Oral 



https://masshealthdruglist.ehs.state.ma.us/MHDL/pubtheradetail.do?id=3





Table 49 – Calcium Regulators and Miscellaneous Osteoporosis Agents 


Table 50 – Modafinil Agents 


Table 51 – Antiglaucoma Agents - Ophthalmic 


Table 57 – Oncology Agents 


Table 58 – Anticoagulants and Antiplatelet Agents 


Table 65 – Enzyme Replacement Therapies 


Table 66 – Antibiotics – Intravenous 


 


In addition, the following language has been added to each therapeutic table. This change does not 


reflect any change in MassHealth Policy. 


 


Please note: In the case where the prior authorization (PA) status column indicates PA for an FDA 


“A”-rated generic equivalent of a brand name drug, both brand and generic require PA.  Prior 


authorization requests submitted for a brand name drug must meet the criteria for the drug itself 


and the prescriber must provide medical records documenting an inadequate response or adverse 


reaction to the respective generic equivalent. 


 


5.  Updated and New Prior-Authorization Request Forms 
   


Anticoagulants and Antiplatelet Agents Prior Authorization Request Form  


  Anticonvulsant Prior Authorization Request Form 


  Buprenorphine and Buprenorphine/Naloxone Prior Authorization Request Form 


  Cerebral Stimulant and ADHD Drugs Prior Authorization Request Form 


  Erythropoietin Prior Authorization Request Form 


  Headache Therapy (Triptan) Prior Authorization Request Form 


  Hepatitis Antiviral Agents Prior Authorization Request Form 


  Immunomodulators Prior Authorization Request Form 


  Lipid Lowering Agents Prior Authorization Request Form   


Modafinil and Nuvigil Prior Authorization Request Form 


Oral Antibiotics Prior Authorization Request Form 


Oral Antifungal Prior Authorization Request Form 


  Oral/Intranasal Antihistamine Agents Prior Authorization Request Form   


  Second-Generation (Atypical) Antipsychotic Prior Authorization Request Form 


 


6. Updated MassHealth Quick Reference Guide 


 


 The MassHealth Quick Reference Guide has been updated to reflect recent changes to the 


MassHealth Drug List.  


 


7. MassHealth Over-the-Counter Drug List 


 


a. The following drug has been added to the MassHealth Over-the-Counter Drug List. It was 


omitted in error. This change does not reflect any change in MassHealth Policy. 


  


Dextrin 


 


b. The following products will be covered without a days supply restriction on the MassHealth 


Over-the-Counter Drug List.  


 


nicotine gum, lozenge, patch 


 


8.   Updated Pharmacy Initiatives 


 







 ADHD Initiative 


 


9. Deletions 


 


a. The following drug has been removed from the MassHealth Drug List because it is not 


approved by the FDA. 


 


Lazer Formalyde (formaldehyde) 


 


b. The following drugs have been removed from the MassHealth Drug List because they have 


been discontinued by the manufacturer.  


 


Aceon # (perindopril) 


Cardene SR # (nicardipine) 


Covera HS (verapamil) 


DynaCirc CR (isradipine extended-release) – PA 


Isoptin # (verapamil) 


Nexiclon XR (clonidine ER suspension/tablet) – PA 


Nimotop # (nimodipine) 


Norflex # (orphenadrine) 


Omontys (peginesatide) ^ – PA 


Valturna (aliskiren/valsartan) – PA 


 


10. Corrections / Clarifications 


 


a.   The following drugs have been added to the MassHealth Drug List. They were omitted in 


error. These changes do not reflect any change in MassHealth Policy. 


 


 acyclovir injection 


Avelox (moxifloxacin injection) 


Calan SR # (verapamil SR) 


Clarinex Reditabs (desloratadine, orally disintegrating tablet) – PA 


clonidine injection 


 MICRhoGAM (rho(d) immune globulin IM, human) 


 Natacyn (natamycin) 


 potassium chloride injection 


RhoGAM (rho(d) immune globulin IM, human) 


Verelan PM # (verapamil ER) 


 Zirgan (ganciclovir ophthalmic gel) 


  


b.   The following listings have been clarified. These changes do not reflect any change in 


MassHealth Policy. 


 


Avelox (moxifloxacin tablet) – PA 


Nevanac (nepafenac 0.1% ophthalmic suspension) – PA 


Pravachol # (pravastatin 80 mg) – PA > 30 units/month 


Risperdal # (risperidone 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg tablets) – PA > 60 units/month 


Risperdal # (risperidone 4 mg tablet) – PA > 120 units/month  


Roxicodone # (oxycodone immediate-release) – PA > 240 mg/day 


Sporanox # (itraconazole capsule, solution) 


Tricor (fenofibrate tablet 145 mg) – PA 
Zocor # (simvastatin 80 mg) – PA > 30 units/month 


Zyprexa # (olanzapine 2.5 mg, 5 mg, 7.5 mg, 10 mg, 20 mg tablets) – PA > 30 units/month 







Zyprexa # (olanzapine 15 mg tablet) – PA > 60 units/month 


 


c. The following definition of the “PA” symbol has been clarified as shown below. This change 


does not reflect any change in MassHealth Policy. 


 


PA Prior authorization is required. The prescriber must obtain prior authorization for the drug 


in order for the pharmacy to receive payment. Note: Prior authorization applies to both the 


brand-name and the FDA “A”-rated generic equivalent of listed product. 


 


 


# This designates a brand-name drug with FDA “A”-rated generic equivalents. Prior authorization is 


required for the brand, unless a particular form of that drug (for example, tablet, capsule, or liquid) 


does not have an FDA “A”-rated generic equivalent.  


 


^ This drug is available through the health care professional who administers the drug. MassHealth 


does not pay for this drug to be dispensed through a retail pharmacy. 
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[SilverScript Cancelled Before Effective Date] 
 
 
 
<P.O. Box 52425, Phoenix, AZ 85072-2425>  
 
<John Q Sample> 
<123 Main Street> 
<#1234> 
<Any City, ST, 01234> 
 
<Date> 


<Member ID: xxx> 
 <Reference Number: xxxx> 


Dear <First Name Last Name>, 
 
As you requested, we cancelled your request to enroll with <Plan Name>. We cancelled your 
enrollment before your effective date in <Plan Name>, but we did not communicate this to you 
in a timely manner. We apologize for the delay in communicating this cancellation to you.  
 
IMPORTANT: If you were enrolled in another Medicare Prescription Drug Plan or a 
Medicare Health Plan (such as a Medicare HMO or PPO) before enrolling with <Plan 
Name>, you should have already been automatically enrolled back into that plan.  
 
If you have not received an enrollment confirmation from your previous plan, please 
contact them to confirm your enrollment. They may request a copy of this letter for their 
records.  
 
Although we may have sent you a <plan name> ID Card, we must deactivate the 
SilverScript card and it will no longer be valid at the pharmacy.  
 
Medicare limits when you can make changes to your coverage. From October 15 through  
December 7 each year, you can enroll in a new Medicare Prescription Drug Plan or Medicare  
Health Plan for the following year. Generally, you may not enroll in a new plan during other  
times of the year unless you meet certain special exceptions, such as if you move out of <Plan  
name>’s service area, want to join a plan in your area with a 5-star rating or you qualify for extra  
help with your prescription drug costs. 
 
People with limited incomes may qualify for extra help to pay for their prescription drug costs. 
If you qualify, Medicare could pay for 75% or more of your drug costs including monthly  
prescription drug premiums, annual deductibles, and co-insurance. Additionally, those who  
qualify won’t have a coverage gap or a late enrollment penalty. Many people qualify for these  
savings and don’t even know it. For more information about this extra help, contact your local  
Social Security office, or call Social Security at 1-800-772-1213. TTY users should call 1-800- 
325-0778. You can also apply for extra help online at www.socialsecurity.gov/prescriptionhelp. 
 







 
 
 


If you qualify for extra help with your prescription drug costs, you may enroll in, or disenroll  
from, a plan at any time. If you lose this extra help during the year, your opportunity to make a  
change continues for two months after you are notified that you no longer qualify for extra help. 
 
Please remember that if you don’t have or get prescription drug coverage that is at least as good  
as Medicare’s (also referred to as ―creditable coverage), you may have to pay a late enrollment 
penalty if you enroll in Medicare prescription drug coverage in the future. 
 
We understand that you may have questions about this letter. Please call us toll free at <1-855-
230-5599>, <24 hours a day, 7 days a week>. (TTY users call <1-866-236-1069>).   
 
We apologize for any inconvenience or confusion this may cause, and are here to assist you 
when you call. 
 
Sincerely, 
 
SilverScript Insurance Company 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







SilverScript Insurance Company is a Medicare-approved Part D sponsor.   
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 [SilverScript Denial of Request to Disenroll Letter] 


 
 
 
 
<P.O. Box 52425, Phoenix, AZ 85072-2425>  
 
<John Q Sample> 
<123 Main Street> 
<#1234> 
<Any City, ST, 01234> 
 
<Date> 


<Member ID: xxx> 
 <Reference Number: xxxx> 


Dear <First Name Last Name>, 
 
We received your request to disenroll from <plan name>.  Due to a systems error, we had a delay 
in processing your request and we apologize for that delay.  We cannot accept your request for 
disenrollment for the reason checked below:  
  


1.  _____ You attempted to make a change to <plan name> outside of an enrollment period. 
Medicare limits when and how often you can make changes to your coverage.  


2.   _____  The request was made by someone other than the enrollee and that individual 
isn’t the enrollee’s authorized representative.  


3.   _____ We didn’t get the information we requested from you within the timeframe listed 
in our request.            


 


From <October 15 through December 7> each year, you can enroll in a new Medicare 
Prescription Drug Plan or Medicare Health Plan for the following year. Generally, you may not 
enroll in a new plan during other times of the year unless you meet certain special exceptions, 
such as if you move out of <plan name>’s service area, want to join a plan in your area with a 5-
star rating, or you qualify for Extra Help in paying for your prescription drug costs (see below). 
If you qualify for Extra Help with your prescription drug costs, you may enroll in, or disenroll 
from, a plan at any time. If you lose this Extra Help during the year, your opportunity to make a 
change continues for two months after you are notified that you no longer qualify for Extra Help.  
 


People with limited incomes may qualify for Extra Help to pay for their prescription drug costs.  
If you qualify, Medicare could pay for 75% or more of your drug costs including monthly 
prescription drug premiums, annual deductibles, and co-insurance. Additionally, those who 
qualify won’t have a coverage gap or a late enrollment penalty. Many people qualify for these 
savings and don’t even know it. For more information about this Extra Help, contact your local 
Social Security office, or call Social Security at 1-800-772-1213. TTY users should call 1-800-
325- 0778. You can also apply for extra help online at www.socialsecurity.gov/prescriptionhelp. 
 


If you have any questions, please call <plan name> at <1-866-552-6106> <24 hours a day, 7 
days a week>. TTY users should call <1-866-552-6288>. 
Thank you. 
<SilverScript Insurance Company>  
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[SilverScript Unique Sanction Denial Letter] 
 
 
 
 
 
<P.O. Box 52425, Phoenix, AZ 85072-2425>  
 
<John Q Sample> 
<123 Main Street> 
<#1234> 
<Any City, ST, 01234> 
 
<Date> 


<Member ID: xxx> 
 <Reference Number: xxxx> 


Dear <First Name Last Name>, 
 
Thank you for applying with <SilverScript>.  A review of records confirms that your enrollment 
in our plan is not valid. We cannot accept your request for enrollment in <SilverScript> because 
of one of the reasons checked below.  
  


1. _____ You have neither Medicare Part A or Part B.  


2. _____ Your permanent residence is outside of our service area.  


3. _____ You attempted to enroll outside of an enrollment period.   


4. _____ We didn’t get the information we requested from you within the timeframe listed 
in our request.  


5. _____ <You have drug coverage such as from an employer or union and you told us you 
don’t want to join <plan name>.> 


 
Although we may have sent you an Identification Card and enrollment materials for the 
<SilverScript> <if EGWP brought to you by <client name> Medicare prescription drug 
plan, we must deactivate the SilverScript card <immediately/as of May 20, 2013> and it 
will no longer be valid at the pharmacy.  
 
What you should do right now: 


 If you received a 2013 <SilverScript> <if EGWP brought to you by <client name>, 
Member ID Card, please destroy it immediately. It <is no longer valid/will not be valid 
after May 20, 2013>and cannot be used even if you have used it already this year. 


  
 If you are enrolled in another Medicare prescription drug plan, you should start using that 


plan’s Member ID card at the pharmacy when filling your prescriptions right away. 
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 If you are enrolled in another Medicare prescription drug plan, be sure to inform your 
pharmacy of the correct plan by showing the pharmacy your plan’s Member ID card. 
This will help correct information about the change in your plan membership, and will 
ensure you are using your current plan benefit correctly. 
 


If you disagree with this decision and would like to provide information that would allow 
your enrollment in <SilverScript>, please contact <SilverScript> at <1-855-230-5599>, <24 
hours a day, 7 days a week>. (TTY users call <1-866-236-1069>). 


 
<You may receive a letter from us in the next month about how we will treat any 2013 payments 
we made on your behalf.>  
 
We understand that you may have questions about this letter. Please call us toll free at <1-855-
230-5599>, <24 hours a day, 7 days a week>. (TTY users call <1-866-236-1069>).  We 
apologize for any inconvenience or confusion this may cause, and are here to assist you when 
you call. 
 
Thank you. 
 
<SilverScript Insurance Company> 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SilverScript Insurance Company is a Medicare-approved Part D sponsor. 
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[SilverScript Custom Rejection of Enrollment] 
 
 
 
<P.O. Box 52425, Phoenix, AZ 85072-2425>  
 
<John Q Sample> 
<123 Main Street> 
<#1234> 
<Any City, ST, 01234> 
 
<Date> 


<Member ID: xxx> 
<Reference Number: xxxx> 


 
Dear <First Name Last Name>: 
We received a request to enroll in <plan name> and encountered a delay in processing your 
enrollment request.  We apologize for this error and for the delay in notifying you.  We recently 
submitted your request and Medicare has denied your enrollment in <plan name> due to the 
reason(s) checked below. 
 


1. ______ You have neither Medicare Part A nor Part B. 


2. ______  You requested to enroll in a different Plan for the same effective date, which 
canceled your enrollment with <plan name>. 


3. ______  You attempted to enroll outside of an enrollment period. 
 
If item 3 is checked, remember that you can enroll in and disenroll from a Medicare prescription 
drug plan only at certain times during the year. If you meet certain special exceptions, such as if 
you move out of <plan name>’s service area or want to join a plan in your area with a 5-star 
rating, you may enroll in a new plan. Otherwise, you can only enroll in a plan, disenroll from a 
plan, or switch plans from <October 15th through December 7th> of each year. 
 
People with limited incomes may qualify for extra help to pay for their prescription drug costs. If 
you qualify, Medicare could pay for 75% or more of your drug costs including monthly 
prescription drug premiums, annual deductibles, and co-insurance. Additionally, those who qualify 
won’t have a coverage gap or a late enrollment penalty. Many people qualify for these savings and 
don’t even know it. For more information about this extra help, contact your local Social Security 
office, or call Social Security at 1-800-772-1213. TTY users should call 1-800-325-0778. You can 
also apply for extra help online at www.socialsecurity.gov/prescriptionhelp. 
 
If you disagree with this information  
If any of the checked items are wrong or you believe this information is incorrect, please contact us 
right away at <1-855-230-5599>, <24 hours a day, 7 days a week>. TTY users call <1-866-236-
1069>. 
 
Thank you. 
 
<SilverScript Insurance Company> 
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[SilverScript REVISED Soft Cancellation Notice_04.30.2013] 
 
 
 
 
<P.O. Box 52425, Phoenix, AZ 85072-2425>  
 
<John Q Sample> 
<123 Main Street> 
<#1234> 
<Any City, ST, 01234> 
 
<Date> 


<Member ID: xxx> 
 <Reference Number: xxxx> 


 
Dear <First Name Last Name>: 
 
We are writing to confirm your disenrollment from <SilverScript> effective <disenrollment 
effective date>. A review of records indicates that we may not have processed your 
disenrollment correctly.   
 
We apologize for this error and for the delay in notifying you. Please be assured that we are 
taking corrective measures to ensure you are removed from the <Plan Name> processing 
systems.   
 
If you disagree with our decision  
If you believe our decision to remove you from <Plan Name> <if EGWP brought to you by 
<client name> is incorrect, and would like to provide information that would allow your 
enrollment, please contact us right away at <1-855-230-5599>, <24 hours a day, 7 days a week>. 
TTY users call <1-866-236-1069>. 


 
If you received a 2013 <SilverScript> Member ID Card 
Please destroy it immediately. It <is no longer valid/will not be valid after <May xx, 2013>> 
and cannot be used even if you have already used it in 2013.  


 
If you are currently enrolled in a Medicare prescription drug plan other than 
<SilverScript> 
You should begin using your current plan immediately by showing that plan’s Member ID card 
at the pharmacy when filling your prescriptions. 
 
It is important that your pharmacy is aware that you are not a <SilverScript> member  
If you are enrolled in another Medicare prescription drug plan, be sure to inform your pharmacy 
of the correct plan by showing the pharmacy your plan’s Member ID card. This will help correct 
information about the change in your plan membership, and will ensure you are using your 
current plan benefit correctly. 
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We understand that you may have questions about this letter. Please call us toll free at <1-855-
230-5599>, <24 hours a day, 7 days a week>. TTY users call <1-866-236-1069>.  Again we 
apologize for any inconvenience or confusion this may cause, and are here to assist you when 
you call. 
 
Thank you. 
 
<SilverScript Insurance Company> 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SilverScript Insurance Company is a Medicare-approved Part D sponsor. 







 


 


[SilverScript REVISED Termination Letter] 
 
 
 
 
 
<P.O. Box 52425, Phoenix, AZ 85072-2425>  
 
<John Q Sample> 
<123 Main Street> 
<#1234> 
<Any City, ST, 01234> 
 
<Date> 


<Member ID: xxx> 
 <Reference Number: xxxx> 


Dear <First Name Last Name>, 
 
We are writing to confirm your disenrollment from <SilverScript> effective <disenrollment 
effective date>.   
 
Although we may have sent you a <plan> <if EGWP brought to you by <client name> ID 
Card, we must deactivate the SilverScript card <immediately/as of May 20, 2013> and it 
will no longer be valid at the pharmacy.  
 
We must take this action because we did not notify you of your disenrollment in a timely 
manner.  


 
What you should do right now: 


 If you received a 2013 <SilverScript> <if EGWP brought to you by <client name>, 
Member ID Card, please destroy it immediately. It <is no longer valid/will not be valid 
after May 20, 2013> and cannot be used even if you have used it already this year. 


  
 If you are enrolled in another Medicare prescription drug plan, you should start using that 


plan’s benefit as soon as possible. Use the Member ID card from that plan at the pharmacy 
when filling your prescriptions right away. 


 
 If you are enrolled in another Medicare prescription drug plan, be sure to inform your 


pharmacy of the correct plan by showing the pharmacy your plan’s Member ID card. This 
will help correct information will ensure you are using your current plan benefit correctly. 
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<You may receive a letter from us in the next month about how we will treat any 2013 payments 
we made on your behalf.>  
 
We understand that you may have questions about this letter. Please call us toll free at <1-855-
230-5599>, <24 hours a day, 7 days a week>. (TTY users call <1-866-236-1069>).   
 
We apologize for any inconvenience or confusion this may cause, and are here to assist you 
when you call. 
 
Sincerely, 
 
SilverScript Insurance Company 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SilverScript Insurance Company is a Medicare-approved Part D sponsor. 
Y0080_CORR_50051_2013 Approved 
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<BENEFICIARY FULL NAME>    <HICN<1234> 
<ADDRESS>       May 2013 
<CITY STATE ZIP> 
 
An Important Message for People with Original Medicare: 
 
If you have Original Medicare and receive this letter, how you get medical equipment and supplies 
could be changing. 
 
On July 1, 2013, Medicare is scheduled to expand the Durable Medical Equipment, Prosthetics, 
Orthotics, and Supplies (DMEPOS) Competitive Bidding Program to more areas of the country.  
This program changes the amount Medicare pays for certain items and supplies and makes changes 
to which suppliers Medicare will pay to supply these items to you. The program will help you save 
money and make sure that you have access to quality medical equipment, supplies, and services 
from suppliers you can trust. It will also help limit fraud and abuse in the Medicare Program. 
 
If you live in one of the competitive bidding areas, and use equipment or supplies included 
under the program (or get the items while visiting a competitive bidding area), you’ll generally 
need to get the equipment or supplies from a Medicare-contract supplier for Medicare to help 
pay for these items. 
 
Note: If you’re in a Medicare Advantage Plan (like an HMO or PPO), your plan will notify you if 
your supplier is changing. Contact your plan for more information. 
 
How do I know if I’m affected by this program? 
Read the enclosed “Durable Medical Equipment and Supplies” brochure that describes this program, 
including a list of the covered items. For more information about the competitive bidding program, 
talk to your doctor, health care provider, or supplier. 
 
For the most up-to-date list of Medicare contract suppliers in your area, visit Medicare.gov/supplier 
and enter your ZIP code. Select the product category of the item you need to view or print a list of 
Medicare-contract suppliers you can use. Or, call 1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. A customer service representative can help you find a supplier. 
 
What if I’m renting equipment? 
If you’re currently renting durable medical equipment or oxygen and oxygen equipment, and your 
current supplier isn’t listed, you may be able to continue renting the equipment from that supplier if 
they decide to become a “grandfathered” supplier. Your supplier will notify you in writing if they’ll 
continue to rent you the equipment. If your supplier decides not to become a grandfathered supplier, 
they’ll notify you in writing to make arrangements to pick up the equipment. 
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<BENEFICIARY FULL NAME>    <HICN<1234> 
<ADDRESS>       May 2013 
<CITY STATE ZIP> 
 
An Important Message for People with Original Medicare: 
 
Medicare is starting a national mail-order program for diabetic testing supplies.  
On July 1, 2013, Medicare is scheduled to start this program. As part of this program, you’ll 
continue to get quality supplies and save money. When it starts, you’ll need to use a Medicare 
national mail-order contract supplier for Medicare to pay for diabetic testing supplies that are 
delivered to your home. If you don’t want your diabetic testing supplies delivered to your home, 
you can go to any local store that’s enrolled with Medicare and buy them there. The national  
mail-order program will include the 50 states, the District of Columbia, Puerto Rico, the U.S. 
Virgin Islands, Guam, and American Samoa. 
 
Note: This program applies to Original Medicare only. If you’re in a Medicare Advantage Plan 
(like an HMO or PPO), your plan will notify you if your supplier is changing. Contact your plan 
for more information. 
 
What will I pay for my supplies? 
When the program starts, the amount Medicare pays will be the same for diabetic testing supplies 
you buy at the store or have delivered to your home. National mail-order contract suppliers can’t 
charge you more than any unmet deductible and 20% coinsurance. Local stores also can’t charge 
more than any unmet deductible and 20% coinsurance if they accept assignment, which means 
they accept the Medicare-approved amount as payment in full. Local stores that don’t accept 
Medicare assignment may charge you more than 20% coinsurance and any unmet deductible. If 
you get your supplies from a local store, check with the store to find out what your payment  
will be. 
 
How do I find a supplier? 
For the most up-to-date list of mail-order Medicare contract suppliers, visit Medicare.gov/supplier, 
and enter your ZIP code. Select “Mail-Order Diabetic Supplies” to view or print a list of  
mail-order Medicare-contract suppliers. Or, call 1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. 
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DME
What is New on Your Redesigned 
“Medicare Summary Notice”?
You’ll notice your “Medicare Summary Notice” (MSN) has a new look.  
The new MSN will help to make Medicare information clearer, more accessible, 
and easier to understand. Based on comments from people like you, we have 
redesigned the MSN to help you keep track of your Medicare-covered services. 







Your New MSN: DME  |  Page 2


Your New MSN for DME – Overview
Your Medicare Part B Durable Medical Equipment 
(DME) MSN shows all of the DME items and supplies 
billed to Medicare.


Each Page with Specific Information: 
Page 1: Your dashboard, which is a summary of 
your notice,


Page 2: Helpful tips on how to review your notice, 


Page 3: Your claims information,


Last page: Find out how to handle denied claims.


Bigger Print for Easy Reading
Page titles and subsection titles are now much larger. 
Using a larger print throughout makes the notice 
easier to read. 


Helpful Tips for Reading the Notice
The redesigned MSN explains what you need to know 
with user-friendly language. 


Page 1 of 4Medicare Summary Notice
for Part B (Medical Insurance)
The Official Summary of Your Medicare Claims from the Centers for Medicare & Medicaid Services


THIS IS NOT A BILL
JENNIFER WASHINGTON  
TEMPORARY ADDRESS NAME
STREET ADDRESS
CITY, ST 12345-6789


Your Deductible Status


Your deductible is what you must pay for most health 
services before Medicare begins to pay. 


Part B Deductible: You have now met $85.00 of 
your $147.00 deductible for 2013. 


Be Informed!


Welcome to your new Medicare Summary Notice! 
It has clear language, larger print, and a personal 
summary of your claims and deductibles. This 
improved notice better explains how to get help with 
your questions, report fraud, or file an appeal. It also 
includes important information from Medicare!


Your Claims & Costs This Period


Did Medicare Approve All Items and 
Services?


YES


See page 2 for how to double-check your notice.


Total You May Be Billed $5.75


Suppliers with Claims This Period


May 9, 2013 
Lincare Inc.


¿Sabía que puede recibir este aviso y otro tipo de ayuda de Medicare en español? Llame y hable con un agente en español. 
如果需要国语帮助，请致电联邦医疗保险，请先说“agent”, 然后说”Mandarin”.                   1-800-MEDICARE (1-800-633-4227)


Notice for Jennifer Washington


Medicare Number XXX-XX-1234A


Date of This Notice September 13, 2013


Claims Processed 
Between


June 14 –  
September 13, 2013


Page 1
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Making the Most of Your Medicare


   How to Check This Notice


Do you recognize the name of each supplier? 
Check the dates. Did you make a purchase  
that day?


Did you get the items/services listed? Do they 
match those listed on your receipts and bills?


If you already paid the bill, did you pay the 
right amount? Check the maximum you may be 
billed. See if the claim was sent to your Medicare 
supplement insurance (Medigap) plan or other 
insurer. That plan may pay your share.


  How to Report Fraud


If you think a supplier or business is involved in 
fraud, call us at 1-800-MEDICARE  
(1-800-633-4227). 


Some examples of fraud include offers for free 
medical services or billing you for Medicare services 
you didn’t get. If we determine that your tip led to 
uncovering fraud, you may qualify for a reward.


You can make a difference! Last year, Medicare 
saved tax-payers $4.2 billion—the largest sum ever 
recovered in a single year—thanks to people who 
reported suspicious activity to Medicare.


  How to Get Help with Your Questions


1-800-MEDICARE (1-800-633-4227) 
Ask for “medical supplies.” Your customer-service 
code is 05535.


TTY 1-877-486-2048 (for hearing impaired)


Contact your State Health Insurance Program (SHIP) 
for free, local health insurance counseling. Call 
1-555-555-5555.


  Your Messages from Medicare


Get a pneumococcal shot. You may only need it once 
in a lifetime. Contact your health care provider about 
getting this shot. You pay nothing if your health care 
provider accepts Medicare assignment.


To report a change of address, call Social Security 
at 1-800-772-1213. TTY users should call  
1-800-325-0778.


Early detection is your best protection. Schedule 
your mammogram today, and remember that 
Medicare helps pay for screening mammograms. 


Want to see your claims right away? Access your 
Original Medicare claims at www.MyMedicare.gov, 
usually within 24 hours after Medicare processes the 
claim. You can use the “Blue Button” feature to help 
keep track of your personal health records.
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Part B Medical Insurance helps pay for durable 
medical equipment and other health care services. 


Definitions of Columns
Item/Service Approved?: This column tells you if 
Medicare covered this item or service. 


Amount Supplier Charged: This is your supplier’s 
fee for this item or service. 


Medicare-Approved Amount: This is the amount a 
supplier can be paid for a Medicare item or service. 
It may be less than the actual amount the supplier 
charged. Your supplier has agreed to accept this


amount as full payment for covered items or services. 
Medicare usually pays 80% of the Medicare-approved 
amount.


Amount Medicare Paid: This is the amount 
Medicare paid the supplier. This is usually 80% of the 
Medicare-approved amount. 


Maximum You May Be Billed: This is the total 
amount the supplier is allowed to bill you, and can 
include a deductible, coinsurance, and other charges 
not covered. If you have Medicare Supplement 
Insurance (Medigap policy) or other insurance, it 
may pay all or part of this amount. 


Your Claims for Part B (Medical Insurance)


Quantity, Item/Service Provided  
& Billing Code


Item/ 
Service 


Approved?


Amount 
Supplier 
Charged


Medicare- 
Approved 


Amount


Amount 
Medicare 


Paid


Maximum 
You May 
Be Billed


See  
Notes 
Below


1 portable gaseous oxygen system, 
rental; includes portable container, 
regulator, flowmeter, humidifie 
(E0431-RR) Rental


Yes $117.61 $28.77 $23.02 $5.75 A 


Total for Claim #10334829489000 $117.61 $28.77 $23.02 $5.75 B


May 9, 2013
Lincare Inc., (555) 555-1234 
PO BOX 996, Blue Springs, MO 64013-0996 
Ordered by John K Whalen


Notes for Claims Above


A Medicare will pay for you to rent this equipment for up to 36 months (or until you no longer need the 
equipment). After the 36 month rental period, Medicare will continue to pay for delivery of liquid and 
gaseous contents, as long as it is still medically necessary.


B Your claim was sent to your Medicare Supplement Insurance (Medigap policy), Wellmark BlueCross 
BlueShield of N. Carolina. Send any questions regarding your benefits to them. 
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How to Handle Denied Claims or File an Appeal 


Get More Details


If a claim was denied, call or write the supplier and 
ask for an itemized statement for any claim. Make 
sure they sent in the right information. If they didn’t, 
ask the supplier to contact our claims office to correct 
the error. You can ask the supplier for an itemized 
statement for any item or claim.


Call 1-800-MEDICARE (1-800-633-4227) for more 
information about a coverage or payment decision on 
this notice, including laws or policies used to make 
the decision.


If You Need Help Filing Your Appeal


Contact us: Call 1-800-MEDICARE or your State 
Health Insurance Program (see page 2) for help 
before you file your written appeal, including help 
appointing a representative. 


Call your supplier: Ask your supplier for any 
information that may help you. 


Ask a friend to help: You can appoint someone, 
such as a family member or friend, to be your 
representative in the appeals process.


Find Out More About Appeals


For more information about appeals, read your 
“Medicare & You” handbook or visit us online at 
www.medicare.gov/appeals.


If You Disagree with a Coverage 
Decision, Payment Decision, or Payment 
Amount on this Notice, You Can Appeal 


Appeals must be filed in writing. Use the form to 
the right. Our claims office must receive your appeal 
within 120 days from the date you get this notice. 


We must receive your appeal by: 
January 21, 2014


File an Appeal in Writing


Follow these steps:


1 Circle the item(s) or claim(s) you disagree 
with on this notice.


2 Explain in writing why you disagree with the 
decision. Include your explanation on this 
notice or, if you need more space, attach a 
separate page to this notice.


3 Fill in all of the following:


Your or your representative’s full name (print)


Your or your representative’s signature


Your telephone number


Your complete Medicare number


4 Include any other information you have 
about your appeal. You can ask your supplier 
for any information that will help you.


5 Write your Medicare number on all 
documents that you send.


6 Make copies of this notice and all supporting 
documents for your records.


7 Mail this notice and all supporting 
documents to the following address:


Medicare Claims Office  
c/o Contractor Name  
Street Address 
City, ST 12345-6789


Last Page
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Page 1 of 4Medicare Summary Notice
for Part B (Medical Insurance)
The Official Summary of Your Medicare Claims from the Centers for Medicare & Medicaid Services


THIS IS NOT A BILL
JENNIFER WASHINGTON  
TEMPORARY ADDRESS NAME
STREET ADDRESS
CITY, ST 12345-6789


Your Deductible Status


Your deductible is what you must pay for most health 
services before Medicare begins to pay. 


Part B Deductible: You have now met $85.00 of 
your $147.00 deductible for 2013. 


Be Informed!


Welcome to your new Medicare Summary Notice! 
It has clear language, larger print, and a personal 
summary of your claims and deductibles. This 
improved notice better explains how to get help with 
your questions, report fraud, or file an appeal. It also 
includes important information from Medicare!


Your Claims & Costs This Period


Did Medicare Approve All Items and 
Services?


YES


See page 2 for how to double-check your notice.


Total You May Be Billed $5.75


Suppliers with Claims This Period


May 9, 2013 
Lincare Inc.


¿Sabía que puede recibir este aviso y otro tipo de ayuda de Medicare en español? Llame y hable con un agente en español. 
如果需要国语帮助，请致电联邦医疗保险，请先说“agent”, 然后说”Mandarin”.                   1-800-MEDICARE (1-800-633-4227)


Notice for Jennifer Washington


Medicare Number XXX-XX-1234A


Date of This Notice September 13, 2013


Claims Processed 
Between


June 14 –  
September 13, 2013


1 DHHS Logo
The redesigned MSN has  
the official Department of 
Health & Human Services 
(DHHS) logo.


2 Your Information
Check your name and the 
last 4 numbers of your 
Medicare number, as well 
as the date your MSN was 
printed and the dates of the 
claims listed.


3 Your Deductible Info
You pay a yearly deductible 
for services before Medicare 
pays. You can check your 
deductible information right 
on page 1 of your notice!


4 Title of your MSN
The title at the top of the 
page is larger and bold.


5 Total You May Be Billed
A new feature on page 1, 
this summary shows your 
approved and denied claims, 
as well as the total you may 
be billed.


6 Suppliers You Saw
Check the list of dates and 
the doctors and/or suppliers 
you saw during this claim 
period.


7  Help in Your Language
For help in a language other 
than English or Spanish, 
call 1-800-MEDICARE and 
say “Agent.” Tell them the 
language you need for free 
translation services.
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Making the Most of Your Medicare


   How to Check This Notice


Do you recognize the name of each supplier? 
Check the dates. Did you make a purchase  
that day?


Did you get the items/services listed? Do they 
match those listed on your receipts and bills?


If you already paid the bill, did you pay the 
right amount? Check the maximum you may be 
billed. See if the claim was sent to your Medicare 
supplement insurance (Medigap) plan or other 
insurer. That plan may pay your share.


  How to Report Fraud


If you think a supplier or business is involved in 
fraud, call us at 1-800-MEDICARE  
(1-800-633-4227). 


Some examples of fraud include offers for free 
medical services or billing you for Medicare services 
you didn’t get. If we determine that your tip led to 
uncovering fraud, you may qualify for a reward.


You can make a difference! Last year, Medicare 
saved tax-payers $4.2 billion—the largest sum ever 
recovered in a single year—thanks to people who 
reported suspicious activity to Medicare.


  How to Get Help with Your Questions


1-800-MEDICARE (1-800-633-4227) 
Ask for “medical supplies.” Your customer-service 
code is 05535.


TTY 1-877-486-2048 (for hearing impaired)


Contact your State Health Insurance Program (SHIP) 
for free, local health insurance counseling. Call 
1-555-555-5555.


  Your Messages from Medicare


Get a pneumococcal shot. You may only need it once 
in a lifetime. Contact your health care provider about 
getting this shot. You pay nothing if your health care 
provider accepts Medicare assignment.


To report a change of address, call Social Security 
at 1-800-772-1213. TTY users should call  
1-800-325-0778.


Early detection is your best protection. Schedule 
your mammogram today, and remember that 
Medicare helps pay for screening mammograms. 


Want to see your claims right away? Access your 
Original Medicare claims at www.MyMedicare.gov, 
usually within 24 hours after Medicare processes the 
claim. You can use the “Blue Button” feature to help 
keep track of your personal health records.


1 Section Title
This helps you navigate and 
find where you are in the 
notice. The section titles are 
on the top of each page.


2 How to Check
Medicare offers helpful tips 
on what to check when you 
review your notice.


3 How to Report
Help Medicare save money 
by reporting fraud!


4 How to Get Help
This section gives you phone 
numbers for where to get 
your Medicare questions 
answered.


5 General Messages
These messages get updated 
regularly, so make sure to 
check them!
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Part B Medical Insurance helps pay for durable 
medical equipment and other health care services. 


Definitions of Columns
Item/Service Approved?: This column tells you if 
Medicare covered this item or service. 


Amount Supplier Charged: This is your supplier’s 
fee for this item or service. 


Medicare-Approved Amount: This is the amount a 
supplier can be paid for a Medicare item or service. 
It may be less than the actual amount the supplier 
charged. Your supplier has agreed to accept this


amount as full payment for covered items or services. 
Medicare usually pays 80% of the Medicare-approved 
amount.


Amount Medicare Paid: This is the amount 
Medicare paid the supplier. This is usually 80% of the 
Medicare-approved amount. 


Maximum You May Be Billed: This is the total 
amount the supplier is allowed to bill you, and can 
include a deductible, coinsurance, and other charges 
not covered. If you have Medicare Supplement 
Insurance (Medigap policy) or other insurance, it 
may pay all or part of this amount. 


Your Claims for Part B (Medical Insurance)


Quantity, Item/Service Provided  
& Billing Code


Item/ 
Service 


Approved?


Amount 
Supplier 
Charged


Medicare- 
Approved 


Amount


Amount 
Medicare 


Paid


Maximum 
You May 
Be Billed


See  
Notes 
Below


1 portable gaseous oxygen system, 
rental; includes portable container, 
regulator, flowmeter, humidifie 
(E0431-RR) Rental


Yes $117.61 $28.77 $23.02 $5.75 A 


Total for Claim #10334829489000 $117.61 $28.77 $23.02 $5.75 B


May 9, 2013
Lincare Inc., (555) 555-1234 
PO BOX 996, Blue Springs, MO 64013-0996 
Ordered by John K Whalen


Notes for Claims Above


A Medicare will pay for you to rent this equipment for up to 36 months (or until you no longer need the 
equipment). After the 36 month rental period, Medicare will continue to pay for delivery of liquid and 
gaseous contents, as long as it is still medically necessary.


B Your claim was sent to your Medicare Supplement Insurance (Medigap policy), Wellmark BlueCross 
BlueShield of N. Carolina. Send any questions regarding your benefits to them. 


1 Type of Claim
Claims can either be 
assigned or unassigned.


2 Definitions
Don’t know what some of 
the words on your MSN 
mean? Read the definitions 
to find out more.


3 Your Items/Supplies
This is the date you ordered 
your items or supplies. Keep 
your bills and compare them 
to your notice to be sure you 
got all the services listed.


4 Service Descriptions
User-friendly service 
descriptions will make it 
easier for you to know 
what items or supplies you 
received.


5 Approved Column
This column lets you 
know if your claim was 
approved or denied.


6  Max You May Be Billed
This is the total amount the 
supplier is able to bill you. It’s 
highlighted and in bold for 
easy reading.


7 Notes
Refer to the bottom of the 
page for explanations of the 
items and supplies you got.
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How to Handle Denied Claims or File an Appeal 


Get More Details


If a claim was denied, call or write the supplier and 
ask for an itemized statement for any claim. Make 
sure they sent in the right information. If they didn’t, 
ask the supplier to contact our claims office to correct 
the error. You can ask the supplier for an itemized 
statement for any item or claim.


Call 1-800-MEDICARE (1-800-633-4227) for more 
information about a coverage or payment decision on 
this notice, including laws or policies used to make 
the decision.


If You Need Help Filing Your Appeal


Contact us: Call 1-800-MEDICARE or your State 
Health Insurance Program (see page 2) for help 
before you file your written appeal, including help 
appointing a representative. 


Call your supplier: Ask your supplier for any 
information that may help you. 


Ask a friend to help: You can appoint someone, 
such as a family member or friend, to be your 
representative in the appeals process.


Find Out More About Appeals


For more information about appeals, read your 
“Medicare & You” handbook or visit us online at 
www.medicare.gov/appeals.


If You Disagree with a Coverage 
Decision, Payment Decision, or Payment 
Amount on this Notice, You Can Appeal 


Appeals must be filed in writing. Use the form to 
the right. Our claims office must receive your appeal 
within 120 days from the date you get this notice. 


We must receive your appeal by: 
January 21, 2014


File an Appeal in Writing


Follow these steps:


1 Circle the item(s) or claim(s) you disagree 
with on this notice.


2 Explain in writing why you disagree with the 
decision. Include your explanation on this 
notice or, if you need more space, attach a 
separate page to this notice.


3 Fill in all of the following:


Your or your representative’s full name (print)


Your or your representative’s signature


Your telephone number


Your complete Medicare number


4 Include any other information you have 
about your appeal. You can ask your supplier 
for any information that will help you.


5 Write your Medicare number on all 
documents that you send.


6 Make copies of this notice and all supporting 
documents for your records.


7 Mail this notice and all supporting 
documents to the following address:


Medicare Claims Office  
c/o Contractor Name  
Street Address 
City, ST 12345-6789


1 Get More Details
Find out your options on 
what to do about denied 
claims.


2 If You Decide to Appeal
You have 120 days to 
appeal your claims.  
The date listed in the box  
is when your appeal must 
be received by us.


3 If You Need Help
Helpful tips to guide you 
through filing an appeal.


4  Appeals Form
You must file an appeal in 
writing. Follow the step-by-
step directions when filling 
out the form.












What is New on Your Redesigned 
“Medicare Summary Notice”?


Part B
You’ll notice your “Medicare Summary Notice” (MSN) has a new look.  
The new MSN will help to make Medicare information clearer, more accessible, 
and easier to understand. Based on comments from people like you, we have 
redesigned the MSN to help you keep track of your Medicare-covered services. 
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Your New MSN for Part B – Overview
Your Medicare Part B MSN shows all of the services 
billed by Medicare for doctors’ services, hospital 
outpatient care, home health care, preventive services, 
and other medical services.


Each Page with Specific Information: 
Page 1: Your dashboard, which is a summary of 
your notice,


Page 2: Helpful tips on how to review your notice, 


Page 3: Your claims information,


Last page: Find out how to handle denied claims.


Bigger Print for Easy Reading
Page titles and subsection titles are now much larger. 
Using a larger print throughout makes the notice 
easier to read. 


Helpful Tips for Reading the Notice
The redesigned MSN explains what you need to know 
with user-friendly language. 


Page 1 of 4Medicare Summary Notice
for Part B (Medical Insurance)
The Official Summary of Your Medicare Claims from the Centers for Medicare & Medicaid Services


Your Deductible Status


Your deductible is what you must pay for most health 
services before Medicare begins to pay. 


Part B Deductible: You have now met $85.00 of 
your $147.00 deductible for 2013. 


Be Informed!


Welcome to your new Medicare Summary Notice! 
It has clear language, larger print, and a personal 
summary of your claims and deductibles. This 
improved notice better explains how to get help with 
your questions, report fraud, or file an appeal. It also 
includes important information from Medicare!


THIS IS NOT A BILL
JENNIFER WASHINGTON  
TEMPORARY ADDRESS NAME
STREET ADDRESS
CITY, ST 12345-6789


Your Claims & Costs This Period


Did Medicare Approve All Services? NO


Number of Services Medicare Denied 1
See claims starting on page 3. Look for NO in 
the “Service Approved?” column. See the last 
page for how to handle a denied claim. 


Total You May Be Billed $90.15


Providers with Claims This Period


January 21, 2013 
Craig I. Secosan, M.D. 


¿Sabía que puede recibir este aviso y otro tipo de ayuda de Medicare en español? Llame y hable con un agente en español. 
如果需要国语帮助，请致电联邦医疗保险，请先说“agent”, 然后说”Mandarin”.                   1-800-MEDICARE (1-800-633-4227)


Notice for Jennifer Washington


Medicare Number XXX-XX-1234A


Date of This Notice March 1, 2013


Claims Processed 
Between


January 1 –  
March 1, 2013


Page 1
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Making the Most of Your Medicare


   How to Check This Notice


Do you recognize the name of each doctor or 
provider? Check the dates. Did you have an 
appointment that day? 


Did you get the services listed? Do they match 
those listed on your receipts and bills?


If you already paid the bill, did you pay the 
right amount? Check the maximum you may be 
billed. See if the claim was sent to your Medicare 
supplement insurance (Medigap) plan or other 
insurer. That plan may pay your share. 


  How to Report Fraud


If you think a provider or business is involved in 
fraud, call us at 1-800-MEDICARE  
(1-800-633-4227). 


Some examples of fraud include offers for free 
medical services or billing you for Medicare services 
you didn’t get. If we determine that your tip led to 
uncovering fraud, you may qualify for a reward.


You can make a difference! Last year, Medicare 
saved tax-payers $4.2 billion—the largest sum ever 
recovered in a single year—thanks to people who 
reported suspicious activity to Medicare.


  How to Get Help with Your Questions


1-800-MEDICARE (1-800-633-4227) 
Ask for “doctors services.” Your customer-service 
code is 05535.


TTY 1-877-486-2048 (for hearing impaired)


Contact your State Health Insurance Program (SHIP) 
for free, local health insurance counseling. Call 
1-555-555-5555.


  Your Messages from Medicare


Get a pneumococcal shot. You may only need it once 
in a lifetime. Contact your health care provider about 
getting this shot. You pay nothing if your health care 
provider accepts Medicare assignment.


To report a change of address, call Social Security 
at 1-800-772-1213. TTY users should call  
1-800-325-0778.


Early detection is your best protection. Schedule 
your mammogram today, and remember that 
Medicare helps pay for screening mammograms.


Want to see your claims right away? Access your 
Original Medicare claims at www.MyMedicare.gov, 
usually within 24 hours after Medicare processes the 
claim. You can use the “Blue Button” feature to help 
keep track of your personal health records.


  Medicare Preventive Services
Medicare covers many free or low-cost exams 
and screenings to help you stay healthy. For more 
information about preventive services:


• Talk to your doctor.
•  Look at your “Medicare & You” handbook for a 


complete list.
• Visit www.MyMedicare.gov for a personalized list.
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Part B Medical Insurance helps pay for doctors’ 
services, diagnostic tests, ambulance services, and 
other health care services. 


Definitions of Columns
Service Approved?: This column tells you if Medicare 
covered this service. 


Amount Provider Charged: This is your provider’s 
fee for this service. 


Medicare-Approved Amount: This is the amount a 
provider can be paid for a Medicare service. It may be 
less than the actual amount the provider charged.


Your provider has agreed to accept this amount as 
full payment for covered services. Medicare usually 
pays 80% of the Medicare-approved amount.


Amount Medicare Paid: This is the amount 
Medicare paid your provider. This is usually 80% of 
the Medicare-approved amount. 


Maximum You May Be Billed: This is the total 
amount the provider is allowed to bill you, and can 
include a deductible, coinsurance, and other charges 
not covered. If you have Medicare Supplement 
Insurance (Medigap policy) or other insurance, it 
may pay all or part of this amount. 


Your Claims for Part B (Medical Insurance)


Service Provided & Billing Code
Service 


Approved?


Amount 
Provider 
Charged


Medicare- 
Approved 


Amount


Amount 
Medicare 


Paid


Maximum 
You May 
Be Billed


See  
Notes 
Below


Eye and medical examination 
for diagnosis and treatment, 
established patient, 1 or more 
visits (92014)


Yes $143.00 $107.97 $86.38 $21.59


Destruction of skin growth (17000) NO 68.56 0.00 0.00 68.56 A


Total for Claim #02-10195-592-390 $211.56 $107.97 $86.38 $90.15 B


January 21, 2013
Craig I. Secosan, M.D., (555) 555-1234 
Looking Glass Eye Center PA, 1888 Medical Park Dr, Suite C, Brevard, NC 28712-4187


Notes for Claims Above


A This service was denied. The information provided does not support the need for this service or item.


B Your claim was sent to your Medicare Supplement Insurance (Medigap policy), Wellmark 
BlueCross BlueShield of N. Carolina. Send any questions regarding your benefits to them. 
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How to Handle Denied Claims or File an Appeal 


Get More Details


If a claim was denied, call or write the provider 
and ask for an itemized statement for any claim. 
Make sure they sent in the right information. If they 
didn’t, ask the provider to contact our claims office 
to correct the error. You can ask the provider for an 
itemized statement for any service or claim.


Call 1-800-MEDICARE (1-800-633-4227) for more 
information about a coverage or payment decision 
on this notice, including laws or policies used to 
make the decision.


If You Need Help Filing Your Appeal


Contact us: Call 1-800-MEDICARE or your State 
Health Insurance Program (see page 2) for help 
before you file your written appeal, including help 
appointing a representative. 


Call your provider: Ask your provider for any 
information that may help you. 


Ask a friend to help: You can appoint someone, 
such as a family member or friend, to be your 
representative in the appeals process.


Find Out More About Appeals


For more information about appeals, read your 
“Medicare & You” handbook or visit us online at 
www.medicare.gov/appeals.


If You Disagree with a Coverage 
Decision, Payment Decision, or Payment 
Amount on this Notice, You Can Appeal 


Appeals must be filed in writing. Use the form to 
the right. Our claims office must receive your appeal 
within 120 days from the date you get this notice. 


We must receive your appeal by: 


July 13, 2013


File an Appeal in Writing


Follow these steps:


1 Circle the service(s) or claim(s) you disagree 
with on this notice.


2 Explain in writing why you disagree with  
the decision. Include your explanation on this 
notice or, if you need more space, attach a 
separate page to this notice.


3 Fill in all of the following:


Your or your representative’s full name (print)


Your or your representative’s signature


Your telephone number


Your complete Medicare number


4 Include any other information you have 
about your appeal. You can ask your provider 
for any information that will help you.


5 Write your Medicare number on all 
documents that you send.


6 Make copies of this notice and all supporting 
documents for your records.


7 Mail this notice and all supporting 
documents to the following address:


Medicare Claims Office  
c/o Contractor Name 
Street Address 
City, ST 12345-6789


Last Page
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Page 1 of 4Medicare Summary Notice
for Part B (Medical Insurance)
The Official Summary of Your Medicare Claims from the Centers for Medicare & Medicaid Services


Your Deductible Status


Your deductible is what you must pay for most health 
services before Medicare begins to pay. 


Part B Deductible: You have now met $85.00 of 
your $147.00 deductible for 2013. 


Be Informed!


Welcome to your new Medicare Summary Notice! 
It has clear language, larger print, and a personal 
summary of your claims and deductibles. This 
improved notice better explains how to get help with 
your questions, report fraud, or file an appeal. It also 
includes important information from Medicare!


THIS IS NOT A BILL
JENNIFER WASHINGTON  
TEMPORARY ADDRESS NAME
STREET ADDRESS
CITY, ST 12345-6789


Your Claims & Costs This Period


Did Medicare Approve All Services? NO


Number of Services Medicare Denied 1
See claims starting on page 3. Look for NO in 
the “Service Approved?” column. See the last 
page for how to handle a denied claim. 


Total You May Be Billed $90.15


Providers with Claims This Period


January 21, 2013 
Craig I. Secosan, M.D. 


¿Sabía que puede recibir este aviso y otro tipo de ayuda de Medicare en español? Llame y hable con un agente en español. 
如果需要国语帮助，请致电联邦医疗保险，请先说“agent”, 然后说”Mandarin”.                   1-800-MEDICARE (1-800-633-4227)


Notice for Jennifer Washington


Medicare Number XXX-XX-1234A


Date of This Notice March 1, 2013


Claims Processed 
Between


January 1 –  
March 1, 2013


1 DHHS Logo
The redesigned MSN has  
the official Department of 
Health & Human Services 
(DHHS) logo.


2 Your Information
Check your name and the 
last 4 numbers of your 
Medicare number, as well 
as the date your MSN was 
printed and the dates of the 
claims listed.


3 Your Deductible Info
You pay a yearly deductible 
for services before Medicare 
pays. You can check your 
deductible information right 
on page 1 of your notice!


4 Title of your MSN
The title at the top of the 
page is larger and bold.


5 Total You May Be Billed
A new feature on page 1, 
this summary shows your 
approved and denied claims, 
as well as the total you may 
be billed.


6 Providers You Saw
Check the list of dates and 
the doctors you saw during 
this claim period.


7  Help in Your Language
For help in a language other 
than English or Spanish, 
call 1-800-MEDICARE and 
say “Agent.” Tell them the 
language you need for free 
translation services.
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Making the Most of Your Medicare


   How to Check This Notice


Do you recognize the name of each doctor or 
provider? Check the dates. Did you have an 
appointment that day? 


Did you get the services listed? Do they match 
those listed on your receipts and bills?


If you already paid the bill, did you pay the 
right amount? Check the maximum you may be 
billed. See if the claim was sent to your Medicare 
supplement insurance (Medigap) plan or other 
insurer. That plan may pay your share. 


  How to Report Fraud


If you think a provider or business is involved in 
fraud, call us at 1-800-MEDICARE  
(1-800-633-4227). 


Some examples of fraud include offers for free 
medical services or billing you for Medicare services 
you didn’t get. If we determine that your tip led to 
uncovering fraud, you may qualify for a reward.


You can make a difference! Last year, Medicare 
saved tax-payers $4.2 billion—the largest sum ever 
recovered in a single year—thanks to people who 
reported suspicious activity to Medicare.


  How to Get Help with Your Questions


1-800-MEDICARE (1-800-633-4227) 
Ask for “doctors services.” Your customer-service 
code is 05535.


TTY 1-877-486-2048 (for hearing impaired)


Contact your State Health Insurance Program (SHIP) 
for free, local health insurance counseling. Call 
1-555-555-5555.


  Your Messages from Medicare


Get a pneumococcal shot. You may only need it once 
in a lifetime. Contact your health care provider about 
getting this shot. You pay nothing if your health care 
provider accepts Medicare assignment.


To report a change of address, call Social Security 
at 1-800-772-1213. TTY users should call  
1-800-325-0778.


Early detection is your best protection. Schedule 
your mammogram today, and remember that 
Medicare helps pay for screening mammograms.


Want to see your claims right away? Access your 
Original Medicare claims at www.MyMedicare.gov, 
usually within 24 hours after Medicare processes the 
claim. You can use the “Blue Button” feature to help 
keep track of your personal health records.


  Medicare Preventive Services
Medicare covers many free or low-cost exams 
and screenings to help you stay healthy. For more 
information about preventive services:


• Talk to your doctor.
•  Look at your “Medicare & You” handbook for a 


complete list.
• Visit www.MyMedicare.gov for a personalized list.


1 Section Title
This helps you navigate and 
find where you are in the 
notice. The section titles are 
on the top of each page.


2 How to Check
Medicare offers helpful tips 
on what to check when you 
review your notice.


3 How to Report
Help Medicare save money 
by reporting fraud!


4 How to Get Help
This section gives you phone 
numbers for where to get 
your Medicare questions 
answered.


5 Preventive Services
Remember, Medicare 
covers many preventive 
tests and screenings to 
keep you healthy.


6 General Messages
These messages get updated 
regularly, so make sure to 
check them!
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Part B Medical Insurance helps pay for doctors’ 
services, diagnostic tests, ambulance services, and 
other health care services. 


Definitions of Columns
Service Approved?: This column tells you if Medicare 
covered this service. 


Amount Provider Charged: This is your provider’s 
fee for this service. 


Medicare-Approved Amount: This is the amount a 
provider can be paid for a Medicare service. It may be 
less than the actual amount the provider charged.


Your provider has agreed to accept this amount as 
full payment for covered services. Medicare usually 
pays 80% of the Medicare-approved amount.


Amount Medicare Paid: This is the amount 
Medicare paid your provider. This is usually 80% of 
the Medicare-approved amount. 


Maximum You May Be Billed: This is the total 
amount the provider is allowed to bill you, and can 
include a deductible, coinsurance, and other charges 
not covered. If you have Medicare Supplement 
Insurance (Medigap policy) or other insurance, it 
may pay all or part of this amount. 


Your Claims for Part B (Medical Insurance)


Service Provided & Billing Code
Service 


Approved?


Amount 
Provider 
Charged


Medicare- 
Approved 


Amount


Amount 
Medicare 


Paid


Maximum 
You May 
Be Billed


See  
Notes 
Below


Eye and medical examination 
for diagnosis and treatment, 
established patient, 1 or more 
visits (92014)


Yes $143.00 $107.97 $86.38 $21.59


Destruction of skin growth (17000) NO 68.56 0.00 0.00 68.56 A


Total for Claim #02-10195-592-390 $211.56 $107.97 $86.38 $90.15 B


January 21, 2013
Craig I. Secosan, M.D., (555) 555-1234 
Looking Glass Eye Center PA, 1888 Medical Park Dr, Suite C, Brevard, NC 28712-4187


Notes for Claims Above


A This service was denied. The information provided does not support the need for this service or item.


B Your claim was sent to your Medicare Supplement Insurance (Medigap policy), Wellmark 
BlueCross BlueShield of N. Carolina. Send any questions regarding your benefits to them. 


1 Type of Claim
Claims can either be 
assigned or unassigned.


2 Definitions
Don’t know what some of 
the words on your MSN 
mean? Read the definitions 
to find out more.


3 Your Visit
This is the date you went to 
your doctor. Keep your bills 
and compare them to your 
notice to be sure you got all 
the services listed.


4 Service Descriptions
User-friendly service 
descriptions will make it 
easier for you to know what 
you were treated for.


5 Approved Column
This column lets you 
know if your claim was 
approved or denied.


6  Max You May Be Billed
This is the total amount the 
provider is able to bill you. 
It’s highlighted and in bold 
for easy reading.


7 Notes
Refer to the bottom of the 
page for explanations of the 
services you got.
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How to Handle Denied Claims or File an Appeal 


Get More Details


If a claim was denied, call or write the provider 
and ask for an itemized statement for any claim. 
Make sure they sent in the right information. If they 
didn’t, ask the provider to contact our claims office 
to correct the error. You can ask the provider for an 
itemized statement for any service or claim.


Call 1-800-MEDICARE (1-800-633-4227) for more 
information about a coverage or payment decision 
on this notice, including laws or policies used to 
make the decision.


If You Need Help Filing Your Appeal


Contact us: Call 1-800-MEDICARE or your State 
Health Insurance Program (see page 2) for help 
before you file your written appeal, including help 
appointing a representative. 


Call your provider: Ask your provider for any 
information that may help you. 


Ask a friend to help: You can appoint someone, 
such as a family member or friend, to be your 
representative in the appeals process.


Find Out More About Appeals


For more information about appeals, read your 
“Medicare & You” handbook or visit us online at 
www.medicare.gov/appeals.


If You Disagree with a Coverage 
Decision, Payment Decision, or Payment 
Amount on this Notice, You Can Appeal 


Appeals must be filed in writing. Use the form to 
the right. Our claims office must receive your appeal 
within 120 days from the date you get this notice. 


We must receive your appeal by: 


July 13, 2013


File an Appeal in Writing


Follow these steps:


1 Circle the service(s) or claim(s) you disagree 
with on this notice.


2 Explain in writing why you disagree with  
the decision. Include your explanation on this 
notice or, if you need more space, attach a 
separate page to this notice.


3 Fill in all of the following:


Your or your representative’s full name (print)


Your or your representative’s signature


Your telephone number


Your complete Medicare number


4 Include any other information you have 
about your appeal. You can ask your provider 
for any information that will help you.


5 Write your Medicare number on all 
documents that you send.


6 Make copies of this notice and all supporting 
documents for your records.


7 Mail this notice and all supporting 
documents to the following address:


Medicare Claims Office  
c/o Contractor Name 
Street Address 
City, ST 12345-6789


1 Get More Details
Find out your options on 
what to do about denied 
claims.


2 If You Decide to Appeal
You have 120 days to 
appeal your claims.  
The date listed in the box  
is when your appeal must 
be received by us.


3 If You Need Help
Helpful tips to guide you 
through filing an appeal.


4  Appeals Form
You must file an appeal in 
writing. Follow the step-by-
step directions when filling 
out the form.









