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Disclaimer 
 
 

The Massachusetts Executive Office of Elder Affairs SHINE (Serving the Health Insurance 
Needs of Everyone) Program provides free and confidential health insurance information, 
education, counseling and assistance to Massachusetts Medicare beneficiaries of all ages, 
their family members and other caregivers. 
 
SHINE counselors are volunteers trained and certified by the Massachusetts Executive 
Office of Elder Affairs training staff in many areas of health insurance including the original 
Medicare Plan, Medicare Advantage Plans, Medicare Prescription Drug Coverage, Medicare 
Rights and Protections, Prescription Advantage (the Massachusetts State Prescription 
Assistance Program), MassHealth and other programs for people with limited income and 
resources, and other Medicare, government and private health plans. 
 
The SHINE Resource Manual is provided for the training and certification of SHINE 
counselors by the Massachusetts Executive Office of Elder Affairs and is a resource for 
certified SHINE counselors in performance of SHINE services.  The SHINE Resource 
Manual applies only to health insurance options available to residents of Massachusetts. 
 
All reasonable efforts have been made to ensure the accuracy of information in this Manual.  
However, some of the information may be subject to correction.  This Manual is updated 
periodically. 
 
The SHINE Program is administered and funded by the Executive Office of Elder Affairs 
through grants from the Centers for Medicare and Medicaid Services, the Massachusetts 
Councils on Aging and in-kind services from many member agencies and program sponsors. 
 
This Manual is the property of the Massachusetts Executive Office of Elder Affairs.  It may 
not be reproduced (in whole or in part) in hard copy, electronically, or posted on any web 
site or intranet without prior written consent from the Massachusetts Executive Office of 
Elder Affairs. 
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CHAPTER ONE -  ORIENTATION 

 
OBJECTIVES 

 
*Provide a brief history of the SHINE Program 
*Describe the current SHINE Program and its goals  
*Describe the administrative structure of the SHINE Program 
*List the services provided by the SHINE Program 
*Outline training content for initial counselor certification 
*Describe the role and responsibilities of a SHINE counselor  
*Describe programs/services provided under the state Office of 
  Elder Affairs  
  
INTRODUCTION   
 
 Most elders have difficulty understanding the complex and constantly 
changing health care system. As a result, many elders are in need of help and 
advice about the selection of the health plan that best suits their needs, the 
amount of health insurance coverage they should have, and assistance to 
ensure that they receive needed medical services. The numerous insurance 
companies selling Medicare prescription drug plans, Medicare supplements, 
Medicare Advantage plans, and long-term care insurance products combined 
with the ever-changing Medicare system causes many elders to feel confused 
and vulnerable.  
 
HISTORY 
 
 In 1985, in response to this problem, the Massachusetts Executive 
Office of Elder Affairs (Elder Affairs) started the Serving the Health 
Insurance Needs of Everyone (SHINE) Program.  It was initially tested in 
three pilot sites for two years before expanding to eight Regional Programs in 
1988.  The Regional SHINE Programs are administered in partnership with 
local Councils on Aging, Area Agencies on Aging and Aging Services Access 
Points and provide services at the local level in almost every community in the 
state.  
  

           In October of 1992, Elder Affairs received a federal grant from the 
Centers for Medicare & Medicaid Services (CMS) under the Health Insurance 
Information, Counseling and Assistance Grant Program.  The Centers for 
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Medicare & Medicaid Services funds 53 State Health Insurance Assistance 
Programs (SHIPs) across the nation.  The Massachusetts SHINE Program 
was one of the model state programs used to develop the national SHIP 
system that began operating in 1993.  The grant allowed Elder Affairs to 
expand the Program statewide. Currently, 14 Regional SHINE Programs 
provide information, counseling and assistance services to Medicare 
beneficiaries and their family members and caregivers throughout 
Massachusetts.  In addition, regional program directors supervise bilingual staff 
at several community service agencies who have been trained and certified to 
provide SHINE counseling statewide to beneficiaries with limited English 
proficiency (LEP).  

 
PROGRAM DESCRIPTION 
 
 The SHINE Program consists of a network of volunteer health benefit 
counselors who have been trained and certified by the Executive Office of 
Elder Affairs to provide information, counseling and assistance regarding 
health insurance and benefits to Medicare beneficiaries and their family 
members. The counselors work in Senior Centers, Councils on Aging, Area 
Agencies on Aging, Aging Service Access Points (ASAP), community 
hospitals and many other community-based sites.  Services are also provided 
to homebound elders and younger beneficiaries with disabilities.   
 
PROGRAM GOALS 
 
 The objective of the SHINE Program is to provide Massachusetts 
elders with access to accurate, unbiased health insurance information, 
counseling and assistance free of charge through a network of trained health 
benefit counselors. 
 
ADMINISTRATIVE STRUCTURE 
  
    Executive Office of Elder Affairs/SHINE Program 

SHINE Program Director  
Assistant Director 
Manager of Field Operations/Training Coordinator  
Project Coordinator 

 
     Regional Coordinating/Lead Agency 
         SHINE Regional Directors                
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 SHINE Counselors 
          Administrative Volunteers 
 
     Regional Member Agencies 
          SHINE Counselors 
 
SHINE SERVICES 
 
 SHINE Staff and Counselors: 
 
  Provide information about: 
 
  - Medicare 
  - Medicare Prescription Drug Coverage 
  - Medicare Supplement Insurance 
  - Medicare Advantage 
  - Medicaid/MassHealth Programs 
  - Long Term Care Medicaid 

-         Long Term Care Insurance 
     -         Other Options for Paying for Long-Term Care 

  - Supplemental Security Income (SSI) 
  - Other Prescription Drug Programs 
  - Claims Processing 

- Medicare Appeals  
- Grievance Procedures 
- Patient’s Rights 
- Fraud & Abuse 
 

  Counsel elders on many topics including: 
 
  - How to compare health insurance options (Medigap & 
   Medicare Advantage products) 
  - How to choose a Medicare Prescription Drug Plan 
  - How to check for duplicate coverage 
  - How to locate a “Medicare Participating Provider” 
 
  Provide assistance with:  
 
  - Applying for public benefits 
  - Filing claims for reimbursement  
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  - Starting an appeal or using a grievance process   
  - Contacting agencies for information and assistance 
 
ACHIEVEMENTS   
 
 Since its inception in 1985, the SHINE Program’s growth and 
development ranks it as a national leader among state health insurance 
assistance programs. SHINE counselors assist thousands of Medicare 
beneficiaries each year.  The services provided by these counselors have 
resulted in savings to the beneficiaries of several million dollars annually. 
 
 SHINE achievements include: 
 

 Receipt of the Health Care Financing Administration's 
Medicare Beneficiary Service Award for 1990. 

 Founding Member of the HCFA's Partnership for Health 
Insurance Counseling Development Group. 

 Receipt of grant award from the HCFA under the Health 
Insurance Information, Counseling and Assistance Grants 
Program. 

 1994 National Beneficiary Services Award given to EOEA 
SHINE Hotline Counselor Robert Carey for his outstanding 
achievements in service to Massachusetts Medicare 
beneficiaries. 

 Election in 1995 of the SHINE Director to serve on the 
National Health Insurance Information, Counseling and 
Assistance Steering Committee which oversees the 
development of standards and policies for the improvement 
of all Insurance Counseling and Assistance (ICA) programs 
across the nation as well as the development of the National 
ICA Resource Center in Washington, DC. Re-elected to 
serve from 1998-2000.  

 1996 National Beneficiary Services Award given to SHINE 
Counselor Kirsten Liander for her outstanding achievements 
in service to Massachusetts Medicare beneficiaries. 

 2001 National Beneficiary Services Award given to SHINE 
Program Director Mary Kay Browne for her outstanding 
achievements in service to Massachusetts Medicare 
beneficiaries. 



Revised March 2014                                                                                                             Page | 5  
 

 2003 SHINE Program Director Mary Kay Browne received 
the Manual Carbalo Award for Excellence 

 
 
COUNSELOR RECOGNITION 
 
 Annually regional programs acknowledge the work of the SHINE 
volunteers through recognition events.  In addition to the regional volunteer 
recognition events, the state SHINE Program recognizes the outstanding 
contributions of counselors in a variety of ways.   
 
TRAINING 
 
 Elder Affairs’ SHINE staff and certified SHINE trainers provide the 
initial certification and re-certification training.  SHINE volunteer training is 
conducted annually in the spring and fall.   Thereafter, Regional Directors 
provide ongoing supervision and assistance on cases, monthly updates, and 
training exercises to counselors via monthly training meetings and one-on-one 
supervision.  Re-certification is conducted every year.  Counselors who wish 
to continue must participate in and successfully complete the re-certification 
exam.    

 
THE SHINE RESOURCE MANUAL 
 
 The SHINE Resource Manual is a reference manual that is yours to 
keep throughout your tenure as a SHINE Counselor.  We will not have 
adequate time during the training to cover every page of the manual but will 
instead ensure that you have the skills and practice necessary to research 
answers to questions that come up in your counseling sessions.  Material 
will be updated from time to time and it is your responsibility to replace the 
old pages in your manual.  Below is a brief listing of the topics covered in 
each chapter of the manual. 

 
Chapter One – Orientation 
 What are the duties and responsibilities of a SHINE counselor? 
 What is the history and organization of the Executive Office of 

Elder Affairs? 
 

 Chapter Two – Medicare Hospital Insurance (Part A) & 
 Medicare Medical Insurance (Part B)  

 What is Medicare? 
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 How does one enroll? 
 What does Medicare Part A cover? 
 What are Medicare’s quality assurance protections? 
 What does Medicare Part B cover? 
Chapter Three – Medicare Advantage (Part C)   
 Balanced Budget Act 1997 
 What are Medicare Advantage Plans? 
 What Medicare Advantage Plans are available in Massachusetts? 

 
Chapter Four – Medicare Prescription Drug Program (Part D)  
 What is Medicare Prescription Drug Coverage? 
 When can someone enroll in a Medicare Prescription Drug Plan? 
 How can someone get “Extra Help” with Medicare prescription 

drug costs? 
 How can Prescription Advantage help with prescription costs? 
  
Chapter Five – Medicare Supplement Insurance (Medigap) 
 What is Medigap? 
 How does Medigap work with Medicare? 
 What Medigap policies are available in Massachusetts? 
 What Medigap policies are available in other states? 

 
Chapter Six – Medicare Claims Processing/Appeals/Fraud & 
Abuse 
 How are Medicare Part B claims processed? 
 What to do about a denial of coverage? 
 When is Medicare the secondary payer? 
 What is Medicare and Medicaid fraud and abuse? 
 How to initiate an appeal? 
 What is the Massachusetts Medicare Advocacy Project (MAP)? 
 What is MassPRO? 

 
Chapter Seven – Public Benefits 
 What programs are available to low-income Medicare 

beneficiaries? 
 How does someone access these programs? 
 What is the screening and application process? 
 What other benefit programs are available? 
 
Chapter Eight – Other Health Insurance Options 
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 What are Non-Group Health Plans? 
 What is COBRA? 
 What is Worker’s Compensation? 
 What are VA, TRICARE, and CHAMPVA coverage? 
 
Chapter Nine – Long-Term Care Options 
 What is Long-Term Care? 
 What is Long-Term Care Insurance? 
 Consumer tips and tools for buying long-term care insurance 
 Other options for paying for long-term care 

 
Chapter Ten – Internet Basics 
 Introduction to Medicare’s website 
 Using the Medicare Prescription Drug Plan web tool 
 Helpful internet resources  

 
Chapter Eleven – Counseling Guidelines 
 Tips for a successful and productive counseling session 
 The importance of confidentiality 
 Using client contact forms 
 Monthly training 

 
Chapter Twelve – Cultural Competency 
 What is Cultural Competency? 
 How do we build cultural competency? 

 
VOLUNTEER ENHANCEMENT OPPORTUNITIES 
 
 The SHINE Program offers volunteers who have been with the 
program for at least one year the opportunity to expand and enhance their 
volunteer experience.  To that end, the SHINE Program has developed 
additional volunteer job offerings.  Counselors who are interested in 
expanding their duties should discuss the particular position with their 
regional director.  Enhanced opportunities include Lead Agency 
Counselor/Clerk, Volunteer Trainer, Mentor Counselor, Regional Outreach 
Coordinator and Public Speaking Counselor.   
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SHINE PROGRAM JOB DESCRIPTION 
 

Job Title:  SHINE Counselor 
 
General Description:  Under the supervision of the regional director, 
provide health insurance and health benefits information, counseling and 
assistance to Medicare beneficiaries of all ages and/or their caregivers. 
 
Duties and Responsibilities: 
 Satisfactorily complete SHINE certification training directed by the 

SHINE Program Training Staff 
 Provide health insurance counseling services without conflict of interest 

and in compliance with SHINE confidentiality guidelines 
 Conduct individual health insurance counseling sessions via telephone or 

in person at the regional office or at a local office or at the home of 
homebound clients as needed  

 Assess client’s need for information and/or assistance regarding health 
insurance and benefit options 

 Assist clients with claims processing 
 Assist clients with public benefit program applications in order to secure 

coverage under health programs available to limited-income people 
 Provide referrals to appropriate agencies 
 Document client contacts using appropriate SHINE forms 
 Complete and submit monthly reports 
 Participate in continued training including monthly meetings and other 

training as required 
 Other duties as assigned by regional director 
 
Qualifications:   
 Be a certified SHINE counselor 
 Able to volunteer 4-8 hours per week 
 Possess excellent communication skills 
 Be willing to travel to neighboring sites 
 Possess basic computer and internet skills (or be willing to learn)  
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SHINE PROGRAM JOB DESCRIPTION 
 

Job Title:     Lead Agency Counselor/Clerk 
 
General Description:  Under direct supervision of the regional director  
provide assistance and clerical support to the regional director at the Lead 
Agency Office. 
 
Duties and Responsibilities: 

 Answer SHINE phone; respond to health insurance questions 
and/or refer to other local systems and complete appropriate forms   

 Communicate with the regional director on problems arising (i.e. 
network, clients, referrals) 

 Respond to voice mail and other messages as received and take 
appropriate action (i.e. refer to regional SHINE director, return 
calls, refer to another counselor, etc.) 

 Perform related clerical duties including copying, mailing, and 
record keeping 

 Participate in one or more other creative projects, if desired, as 
requested by the regional director 

 Other duties as assigned 
 

Qualifications: 
 Be a Certified SHINE Counselor 
 Able to volunteer 4-8 hours per week 
 Possess verbal and written communication skills 
 Possess basic computer skills or willingness to learn 
 Able to function with minimal supervision 
 Possess strong organizational skills 
 Able to perform clerical functions as requested by the regional 

director 
 
Special Projects 

 Conduct counselor surveys 
 Research speakers/plan programs 
 Assess outreach needs 
 Input data 
 Assist with other projects as needed 
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SHINE PROGRAM JOB DESCRIPTION 
 
Job Title:   Mentor/Counselor Job Description 
 
General Description:  Under the supervision of the regional director, 
provide technical assistance and mentoring to new SHINE counselors. 
 
Duties and Responsibilities: 
 Provide mentoring and assistance to new counselors 
 Provide technical assistance to new counselors  
 Provide progress reports to the regional director 
 
Qualifications: 
 Be a certified SHINE counselor 
 Possess excellent communication skills 
 Demonstrate ability to give feedback in a clear positive manner 
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SHINE PROGRAM JOB DESCRIPTION 
 
Job Title:    Regional Outreach Coordinator 
 
General Description:  Under the direct supervision of the regional director 
coordinate, develop and implement outreach strategies for the regional 
program.  
 
Duties and Responsibilities: 
 Adapt program templates or develop new, region-specific outreach 

projects and materials to promote the SHINE Program 
 Distribute outreach materials such as posters and brochures to interested 

parties such as elders, caregivers, people with disabilities, pre-retirees, 
pharmacies, doctor's offices, salons, social clubs, and other interested 
groups within the region 

 Maintain up-to-date address labels for all media outlets and others who 
would benefit from receiving SHINE information 

 Maintain a file of press releases and articles to be distributed to local 
media outlets 

 Solicit and coordinate speaking engagements  
 Prepare speakers packets (i.e. brochures, slides, hand-outs, directions to 

events, contact person, mileage sheet, etc.) 
 Conduct outreach activities to introduce new or veteran counselors to 

region 
 Develop contacts with local employers to offer speakers and/or 

outreach materials 
 Other duties as assigned 
  
Qualifications 
 Be a certified SHINE Counselor 
 Possess strong communication, inter-personal, and organizational skills 
 Possess ability to work independently 
 Possess basic computer and internet skills 
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SHINE PROGRAM JOB DESCRIPTION 
 

Job Title:   Public Speaking Counselor 
 
General Description:  Provide presentations and workshops to groups 
interested in health insurance information and Medicare options. 
 
Duties & Responsibilities:  

 Provide small group presentations and large group workshops 
 Provide follow-up counseling on an individual basis and make 

referrals where appropriate 
 Submit presentation activity reports to regional director monthly  
 Assist the regional director with scheduling 
 Arrange for sites and schedule events under director’s supervision 
 Assist with other duties as assigned 

 
Qualifications: 

 Be a certified SHINE Counselor 
 Possess strong public speaking skills 
 Possess basic computer and internet skills 
 Possess strong organization skills 
 Be willing to travel within the regional program to presentation 

sites 
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POLICIES AND PROCEDURES 
 
 Volunteer counselors are the most important staff of the SHINE 
program.  Their skills and commitment contribute to the success of the 
program. The SHINE Program relies upon a set of program procedures with 
which counselors must comply. These procedures ensure that we have a 
competent corps of counselors imparting reliable and accurate information 
and assistance.  This protects the integrity of the SHINE program.  (These 
procedures will be described in the “Counseling Guidelines” Chapter.)    
 
EXECUTIVE OFFICE OF ELDER AFFAIRS 
 
 History of Elder Affairs 
    
  In April 1971, the Massachusetts Executive Office of Elder 
 Affairs became one of the nation's first cabinet-level agencies 
 responsible for addressing the problems and needs of senior citizens. 

 
       Originally a small advocacy group, the Executive Office of  

 Elder Affairs assumed its mandate to fund services in 1973 with the 
 passage of legislation creating the Office.  Elder Affairs absorbed the 
 activities and responsibilities formerly carried out by both the  
 Governor's Commission on Aging and the Aging Bureau within the 
 Department of Community Affairs. These responsibilities included 
 the provision of services to enable elderly individuals with disabilities 
 to live safely at home.  Today Elder Affairs directs services to 
 approximately 35,000 elders through state-funded Home Care 
 Services.  It  administers Title III social and nutrition services under 
 the Older Americans Act, and fulfills advocacy, planning, and policy 
 functions on behalf of the 1.1 million elders in the Commonwealth.  

 
       Mission Statement   

       
         The mission of Elder Affairs is to promote the dignity, 
 independence and rights of Massachusetts’ elders, and to support 
 their families, through advocacy and the development and 
 management of programs and services. 
 
        Through its extended service network, Elder Affairs is mandated to 
 provide direct services to individuals in a timely and compassionate 
 manner; to improve the general quality of life of the State’s elderly 
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 residents; and to assist them in the greatest extent possible in 
 maintaining their dignity and self-esteem, their personal 
 independence, and their role as participants in the life of the 
 community around them.  
 
  In July 2003, the Executive Office of Health and Human 
 Services (EOHHS) was reorganized.  As a result, the 17 separate 
 agencies under EOHHS were realigned and grouped into five offices.  
 The five offices are: 
 

1. Executive Office of Elder Affairs 
2. Department of Veterans Services 
3. Office of Health Services 
4. Office of Children, Youth and Family Services; and 
5. Office of Disabilities and Community Services 

 Organization 
 
  Elder Affairs services are administered through a statewide 
 network of regional and local agencies. Twenty-seven non-profit 
 regional Aging Services Access Points (ASAPS) provide case 
 management, protective services and information and referral 
 services. ASAPs subcontract a broad spectrum of support services. 
 Twenty-three Area Agencies on Aging (AAAs) provide services and 
 programs authorized under the federal Older Americans Act.  The 
 Elder Affairs network includes thousands of dedicated volunteers 
 and many public and private organizations throughout the state.  
                                                                                                            

         At the local level, the network includes 347 municipal Councils 
on Aging and 290 senior drop-in centers, all of which are affiliated 
with Councils on Aging.  The Executive Office of Elder Affairs 
consists of four operational divisions: the Office of Finance and 
Administration, the Office of Program Management, the Office of 
Policy Development and the Office of the Secretary.   

 
  
 
 Programs and Services   
                  
  The Executive Office of Elder Affairs is responsible for the 
 administration and oversight of the following programs and services. 
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  Assisted Living 
 

         Assisted Living is a combination of housing and 
 supportive services including personal care (such as bathing 
 and dressing) and household management (such as meals and 
 housekeeping). The Executive Office of Elder Affairs certifies 
 Assisted Living Residences (ALRs).  Assisted Living is a 
 residential option that stresses privacy, dignity, autonomy, and 
 individuality. There are over 100 assisted living residences 
 across the Commonwealth with others still under construction. 
 ALRs  vary in size and style ranging from small apartments to 
 larger family style units. Some serve fewer than ten residents 
 while others serve over 100 residents. Some ALRs are non-
 profit  organizations, some have religious affiliations and some 
 have residents who pay privately.  Some facilities do accept 
 Group Adult Foster Care (GAFC) payments from Medicaid.  

     
  Assisted Living Ombudsman Program 
 

           The purpose of the Assisted Living Ombudsman Program is 
 to maintain or improve the quality of life for assisted living 
 residents in the areas of health, safety, welfare or resident 
 rights. The Assisted Living Ombudsman acts as a mediator 
 and resolves problems or conflicts between the assisted living 
 facility and its residents. The Ombudsman serves as an 
 advocate for resident rights, promoting the dignity, autonomy 
 and respect of residents.  

 
  Community Care Ombudsman Program 
 

        The Community Care Ombudsman educates consumers 
 about their rights and responsibilities, counsels consumers 
 with problems, refers consumers to sources for help, and 
 investigates and resolves complaints through mediation.  

 
   
  Congregate Housing Program 
 

        The Congregate Housing program provides residences 
 that offer a shared living environment where elders can 
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 maintain their independence and “age-in-place” in a home-like 
 setting with supportive services.  Jointly sponsored by the 
 Department of Housing and Community Development and 
 the Executive Office of Elder Affairs, there are currently 
 almost 900 units statewide offering a model residential 
 alternative integrating shelter and support services.  

 
  Councils on Aging/Senior Center Programs 
 

   Councils on Aging/Senior Center Programs provide 
 social and health services, advocacy, information and referral 
 services for elders at the local level. Councils on Aging are 
 municipal agencies that receive technical assistance and 
 funding under formula and service incentive grants from the 
 Executive Office of Elder Affairs.  

 
   Elders at Risk (EAR) Program 
 

  The Executive Office of Elder Affairs contracts with 
 twenty-two (22) non-profit agencies throughout the 
 Commonwealth to provide problem-focused and goal-oriented 
 case management services to elders who are considered to be 
 seriously at risk. These individuals are no longer able to meet 
 essential needs for food, clothing, shelter, personal care, or 
 medical care due to physical and/or mental impairments, 
 substance abuse, or other serious problems. 

 
 Guardianship Program 

  
  The Executive Office of Elder Affairs contracts with 
 seven (7) agencies to provide guardianship services to elders 
 who have been abused.  A court has determined that these 
 individuals are at risk of harm, and lack decision-making 
 capacity. The primary objective is to act as an adjunct to 
 protective services when no other less restrictive means are 
 available to protect elders who are lacking the capacity to 
 consent to services. 
 Home Care Program 

  
  The Home Care Program is administered throughout 
 the Commonwealth through contracts with 27 private non-
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 profit corporations called Aging Services Access Points 
 (ASAPS). The ASAPs provide case management services that 
 include a comprehensive, interdisciplinary needs assessment 
 and care plan.  ASAPs contract with a variety of service 
 providers to address the identified needs of eligible elders in 
 the Home Care Program. These services may include: 
 homemaker, personal care, transportation, home delivered 
 meals, laundry service, grocery shopping services, adult day 
 care, chore services, companionship, personal emergency 
 response, adaptive housing, and emergency shelter.  

 
 Intergenerational Initiatives 

 
  The Executive Office of Elder Affairs provides 
 intergenerational programs and services to enhance quality of 
 life in conjunction with state agencies and social service 
 organizations. The program includes the Massachusetts 
 Grandparent Resource Network and offers a resource guide 
 and information and referral services to members of 
 grandparent-headed families. 

 
 Legal Services Program for the Elderly 

 
  Under Title IIIB of the Older Americans Act, federal 
 funding is provided through the Executive Office of Elder 
 Affairs and regional Area Agencies on Aging to eleven Legal 
 Assistance Program Grantees for the elderly. These programs 
 provide free legal assistance to people 60 years of age and 
 older in civil matters, prioritizing those elders in the greatest 
 economic and social need. Cases include: denials or 
 terminations of government benefits (such as 
 MassHealth/Medicaid, Social Security, SSI, Veteran’s 
 Benefits), tenant’s rights issues (including defense against 
 eviction), denials of applications to public and subsidized 
 housing, defense against unwarranted guardianships or 
 conservatorships, and nursing home resident’s rights.  
  
 Long-Term Care Ombudsman Program 

 
  The Long-Term Care Ombudsman Program was 

 developed to assist residents of nursing and rest homes. 
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 Services include: complaint investigation and resolution; 
 information and referral; and advocacy for change in the long-
 term care system. Volunteer ombudsmen are assigned to 
 facilities and have access to all nursing and rest home 
 residents. The program is operated through 24 local elder 
 services agencies. The program also provides information on 
 selecting a nursing home. 

 
 Nutrition Program 

  
   The Massachusetts Nutrition Program administers and 
 coordinates twenty-eight nutrition projects throughout the 
 state and serves eight million meals to elders each year. Meals 
 are provided at congregate meal sites as well as to homebound 
 elders.  

 
 Protective Services Program 

 
    The Protective Services Program investigates and 
 intervenes in cases where elders are neglected, abused or 
 financially exploited by someone in a domestic setting. The 
 program provides a 24-hour, seven-day emergency hotline. 
 The program ensures that elder victims of physical and 
 emotional abuse, neglect, and financial exploitation receive 
 protective and supportive services.   

 
 The Senior Community Service Employment Program 
 (Senior Aide) and Volunteer Services (Elder Service 
 Corps)  
 
  These programs manage special purpose employment 
 and volunteer programs for elders who meet age and/or 
 income requirements.  Elders work under these two programs 
 earning stipends as volunteers or hourly wages as part-time 
 employees in community and elder service agencies 
 throughout the state.  

 
 Title III Unit Oversight 

 
  The Executive Office of Elder Affairs is responsible for 

 monitoring and oversight of Title III of the Older Americans 
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 Act. This Act provides federal funding for social services to 
 elders and the coordination and planning activities of the 23 
 Area Agencies on Aging. 

 
  SHINE Program (Serving the Health Insurance Needs of Everyone) 
 

  The SHINE program is a statewide network of 500+ 
  volunteer health benefit counselors trained and certified by the 
  Executive Office of Elder Affairs.  In partnership with elder 
  network agencies, volunteers provide health care information, 
  assistance and counseling to elders and other Medicare  
  beneficiaries. The SHINE program is supported by grants  
  from the state Council on Aging Formula Grant fund and  
  grants from the Centers for Medicare & Medicaid Services  
  (CMS) which funds 53 State Health Insurance Assistance  
  Programs (SHIPs) across the nation. Fourteen regional elder 
  services agencies administer the program throughout the state 
  in partnership with over 400 member agencies.  
 
  Prescription Advantage 
  
        Prescription Advantage provides assistance to eligible 
  Massachusetts Medicare beneficiaries with some of the costs 
  of their Medicare prescription drug coverage.  The amount of 
  assistance provided by Prescription Advantage is determined 
  by the applicant’s gross household income.  Prescription  
  Advantage coverage is available to Massachusetts Medicare  
  beneficiaries who are age 65 or older and younger people with 
  qualified disabilities. Prescription Advantage will also provide 
  primary coverage for those who are not eligible for Medicare.  
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CHAPTER TWO – MEDICARE A & B 
 

OBJECTIVES 
 

* Review purpose of the Medicare Program 
* Describe the administration of the Medicare Program 
* Review Medicare eligibility and enrollment procedures 
* Explain the meaning of key words and phrases relating to Medicare 
* Describe the key features of Medicare benefits for Part A (Hospital)  
   and Part B (Medical) coverage  
 
INTRODUCTION 
 
 Medicare is a federal health insurance program for people 65 and 
over and some people with disabilities who are under 65.  Medicare was 
enacted into law in 1965, Title XVIII of the Social Security Act, and 
became effective on July 1, 1966. 
 
 The program was the first large federal health insurance program 
enacted by the United States government.  It was part of Lyndon B. 
Johnson’s Great Society Program.  Some important aspects of the Medicare 
program are: 
 

 Medicare is not a comprehensive health insurance program.  It 
was never intended to pay 100% of health care costs. 

 It forms the foundation for the retiree’s protection against heavy 
medical expenses. 

 Medicare will only pay for services that are reasonable and 
medically necessary for the treatment and diagnosis of an 
accident or illness.  These are services Medicare determines to be 
safe, effective and medically appropriate. 

 There are “gaps” in Medicare which require the beneficiary to pay 
a portion of his/her medical expenses. 

 
 The Affordable Care Act of 2010 provides improvements in costs 
and coverage to Medicare beneficiaries.  You will see this noted throughout 
the manual. 
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 An individual is eligible for Medicare if: 
 

 He/she is eligible to receive a Social Security pension, contributed 
to the Medicare Tax, and age 65 or older, or 

 He/she receives Social Security disability payments for 24 mos., or 
 He/she develops End Stage Renal Disease (ESRD) or 

Amyotrophic Lateral Sclerosis Disease (ALS) 
 
FULL RETIREMENT AGE 
 
 The full retirement age will increase over the next 20 years.  An 
individual who delays collecting his/her Social Security pension until full 
retirement age will need to make two contacts with Social Security.  The 
first contact should be three months prior to his/her 65th birthday to sign 
up for Medicare.  The second would be when he/she wants to begin 
collecting his/her pension.  Individuals will still be able to collect a pension 
at age 62, but there will be a reduction in the amount of the pension. 
 
                Age to Receive Full Social Security Benefits 

Year of Birth Full Retirement Age 
1937 or earlier 65 

1938 65 and 2 months 
1939 65 and 4 months 
1940 65 and 6 months 
1941 65 and 8 months 
1942 65 and 10 months 

1943-1954 66 
1955 66 and 2 months 
1956 66 and 4 months 
1957 66 and 6 months 
1958 66 and 8 months 
1959 66 and 10 months 

1960 and later 67 
 
 The increase in age for full Social Security benefits does not affect the 
age a beneficiary must enroll in Medicare.  The eligibility age for non-
disabled remains age 65.  Beneficiaries who are not receiving a Social 
Security benefit check but have Medicare will be billed quarterly for the Part 
B premium unless they specifically request a monthly bill.  If a beneficiary is 
paying for both Part A & Part B, a bill is sent monthly.  Payments may also 
be automatically deducted from the beneficiary’s checking account. 



Revised March 2014                                                                                                             Page | 23  
 

 
FOUR PARTS OF MEDICARE 
 
 The four parts of Medicare are: 
 

1. Medicare Part A – Hospital Insurance 
2. Medicare Part B – Medical Insurance 
3. Medicare Part C – Medicare Advantage Plans 
4. Medicare Part D – Medicare Prescription Drug Program 

 
ADMINISTRATION 
 
 The agencies in charge of Medicare are:   
     

 The Department of Health and Human Services (DHHS) – 
DHHS is the agency that administers the Medicare Program 
through its divisions, the Social Security Administration (SSA) and 
the Centers for Medicare and Medicaid Services (CMS). 

 
However, the U.S. Congress ultimately controls it. 
 

 
Department of Health and Human Services (DHHS) 

 
Centers for Medicare &           

Medicaid Services (CMS) 
Social Security Administration 

(SSA) 
          
         Determine policy    Process Medicare   

Budget for Medicare       applications 
Issue regulations    Issue Medicare cards 
Set provider fees    Provide public information 
Establish agreements with   Determine eligibility for  
   contractors                Medicare 
    
Medicare Administrative Contractors 

  
  Medicare Administrative Contractors (MACs) are insurance 
 companies that process claims under contract to the federal 
 government for all Medicare claims.  
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 For the New England region the MAC is the National 
Heritage Insurance Company (NHIC – 1-800-633-
4227). 

   

 One special contractor handles coordination of benefit 
concerns for beneficiaries who have insurance that pays in 
addition to Medicare.  The Coordination of Benefits 
contractor for the nation is at 1-800-999-1118. 

 
 End State Renal Disease networks provide information 

about treatment locations, benefits for ESRD patients, and 
qualify of care issues.  The ESRD Network for New 
England is at 1-203-387-9332. 

 
 Healthcare Quality Improvement Organizations (QIO) 

investigate all complaints about poor quality of care 
provided to a Medicare beneficiary by any Part A provider 
or Medicare Advantage plan.  The QIO for Massachusetts 
is MassPRO at 1-800-252-5533. 

 
ELIGIBILITY 
 

Medicare is an entitlement program.  This means if an individual 
meets the criteria, he/she is entitled to Medicare benefits.  The following 
requirements are called “eligibility criteria”. 
 

Age 65 and Older 
 

With some exceptions, in order to be eligible for Medicare 
benefits an individual must be 65 years of age or older, a citizen or 
lawfully permitted alien admitted for permanent residence for five 
years, and must qualify under one of the following conditions: 

 
 Entitled to receive Social Security benefits* and 

 contributed to the Medicare Tax, or 
 Entitled to receive Railroad Retirement Act** retiree 

benefits, or 
 Be a spouse, ex-spouse (marriage lasted at least 10 years),      

 widow or widower (age 65 and over) of a person who 
 qualifies for Social Security*** or Medicare benefits. 
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     *The age for full Social Security benefits differs from 
 the age for Medicare eligibility. 

 
 **One contractor handles all enrollment, card 

 issuance, address changes and claims for railroad 
 retirees at 1-800-808-0772. 

 
 Note:  For Medicare enrollment questions, call 

Social Security at 1-800-772-1213. 
 
 

 ***Important Note:  An individual may enroll in 
Medicare at age 65 even if he/she did not work under 
Social Security and contribute to the Medicare Tax if 
his/her spouse is: 

 age 62 and 
 worked 10 years (40 quarters) under Social      

  Security and  
 contributed to the Medicare Tax. 

     An individual who meets the above criteria who      
  does not enroll at age 65 and is not covered through             
  his/her own active employee coverage or that of his/her 
  spouse, may face a late enrollment penalty if he/she 
  delays enrollment until his/her spouse is age 65. 
 
  

Under Age 65 
 
 Individuals under age 65 can become eligible for Medicare if 
they are in one of the following categories: 
 

 Social Security Disability Insurance (SSDI):  
Individuals of any age who are entitled to Social Security 
or Railroad Retirement Disability Insurance benefits for 24 
months or more are eligible for Medicare coverage in the 
25th month.  For more information on SSDI requirements, 
call Social Security at 1-800-772-1213. 
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 End Stage Renal Disease (ESRD):  Individuals of any 
age with permanent kidney failure needing regular dialysis, 
or who have had a kidney transplant and are entitled to or 
receiving Social Security benefits, may be eligible for 
Medicare coverage.  Maintenance dialysis patients are 
eligible after a three-month waiting period.  Kidney 
transplant patients and those who participate in a self-care 
training program are eligible immediately.  To learn more 
about ESRD, dialysis, the treatment network, and quality 
of care issues, call the ESRD Network at 1-203-387-9332. 

 
 Amyotrophic Lateral Sclerosis (ALS):  Individuals who 

have been medically determined to have ALS will not have 
to wait the twenty-four month period normally required 
for individuals with a disability. 

 
ENROLLMENT 
 
 Enrollment is the process by which an eligible Medicare beneficiary 
applies for Medicare coverage under Part A and/or Part B.  For Medicare 
Part A there are three types of enrollment:  Automatic, Voluntary, and 
Standard.  For Medicare Part B the enrollment periods are Initial, 
Special and General. 
 

Medicare Part A Enrollment 
 
          Medicare Part A is premium-free for individuals who worked 
40 quarters (10 years) or, if married,  the spouse meets working 
requirement under Social Security and contributed to the Medicare 
Tax. 
 

Automatic Enrollment 
 

 Enrollment into Part A and Part B (unless the 
beneficiary declines Part B) is automatic if an 
individual is entitled to Social Security benefits and 
begins receiving those benefits prior to age 65.  
Approximately three months prior to the month 
he/she attains age 65, the individual receives an 
“Automatic Enrollment” notice and Medicare card 
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from Social Security.  If he/she does not receive this 
notice and card within one month of the 65th 
birthday, he/she should contact Social Security. 

 
 For an individual with a disability, he/she should 

receive his/her notice and card after the 24th month 
of receiving Social Security Disability Income (SSDI) 
payments.  This notice advises the beneficiary that 
he/she is enrolled in Medicare part A and Part B. 

 
 If the beneficiary does not want Part B, he/she must 

sign the card enclosed with the notice stating that 
he/she wants to reject Part B and send the card back 
to Social Security.  If the beneficiary wants Part B, 
then he/she should not return the card.  All 
beneficiaries pay a monthly premium for Part B.  
Most beneficiaries pay a standard monthly premium 
which usually increases each year.  However, Part B 
premiums are indexed based on income.  Higher 
income beneficiaries pay a higher Part B premium. 

 
 Important Note:  A penalty will be assessed to an individual 

who rejects Part  B when initially eligible and was not covered by an 
Employer Group Health Plan (EGHP) through active employment 
(either through his/her own employment or a spouse’s employment).  
Having a retiree plan or COBRA coverage does not protect a 
beneficiary from the penalty.  The penalty is 10% of the Part B 
premium for every twelve-month period a beneficiary was eligible for 
Part B and did not sign up.  The penalty percentage remains the 
same.  However, the penalty amount changes annually with the 
change in the Part B premium.  The penalty is for life. 

 
Voluntary Enrollment 
 
 Some individuals may not be eligible for premium-free 
Medicare Part A due to insufficient Social Security work 
credits.  These individuals may voluntarily purchase Part A by 
paying a monthly premium.  These premiums change in 
January of each year.  A person 65 or older who is not eligible 
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for Social Security or Railroad Retirement benefits may 
purchase Medicare coverage if he/she is: 

 
 An American citizen, or 
 An alien lawfully admitted for permanent residence 

who has resided in this country for five consecutive 
years 

 
 Note:  Although a person can voluntarily enroll in 

Part B without enrolling in Part A, all voluntary Part A 
enrollees are required to enroll in Part B also.  If one 
cannot afford to enroll in both Part A and Part B, he/she 
should be encouraged to enroll in Part B at least. 
 

 Special Note:  A voluntary enrollee (one who is 
paying for Part A) who does not enroll in Part A when 
initially eligible may be subject to a late enrollment 
penalty for Part A.  The penalty is 10% of the premium 
and is required to be paid for twice the number of years 
the beneficiary delayed enrollment.  Example:  If a 
voluntary enrollee delayed enrollment in Part A for two 
years, he/she would pay the penalty for four years. 
 
Standard Enrollment 
 
 The standard enrollment period is for those individuals 
who have not been collecting a Social Security pension prior to 
age 65.  These individuals must notify Social Security of their 
intent to enroll in Medicare. 
 
 A common myth about Medicare is that Medicare will 
know when an individual turns 65.  However, this is not the 
case.  Medicare and Social Security are two entirely separate 
entitlement programs.  People often file to receive Social 
Security benefits prior to age 65.  Only these early retirees can 
expect Medicare to know that their 65th birthday is 
approaching. 
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Medicare Part B Enrollment Periods 
 

Initial Enrollment Period 
 

 The initial enrollment period is a seven-month period 
encompassing the three months preceding an 
enrollee’s 65th birthday, the month of the 65th 
birthday, and the three months following the 65th 
birthday 

 
Mo. 1 

 

 
Mo. 2 

 
Mo. 3 

65th B’day  
Month 

 

 
Mo. 5 

 
Mo. 6 

 
Mo. 7 

  
 The individual can reject Part B without facing a 

penalty in the future if he/she is covered by 
employer group health insurance through active 
employment, either through his/her own 
employment or the employment of a spouse.  The 
employee must be actively employed, not covered 
under an employer retiree plan.  Individuals not 
covered due to active employment who delay 
enrollment into Part B will face a 10% premium 
penalty for each twelve-month period they delay 
enrollment.  In addition, these individuals will only 
be able to enroll during the general (annual) open 
enrollment described later in this chapter. 

 
 The date of enrollment determines the effective date 

of Medicare as follows: 
 

 If beneficiary enrolls during the first three 
months of the initial enrollment period, 
coverage will start the month he/she is first 
eligible   

 If beneficiary enrolls during the last four 
months of the initial enrollment period, 
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coverage will start from one to three months 
after he/she enrolls  

 
If beneficiary 
enrolls in this 

month of initial 
enrollment period:

 
Medicare Part B Coverage 

Starts: 

1 
The month beneficiary 
becomes eligible for Medicare 

2 The month beneficiary 
becomes eligible for Medicare 

3 The month beneficiary 
becomes eligible for Medicare 

4 
One month after beneficiary 
enrolls 

5 Two months after beneficiary 
enrolls 

6 Three months after beneficiary 
enrolls 

7 
Three months after beneficiary 
enrolls 

  
 Special Enrollment Period 

 
 The special enrollment period is available if an 

individual is eligible for Medicare based on age (65) 
or disability but waited to enroll in Medicare Part B 
because he/she or spouse is actively working and has 
group health plan coverage through an employer. 

 
These individuals can sign up for Medicare Part B 
anytime while covered  by the group health plan 
based on current employment status or during the 
eight-month period following the month the group 
health plan coverage ends or the employment ends, 
whichever comes first. 

 
 The eight-month special enrollment period begins 

when the employer’s coverage ceases to be primary 
which is usually when a person or his/her spouse 
retires or loses health care coverage for active 
employees. 
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 If a beneficiary is disabled and working (or has 
coverage from a working family member), the special 
enrollment period rules also apply. 

 
 Note:  Beneficiaries who delay enrollment 

beyond their special enrollment period are subject 
to the surcharge on the premium of 10% for each 
twelve-month period they delayed enrolling into 
Part B and lacked employer-based group health 
coverage. 

 Important Note:  Beneficiaries who are 
entitled to Medicare because of a disability can join 
Part B when they become initially eligible or when 
they turn 65 and not incur a penalty.  If they refuse 
Part B at initial eligibility (and are not covered 
because of active employment – self or spouse) and 
later choose to join prior to age 65, they will incur a 
penalty and can only join during the general 
(annual) open enrollment period.  Once they turn 
65, the penalty will be removed and they will have a 
“clean slate”. 

 
          Special Note:  For a beneficiary 65 and over 

who is covered because of his/her active 
employment (or that of the spouse) and whose 
employer has fewer than 20 employees, Medicare is 
primary payer and the employer plan is secondary.  If 
the beneficiary is on Medicare because of a 
disability, and the employer fewer than 100 
employees, Medicare is primary payer and the 
employer plan is secondary.   It is important for 
SHINE counselors to stress that the beneficiary 
needs to talk with their employer to fully understand 
how this will impact their coverage and costs.   
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General Enrollment Period 
 

 The general enrollment period is for late enrollees. 
 

 A late enrollee is a person who did not take Part B 
when he/she became eligible and did not have health 
coverage through an employer health plan for 
actively working employees. 

 Voluntary enrollees who did not apply during their 
initial enrollment period near their 65th birthday are 
also considered late enrollees and can apply for 
Medicare Part B only during the general (annual) 
enrollment period.  These individuals would 
receive a penalty for late enrollment. 
 
 
 

  Note:  A late enrollee who is eligible to have her/his Part B 
premium paid by MassHealth may enroll outside of the General 
Enrollment Period.  The month of entitlement to Part B is the same 
as the start date for the MassHealth Buy-In program.  See chapter 
entitled:  Public Benefits for information about the Buy-In Programs. 

 
 
 

 The general enrollment period is from January 1 to 
March 31 of each year and coverage takes effect on 
July 1 of that year. 

 
 
 

  
Jan 
 

 
Feb 

 
Mar 

 
Apr

 
May

 
Jun

July 1 
Effective

Date 

 
Aug 

 
Sep 
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         Example:  Mr. Santos retires at age 65 and declines Medicare Part 
B.  At age 70 Mr. Santos wants to purchase Part B.  Mr. Santos would 
have to wait until the General Enrollment Period to take Part B and his 
coverage would not begin until July 1.  Additionally, Mr. Santos would 
have a 50% penalty added onto his Part B premium (10% of the 
premium for each twelve-month period he did not sign up for Part B  
(see example below).  The amount of the penalty would change 
annually with the change in the premium, only the percentage would 
remain the same for life.  

  
Enrollment 

Year 
Monthly 

 Premium 
Penalty @ 

10%/yr. x 5 years=50%
Total Cost to 
Mr. Santos 

 
Year One 

 
$90.00 

 
($90.00 x 50%)=$45.00 

 
$135.00 

Year Two $100.00 
($100.00 x 50%) 

$50.00 
$150.00 

 
 Tip:  Medicare beneficiaries including voluntary enrollees may 

be able to get help paying for Part B premiums.  For full details, see 
the chapter entitled:  Public Benefits. 
 
MEDICARE CARD 
 
 The Medicare card shows whether the beneficiary has Parts A and B 
as well as his/her name and claim number.  Some important information 
about the Medicare card is listed below:   
 

 The information listed on the card is what is listed in the Social 
Security Administration computer system and is “accurate” unless 
corrected via a Social Security Office inquiry.  Therefore, any 
misspelled names are to be used as printed on the card for claims 
and inquiries.  If a beneficiary needs to correct the information on 
his/her card, a new card should be issued. 

 
 Each Medicare claim number is unique to that beneficiary. 

 
 The claim number has nine digits and a letter.  The suffix of this 

number indicates how the beneficiary qualifies for Medicare.  
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Most claim numbers are the beneficiary’s own Social Security 
number.  However, some spouses or widows and widowers are 
eligible for Medicare based on their spouse’s record of paid 
employment.  These individuals will have a Medicare claim 
number that is based on their spouse’s Social Security number. 

 
 Railroad beneficiaries have the letter (prefix) before the claim 

number. 
 

 Beneath the words “IS ENTITLED TO” are the words: 
 

 “HOSPITAL INSURANCE” (PART A) or 
 “MEDICAL INSURANCE” (PART B) or both and, to the  
 right of that, the date each type of coverage began 

 
 The effective dates of coverage may not be the same for both 

parts. 
 If a person loses his/her card or has questions regarding Medicare 

coverage, they should contact a local Social Security office or call 
the central Social Security office at 1-800-772-1213. 

 
  Note:  All beneficiaries who enroll in Medicare will 

automatically be provided a password to access the 
www.mymedicare.gov website.  Medicare sends the beneficiary 
a letter to notify him/her of the password.  The site allows 
members to track their benefits used, benefits available and 
billing history. 

 
  Tip:  When interviewing a client, be sure to find out 

whether he/she is enrolled in Part A or Part B or both.  Ask to 
see the Medicare card. 
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MEDICARE PART A – HOSPITAL INSURANCE 
 

Medicare Part A Helps Pay For: 
 

 Inpatient hospital care 
 Skilled nursing facility care 
 Home health agency 
 Hospice care 
 Blood 

 
 Medicare Part A is premium-free for those who meet the 
eligibility criteria. 
 

 Note:  An individual meets the eligibility criteria if 
he/she earns 40 credits (works 10 years) under Social Security.  

 
  Inpatient Hospital Care 
 

 Four conditions must be met to determine if the 
hospital stay is medically necessary before Medicare will pay 
for inpatient hospital care. 
 

1. A doctor prescribes inpatient hospital care for 
treatment of illness or injury 

2. The care required can only be provided in a hospital 
3. The hospital is participating in Medicare 
4. The utilization review committee does not 

disapprove the hospital stay 
 
   Covered Days Under Medicare Part A 
 

 The Medicare beneficiary is responsible for the 
Part A deductible per benefit period. 
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 Tip:  A benefit period is a period of time that 

Medicare pays for a person’s care in a hospital or 
skilled nursing facility.  For a hospital, the benefit 
period begins the first day a beneficiary receives 
inpatient care and ends when a beneficiary has 
been out of the hospital or skilled nursing facility 
for 60 days in a row (including the day of 
discharge).  There is no limit to the number of 
benefit periods a beneficiary can have for hospital 
and skilled nursing facility care. 

  
 Details about Medicare’s coverage for hospital 
inpatient stays are listed below: 
 

 Medicare pays 100% of hospitalization for up 
to 60 days with the exception of the Part A 
deductible and personal convenience items 

 
  The Part A deductible and co-payments 

change January 1st of each year.  CMS 
establishes the amount of the new Part A 
deductible by federal regulation 

  Each Medicare benefit period provides 90 
days of hospital care, if needed 

 
 If a Medicare beneficiary is out of the 

hospital and has not received skilled 
care in any other facility for 60 or more 
consecutive days, a new benefit period 
begins with the next hospital admission.  
There is no limit to the number of 
benefit periods a Medicare patient can 
have in their lifetime; but, remember, 
the Part A deductible will apply to each 
benefit period. 

 
 The benefit period is not based on any 

calendar year 
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 For days 61-90 in a benefit period, Medicare 
pays all hospital costs except for the daily co-
payment 

 
 The beneficiary pays the co-payment 

per day for the benefit period of the 
61st-90th day 

 
 The 90-day benefit period is renewable 

 
 In addition to the renewable benefit period, 

each Medicare beneficiary has 60 “lifetime 
reserve days”.  Lifetime reserve days are not 
renewable. 

 
 Before lifetime reserve days can be 

used, the Medicare recipient must have 
exhausted their 90 inpatient hospital 
days in a benefit period and remain 
hospitalized 

  
 The lifetime reserve days may be used 

in a single hospitalization or in several 
spells of illness over the life of the 
recipient 

 
 Very few people ever exhaust their 60 

lifetime reserve days 
 

 The beneficiary pays the per day co-
payment for each lifetime reserve day 

 
 Medicare pays the balance of hospital 

expenses for each reserve day 
  
 Medicare pays nothing beyond 150 days in a 
benefit period of Medicare covered hospitalization.  
(Many health insurance supplements do cover extended 
hospital stays.  For example, all Medigap policies 
provide an additional 365 lifetime days in a hospital 
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after all Medicare days are exhausted.  For more 
information see the chapter entitled:  Medicare 
Supplement Insurance [Medigap].) 
 
 The law requires participating hospitals to accept 
Medicare payment as payment in full for the covered 
services.  Those hospitals are prohibited from billing the 
Medicare patient for anything other than the deductible 
and co-payment amounts, plus any amounts due for 
non-covered items of service. 

 
Services Covered During Hospital Stay 
 
 The following services are covered during a 
hospital stay: 
 

  Semi-private room and all meals 
  Special care units such as an intensive care unit 

or coronary care unit 
  General nursing services 
  Drugs administered in the hospital 
  Lab tests included in the hospital bill 
  Radiology services included in the hospital bill, 

e.g., x-rays, radiation therapy 
  Medical supplies such as casts, splints and 

surgical dressings 
  Operating and recovery room costs 
  Rehabilitation services such as physical 

therapy, occupational therapy, and speech 
pathology services 

  Use of appliances (e.g., wheelchairs) 
  Blood transfusions after the first three pints 

 
Services Not Covered Under Medicare Part A 
During Hospital Stay 
 
 The following services are not covered during a 
hospital stay: 
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 Physician services (billed under Part B) 
 Personal convenience items (e.g., television, 

telephone) 
 Extra charges for a private room unless it is 

medically necessary or the only type of 
room available 

 First three pints of blood (unless the blood 
deductible has been satisfied under Part B) 

 Private duty nursing 
 

Miscellaneous Hospital Coverage 
 
 Care In a Psychiatric Hospital 
 

 Medicare’s coverage in a psychiatric 
hospital is as follows: 
 

 Medicare pays for no more than 190 
lifetime days of inpatient care in a 
participating, freestanding psychiatric 
hospital.  General hospitals with mental 
health wings are billed as regular 
hospital treatment and benefit periods, 
etc. No lifetime limit for care in general 
hospitals 

 
 The hospital deductible applies to 

psychiatric hospital admissions as well 
as to acute care hospital admissions 

 
Care In a Foreign Hospital 
 
 Medicare usually does not pay for care 
outside the United States.  Medicare may pay 
for care in a Mexican or Canadian hospital in 
three situations (Claims for these services 
usually require special handling.): 
 

1. The beneficiary is in the United States 
when an emergency occurs and a 
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Canadian or Mexican hospital is closer 
than the nearest United States hospital 
that can provide services. 

 
2. The beneficiary lives in the United 

States and the Canadian or Mexican 
hospital is closer to their home than 
the nearest United States hospital 
regardless of emergency cases. 

 
3. The beneficiary is in Canada traveling 

by the most direct route to or from 
Alaska and another state and an 
emergency occurs that requires the 
person be admitted to a Canadian 
hospital.  (Emergencies that occur 
while one is vacationing in Canada are 
not covered.) 

 
 If a Medicare beneficiary plans to travel 
outside the United States, he/she should: 
 

 Check current Medicare supplement 
insurance to see if it has worldwide 
coverage.  (See chapter entitled:  
Medicare Supplement Insurance 
[Medigap] for more information.) 

 
 Buy a specialty policy that will cover 

him/her for accidents and illnesses 
outside the United States 

 
 Contact a travel agency for a short-

term health insurance policy for 
foreign travel 

 
Care In a Christian Science Sanitarium 
 
 Medicare pays for inpatient care received 
in a participating Christian Science sanitarium if 
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it is operated or listed by the First Church of 
Christ Scientist in Boston.  (Not all states have 
a Christian Science sanitarium.) 

 
 

Skilled Nursing Care 
 

Medicare Hospital Insurance helps pay for inpatient 
skilled nursing care in a Medicare participating skilled nursing 
(SNF) or rehabilitative services facility following a hospital stay 
if a person’s condition requires daily skilled nursing or 
rehabilitation services.  This service is very limited and 
restrictive. 

A skilled nursing facility is a specially qualified facility 
that has the staff and equipment to provide skilled nursing 
care, rehabilitation services, and other related health services. 

 
Medicare requires that the following conditions be met 

before payment is made for skilled nursing facility (SNF) care: 
 The provider must be a Medicare participating 

skilled nursing facility.  Some facilities do not 
participate in Medicare, or have only some Medicare 
designated beds. 

 
 The patient’s physician must certify that the patient 

needs and receives daily skilled care from an RN, 
physical, occupational, or speech therapist. 

 
 The individual must have had a medically-necessary 

inpatient hospital stay of at least 3 consecutive 
calendar days.  (Day of discharge and time being 
observed in a hospital before an individual is 
admitted does not count.) 

 
 The individual must have been admitted to a SNF 

within a specified time period (30 days) of discharge 
from the hospital. 
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 In order to qualify for Medicare payment in a SNF, a 

person must need and receive a covered SNF level 
of care – this means daily skilled services which can 
only be provided in a SNF.  Part A will not pay for 
a patient who needs skilled care only occasionally or 
intermittently, such as once or twice a week. 

 
Covered Days for Medicare SNF Care 
 

Medicare Hospital Insurance will pay up to 100 
days per benefit period as follows: 

 
 Days 1-20, Medicare pays 100% 
 Days 21-100, Medicare pays all but a daily co-

payment amount 
 No coverage beyond 100 days per benefit 

period 
 
 

 Note:  The 100 day benefit period may be 
renewed by remaining out of the SNF for 60 
consecutive days, returning to the hospital for at 
least 3 days, being admitted to a SNF within 30 
days of hospital discharge and meeting all of 
Medicare’s skilled care criteria. 

 
Benefit Period Examples 
 

To calculate the days used in a benefit 
period all days are counted from admission and 
including day of discharge. 

 
Example #1 – Hospital Benefit Period:  Mr. Jones 
is hospitalized on January 5th and remains in the 
hospital until January 12th.  Mr. Jones would have 
used 8 days of his hospital benefit period.  Day of 
discharge is counted.  Mr. Jones would have 82 
days left in his hospital benefit period. 
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Example #2 – SNF Benefit Period:  Mr. Jones is 
discharged from the hospital on January 12th, 
transferred  to a SNF and remains there until 
February 9th.  Mr. Jones used 29 days of his SNF 
benefit.  Day of discharge is counted to determine 
how many days were used.  He would have 71 days 
left of his SNF benefit. 

 
To calculate what amount of money the 

beneficiary is responsible for, count the days used 
but do not include the day of discharge. 

 
Example #1:  Mr. Jones used 8 days of his 
hospital benefit period and would be responsible 
for the Part A hospital deductible. 
 
Example #2:  Mr. Jones used 29 days of his 
SNF benefit.  Medicare would pay day 1-20 
100%.  Mr. Jones would be responsible for the 
co-payment amount for days 21-28 (do not 
include day of discharge). 
 
 
 
 

Major Services Covered In a Skilled Nursing 
Facility 
 
 Medicare covers the following services: 
 

 Semiprivate room 
 All meals (including special diets) 
 Regular nursing services 
 Rehabilitation services (physical, occupational, 

and speech therapy) 
 Drugs and medications furnished by the SNF 

during the stay 
 Use of medical equipment and supplies 

furnished by the SNF 
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Services Not Covered In a Skilled Nursing Facility 
 
 Medicare does not cover the following services: 
 

 Personal convenience items, e.g., television 
 Extra charges for a private room unless it is 

medically necessary 
 Physician services are covered under Medicare 

Part B 
 

Definitions of Levels of Care 
 
 Skilled Care 
 

 Skilled care in a nursing home is care in 
which the services are ordered by and 
included in the plan of treatment 
established by the physician. 

 
 Skilled nursing care means care that can 

only be performed by, or under the 
supervision of, licensed nursing 
personnel.  Skilled rehabilitation 
services may include such services as 
physical therapy performed by, or under 
the supervision of, a professional 
therapist.  Often a patient will improve 
and later start to receive less medical 
attention.  Intermediate/custodial care 
would then be more appropriate. 

 
Intermediate Care 

 Intermediate care requires less medical 
attention than regular skilled care.  This 
level is distinguished by eight hours of 
licensed nursing care. 

 Medicare does not pay for intermediate 
care. 
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Custodial Care 
 
 Medicare does not pay if a person requires 
only custodial care. 

 Custodial care is primarily for the 
purpose of meeting personal needs 
such as bathing, dressing, toileting, 
transferring and eating. 

 A patient usually receives this level of 
care because he/she is unable to take 
care of him/herself and is not in the 
nursing home for medical reasons. 

 
 To find out more about nursing homes and the 
rights of residents of nursing homes, call the Long Term 
Care Ombudsman Program at 1-800-AGE-INFO (1-800-
423-4636).  Ask to be connected with the Long Term Care 
Ombudsman regional program.  The ombudsman can 
answer many questions about nursing homes in 
Massachusetts including, but not limited to, the 
admission process, selection criteria, and the rights of 
residents. 

 
 

 
 
 

Home Health Services 
 

 Overview: 
 Medicare pays for beneficiaries to get certain health care 

services in their home if they meet particular eligibility 
criteria and if the services are considered reasonable and 
necessary for the treatment of their illness or injury. This is 
known as the Medicare home health benefit.  There is no 
limit on how long a person can receive this benefit as long 
as they meet the eligibility criteria below. 
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 Eligibility: 
To fulfill Medicare’s eligibility requirements for home health 
coverage, a person must meet the following 4 criteria: 

 

1.  Be confined to the home (“homebound”). 

 To qualify as homebound the person must 
meet at least one of Criteria-One (see below)  

 If they do meet one of Criteria-One, then they 
must also meet BOTH of Criteria-Two (see 
below) 

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

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

                                          OR  
 

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

II. Criteria-Two (if the person meets one of the 
criteria from Criteria-One, they 
then must meet BOTH of the 
following criteria) 

 There MUST exist a normal 
inability of the person to leave 
home.    

                           AND 

 It MUST require a considerable 
and taxing effort for the person 
to leave home 
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2.  Be under the care of a doctor. 
 

 Medicare will only cover home care services 
when a doctor has determined that the person 
needs skilled nursing or rehabilitation therapy 
at home, and then orders and signs an order 
for that care. 

 
 

 
 
 
 
. 

 
 
 
 
 
 

3.  Need skilled care and on a part-time or 
intermittent basis. 

 Skilled care requirement: Skilled care can be 
from a registered nurse, licensed nurse 
practitioner, or a skilled physical, occupational 
or speech and language therapist. 

 Part-time or intermittent requirement: 
Part-time is defined by Medicare as 28 to 35 

FYI FOR COUNSELORS 
Leaving the home 
Individuals can still meet the definition of homebound even if they leave the 
home occasionally and for short periods of time, such as to go to church or for a 
haircut, or to receive on-going, outpatient kidney dialysis.  
But in order to qualify as homebound and receive this benefit, they MUST 
require either a supportive device, use of special transportation, or the assistance 
of another person to leave the home. 

FYI FOR COUNSELORS 
Face to face visit requirement 
A requirement for this benefit is that the doctor or nurse practitioner (NP) 
working with the doctor must complete and document a face-to-face visit 
with the beneficiary up to 3 months before the start of home health care or 
within 1 month after the benefit has begun.  This is to ensure that the doctor 
or NP has met with the beneficiary and can attest that the beneficiary is 
indeed homebound and in need of skilled services. 
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hours per week of combined skilled nursing 
and home health aide services. 

 Intermittent generally means from once 
daily, for periods up to 21 days if there is a 
predictable end to the daily care, to once every 
60 days.   

 
 

 

 

 

 

 

 

 

4. Get skilled care from a Medicare-approved home 
health care agency. 

 
 Medicare will only cover the home health care 

benefit if the home health agency providing 
the care is a Medicare-approved (certified) 
agency.   

 
 
 
 

 
 
 
 
 
 
 
 

FYI’S FOR COUNSELORS 
Exceptions 
There may be exceptions for unusual circumstances, such as the need for 
sterile wound care when the wound does not heal in 21 days. 
Recent revision about continuation of skilled care when a person’s 
condition has not improved  
Medicare recently revised its manuals to clarify that a person’s condition does 
not need to improve in order for a person to get continued skilled care 
coverage.  Prior to this revision, there had been a longstanding misconception 
about Medicare’s requirement for home health coverage in which people were 
denied home care coverage because their condition had “plateaued”, that is 
they were not improving.   

FYI FOR COUNSELORS 
Choosing an agency  
The beneficiary can choose the home health agency from which they receive 
their care.  You can help them find a Medicare-approved agency in their area 
with Medicare’s Home Health Care online tool at 
www.medicare.gov/homehealthcompare 
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 Services/supplies Medicare DOES pay for under the home health 
care benefit: 

 

 Part-time or intermittent skilled nursing care  
 Physical therapy  
 Speech therapy  
 Occupational therapy  
 Medical social services (e.g., dietary counseling)  
 Part-time or intermittent care (e.g., bathing & changing of 

dressings)  
 Medical supplies  
 Durable medical equipment (e.g., wheelchairs, oxygen, 

hospital beds and walkers), subject to 20% coinsurance  
 
 

 Services/supplies Medicare DOES NOT pay for under the home 
health care benefit: 

 

 Homemaker services  
 Home delivered meals (“Meals on Wheels”) 
 Personal care services in the absence of a skilled nursing 

need 
 Prescription drugs  

 

 Payment: 
 Medicare pays 100% for all covered and medically 

necessary home health services with the exception of 
durable medical equipment, for which Medicare pays 80% 
as long as the beneficiary continues to meet coverage 
requirements.   

 

 Termination of services: 
 

 A home health agency may decide that a person no longer 
is homebound or no longer meets the need for skilled 
nursing or rehabilitative care and seek to terminate care.  
Prior to ending care the agency must: 

 

1. Provide notice: 
Issue an Advance Beneficiary Notice (ABN) of Medicare 
Provider Non-Coverage no later than 2 days before 
services will be ended.   
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2. Provide information on appeals: 
Included in this notice is information explaining 
the beneficiary’s appeal rights and provides 
contact information for the Quality Improvement 
Organization (Q10) which will review an appeal of 
the home health agency decision, if requested. 
 

 
Hospice Care 
 

Hospice is care provided for pain relief and symptom 
management to terminally ill patients by a public agency or 
private organization whose primary role is hospice care. 

 
Medicare’s Requirements for Coverage of Hospice 
Care 
 

In order for a beneficiary to be covered under 
Medicare’s hospice benefit the following criteria must 
met: 

 
 Doctor certifies the patient is terminally ill 

(diagnosed as having six months or less to live 
if the illness runs its normal course) 

 Patient has elected to receive care from 
Hospice instead of regular Medicare benefits 
for the terminal illness.  By electing Hospice, a 
patient is agreeing to forego all further medical 
treatment except for pain management.  
However, it is possible under certain 
conditions to return to regular Medicare and 
receive treatment. 

 Care is provided by a Medicare certified 
hospice program. 
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 Medicare will pay for up to two ninety-day 
periods, one thirty-day period, and a fourth 
unlimited extension period. 

 The beneficiary only pays small coinsurance 
fees for outpatient drugs and inpatient respite 
care. 

 
 Note:  Medicare will pay 100% for most 

covered services.  
 

Medicare Covered Services Provided by Hospice 
 
 Medicare covers the following services under the 
hospice benefit: 
 

 Doctor and nursing services 
 Home health aid and homemaker services 
 Medical supplies and appliances 
 Physical, occupational and speech therapy 
 Drugs for symptom control and pain relief 

(may be small co-pay for drugs) 
 Counseling for patient and family 
 Medical social services 
 Short-term respite care (including inpatient) – 

beneficiary pays 5% of Medicare allowed 
amount for inpatient respite care 

 Care in a hospice facility, hospital or nursing 
home when necessary 

 
 Note:  The Medicare hospice benefit 

does not pay for treatment other than for pain 
relief and symptom management of a 
terminal illness. 
 

 
 Note:  Medicare still pays for any 

medically necessary care the patient may 
need that is not related to the terminal 
illness. 
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Blood 
 
 After the first three pints or units, Medicare Part A pays 
for all costs for blood (whole blood or units of packed red 
cells), blood components, and the cost of administration for a 
Medicare inpatient of a hospital or skilled nursing facility.  The 
Medicare patient is responsible for the first three pints or units 
(unless met under Part B) by either paying the administrative 
fees or having the blood replaced, or both. 
 
 If the blood is replaced by the Medicare beneficiary or 
another person on his/her behalf, the hospital or skilled 
nursing facility cannot charge for the blood, only the 
administrative charges, which could cost more than the blood 
charges. 

 
Inpatient Hospital Prospective Payment System (PPS) 
 
 The Medicare PPS pays hospitals fixed dollar amounts that are 
determined per case according to an individual’s diagnosis for each 
hospital stay. 
 

 The system categorizes illness/inpatient admissions into 
nearly 500 diagnosis related groups (DRGs) 

 In cases of extra long stays or very high costs, known as 
“outliers”, extra payment can be made to the hospital 

 
 PPS does not change the beneficiary’s hospital costs.  
Hospitals may not bill the beneficiary over the amount of the  
 
Medicare hospital deductible and applicable coinsurance. 
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Utilization Review Committee 
 
 The Utilization Review Committee (URC): 
 

 Continually review patients’ stays in hospitals and skilled 
nursing facilities.  These committees work within facilities 
and are comprised of doctors or professionals not related 
to the patients involved.  Each admitted person’s doctor 
must satisfy the URC that the patient meets the admission 
criteria and continues to need an acute hospital level of 
care. 

 
 Determines if the patient is meeting Medicare’s standards 

for needing medical care in a hospital setting.  Sometimes, 
the URC will overrule the patient’s doctor and determine it 
is time for the patient to be discharged from the hospital 
(to home or another level of care). 

 Has the authority to terminate Medicare’s obligation to pay 
for medical services in a hospital or skilled nursing facility.  
It is the URC that determines that it’s time to be 
discharged.  If a patient disagrees, they may appeal.  (See 
chapter entitled:  Medicare Claims 
Processing/Appeals/Fraud & Abuse for more details.) 

Limitation of Liability 

 In some situations, a beneficiary who did not know and did 
not have reason to know that services would not be covered is 
protected from liability to pay for those services.  The three specific 
types of situations are: 

1. When the services were not found to be “reasonable and 
necessary” for the treatment or diagnosis of an illness or 
injury 
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2. When care was found to be “custodial” 

3. When home health services are not covered because the 
beneficiary was not “homebound” or did not require 
intermittent or part-time skilled nursing care 

 In order for the beneficiary to have known that the services 
would be denied for these reasons, he/she must have been given 
advance notice by the hospital, nursing home or home health agency 
(the “provider”).  The beneficiary must receive an explanation of why 
the provider predicts Medicare denial, so the beneficiary can make an 
informed decision in advance about whether to request the service 
and pay for it him or herself.  Providers have developed paper forms 
to give to patients whenever they anticipate Medicare coverage will 
be denied. 

 Beneficiaries can always ask for a provider’s decision to be 
reviewed formally by Medicare.  The provider can submit a “demand 
billing” to Medicare to get a formal determination.  Also, a 
beneficiary can call the Medicare contractor (1-800-Medicare/1-800-
633-4227) to learn more about what kinds of medical services are, 
and are not, considered “reasonable and medically necessary” and 
thus covered by Medicare.  The chapter entitled:  Medicare Claims 
Processing/Appeals/Fraud & Abuse explains how to initiate an 
appeal in more detail. 

Hospital Discharge 

 If a Medicare beneficiary feels he/she is not ready to be 
discharged from the hospital, he/she has the right to appeal. 

 How to Appeal the Hospital’s Decision to Discharge 

  A Medicare beneficiary should: 

 Ask for a written “Notice of Non-Coverage” 
which states he/she must leave the hospital 

 Call MassPRO(the Quality Improvement 
Organization [QIO] – an organization of doctors 
and nurses who contract with Medicare to review 
hospital discharge decisions) and request an 
immediate review of the notice.  The beneficiary 
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must call MassPRO at 1-800-252-5533 by noon of 
the next business day after receiving the written 
notice of non-coverage to receive an immediate 
review.  The hospital may not discharge the 
beneficiary until MassPRO has completed its review.  
See the chapter entitled:  Medicare Claims 
Processing/Appeals/Fraud & Abuse for more 
details on all appeal processes. 

Discharge Plan 

 If a beneficiary is in a hospital or skilled nursing facility 
setting, he/she should speak with a discharge planner to 
understand their full rights to care in that setting and their 
rights to a full and comprehensive discharge plan for follow-up 
medical treatment and social services in the community once 
they return home. 

 If the beneficiary did not have time to plan before 
he/she entered an acute care hospital, he/she still has the 
opportunity to fully participate in their discharge plan.  
Beneficiaries should ask to speak with the discharge planner.  
Any patient of any age can ask the discharge planner to 
evaluate their needs after discharge. 

 If the beneficiary needs continuing care, the doctor, 
nurse and discharge planner will work with the beneficiary and 
his/her family to develop a special plan to meet his/her needs.  
Beneficiaries should share with the discharge planner any 
concerns he/she may have about his/her ability to manage 
their own personal care, medications, housekeeping, care 
giving duties, mobility and recovery needs once he/she has 
returned home. 

 If the beneficiary needs continuing care services, the 
hospital discharge planner must give him/her a written 
discharge plan before he/she leaves the hospital.   

 Special Rule:  If a Medicare beneficiary is leaving 
an acute care hospital, the hospital must give him/her 
the written plan 24 hours before he/she leaves the 
hospital. 
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 Information Required in the Discharge Plan 

 The following information is required in a 
beneficiary’s discharge plan: 

 The continuing care services he/she needs, 
including medical treatments, medical 
transportation and homemaker services 

 Detailed information about the services that 
have been arranged 

 Names, addresses and phone numbers of the 
service providers 

 A schedule outlining when nursing, 
therapeutic or custodial care services will 
begin 

 Medications he/she will need and instructions 
on their use 

 Information about special diets and 
treatments 

 Exact timetables for resuming “normal” 
activities; for example, when he/she can start 
driving again 

 The schedule for any follow-up medical 
appointments 

 If the beneficiary is told by hospital staff that 
he/she is going home but the beneficiary has not yet 
received a written discharge plan, he/she should ask for 
the plan in writing.  The beneficiary must sign the plan 
to indicate he/she received the plan.  This signature 
does not mean that the beneficiary agrees that the 
plan is appropriate. 

In some cases, the beneficiary may not agree with 
the discharge plan.  For example, he/she may think the 
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plan does not arrange for all the services that he/she 
will need at home.  The beneficiary may prefer another 
skilled nursing facility, or the family caregiver will not be 
able to help.  If the beneficiary is dissatisfied with the 
discharge plan, he/she should first talk with the 
discharge planner.  If still not satisfied, then he/she may 
contact the Massachusetts Department of Public 
Health, Division of Health Care Quality at 1-800-
462-5540. 

 Special Rule:  If a Medicare beneficiary is 
dissatisfied with his/her discharge plan, he/she 
has the right to a formal appeal to the Department 
of Public Health. 

 
Steps for an Appeal of a Hospital Discharge 
Plan 
 
 The beneficiary should tell the discharge 
planner immediately, while he/she is still in the 
hospital, that he/she does not agree with the 
plan. 
 

 The discharge planner must arrange a 
meeting with the beneficiary and try to 
develop a plan that is acceptable. 

 If the beneficiary is still dissatisfied, 
he/she has the right to appeal to the 
Advocacy Office of the 
Massachusetts Department of 
Public Health 

 The beneficiary should contact the 
Advocacy Office at 1-800-462-5540 or 
1-617-753-8000 by noon of the first 
day after he/she receives the discharge 
plan.  The Advocacy Office will work 
with the beneficiary and the hospital to 
resolve the problems if at all possible. 
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 Once home, the beneficiary still may have 
many questions about his/her care, either 
medical needs or in-home social services.  There 
may be several agencies or health care 
professionals (doctors, nurses, therapists) 
involved in delivering the care the beneficiary 
needs.  The hospital’s discharge plan lists these 
agencies and/or health professionals.  It is 
important that the beneficiary know the names, 
addresses, and telephone numbers of those who 
will be working with him/her. 
 
 A beneficiary should not hesitate to call 
his/her doctor, discharge planner or managed 
care case manager whenever he/she has 
questions about his/her recovery, discharge plan, 
or when there are problems with the services 
being provided.  Beneficiaries should ask them to 
help resolve the problem. 
 

Quality of Care Complaints 
 
 The Medicare Beneficiary Complaint Response Program is a 
service provided to all Medicare beneficiaries.  This system ensures 
that all complaints are examined to determine if clinical quality of 
care problems exist.  When problems are identified, quality 
improvement efforts are undertaken. 
 
 There are two options for resolving a complaint: 
 

1. Medical Review 
2. Mediation 
 
Medical Review 
 
 Currently, each Medicare beneficiary complaint goes 
through a medical review process.  This process can take from 
85 to 165 days to complete. 
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 The review is conducted by medical staff at 
MassPRO who examine the medical record to 
address the quality of care issues. 

 There is no dialogue between the beneficiary and 
the provider. 

 The beneficiary determination letter states whether 
the care met or did not meet the professionally 
recognized standards of care. 

 More detailed information will be given only if the 
provider agrees to release the information. 

 
Mediation 
 
 Mediation is a form of conflict resolution that brings 
two or more parties together to discuss their issues with the 
assistance of impartial third parties (mediators). 
 

 No fees are charged to either party. 
 Participation in mediation is voluntary and both 

parties must agree to participate. 
 Either party can withdraw from the process at any 

time.  The discussion is strictly confidential. 
 Nothing said during the process can be used in other 

legal proceedings. 
 The sessions are not recorded and any notes taken 

are destroyed at the end of the session. 
 The beneficiary has the option of bringing an 

advisor to the meeting. 
 The mediation can be conducted face-to-face or 

over the telephone. 
 Both parties mutually agree upon the time and the 

place.  Each party is given a chance to tell his/her 
story and to respond to one another.  The mediator 
facilitates the conversation to reach a mutually 
agreed upon resolution. 

 If the parties reach a resolution, an agreement will be 
signed and this will conclude the mediation session.  
If the parties do not agree or if either party wants to 
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withdraw from mediation at any time, the case will 
be returned to the medical review process. 

 
 After the mediation is concluded, the Quality 
Improvement Organization (QIO – MassPRO) will follow-up 
and monitor the terms agreed to by the provider.  If system or 
process changes are to be made, the QIO will follow the usual 
practice for Quality Improvement Plan monitoring. 

 

 
 

MEDICARE PART B – MEDICAL INSURANCE 
 
 Medicare Part B helps pay for: 
 

 Physicians’ services 
 Outpatient hospital care 
 Ambulance services 
 Medical equipment 
 Prosthetics, orthotics and supplies 
 Other medical services not covered under Medicare Part A 

Hospital Insurance 
 
 The Part B beneficiary costs include monthly premiums, an annual 
deductible, coinsurance, and legitimate excess charges. 
 
 Monthly Premium 
 

 The Part B premium changes annually on January 1st 
 The Part B premium is based on the income level of the 

beneficiary 
 The Part B premium is normally deducted from the Social 

Security check 
 For persons who are enrolled in Part B but do not receive a 

Social Security check, bills are issued for premiums every 
three months 
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 For “voluntary enrollees” who pay for Part B, the premium 
is the same as other eligible Part B recipients 

 
Annual Deductible 
 

 A beneficiary is responsible for an annual (calendar year 
1/1-12/31) deductible for Part B approved charges. 

 Only charges for Medicare covered services are considered 
when calculating the deductible for Medicare Part B.  After 
the Medicare Part B deductible is satisfied, Medicare pays 
80% of all approved charges. 

 
Example:  Services not covered by Medicare Part B or charges 
in excess of the Medicare approved charges do not apply to the 
deductible.  Beneficiaries should keep track of their expenses to 
know when they have met their deductible.  Medicare Part B 
also keeps track of all bills submitted by Part B providers so 
they are aware when they should begin to pay their 80% share.  
Beneficiaries can access this information on the Medicare 
website:  www.mymedicare.gov.  

  
Co-insurance 
 

 Medicare Part B pays 80% for most Part B services.  For 
some services, Medicare pays 100% 

 A beneficiary must pay the coinsurance for covered 
services after the deductible 

 
Other Notes About Beneficiary Costs 
 

 Deductibles and Coinsurance can be either a fixed dollar 
amount or a percentage amount of an actual charge a 
beneficiary must pay out-of-pocket before or in addition to 
what Medicare pays. 

 
 Approved Amount is the fee Medicare sets for a covered 

Medicare service.  This is an amount a doctor or supplier is 
paid by Medicare and the beneficiary for a service or 
supply.  It is sometimes called the “approved charge”. 
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 Accepting Assignment means the health care provider 
agrees to accept Medicare’s approved amount as payment 
in full for services delivered to a Medicare beneficiary.  
Medicare pays 80% of this approved amount directly to the 
provider who accepts assignment.  The patient, or the 
patient’s supplement insurance, pays the remaining 20% to 
the provider. 

 
 It’s to the beneficiary’s advantage to use “participating” health 
care providers or providers who “accept assignment”. 
 

 Participating providers sign an agreement annually with 
Medicare to accept Medicare’s approved amount as 
payment in full for their service 

 Non-participating providers can accept assignment on a 
case-by-case basis.  There will be a comment on the 
Medicare Summary Notice (MSN) that says:  “Your 
provider did not accept assignment.”   

 
 Note:  Massachusetts’ Ban on Balance Billing Law 

limits what doctors may charge.  But doctors who are 
“non-participating providers” working in other states 
may charge a patient up to 15% above the Medicare 
approved amount.  Your clients may receive services in 
other states and may question you about this excess fee. 
 

 Special Note:  Suppliers of durable medical 
equipment and supplies can charge more than the 
Medicare approved amount. 

 
 
 
 
 

Excess Fees or Charges 
 

 Massachusetts has a Ban on Balance Billing Law to 
prohibit excess fees by physicians even if the physician 
does not accept assignment. 



Revised March 2014                                                                                                             Page | 63  
 

 In other states, providers who do not participate in 
Medicare may bill up to 15% above the Medicare approved 
charge.  These are called legitimate excess charges. 

 
Part B Medical Benefits 
 

Coverage for Physician Services 
 

Part B helps pay for covered services received from a 
doctor in his/her office, hospital, SNF, home of patient or any 
other location in the United States.  The term doctor includes: 

 Doctors of medicine (MD) or osteopathy (D.O.) 
 Doctors of dental surgery or dental medicine* 
 Chiropractors* 
 Optometrists* 
 Podiatrists* 
 
*Part B services by these physicians are limited. 

 
Major Physicians’ Services Covered 
 

 Physicians’ examinations including a 
“Welcome to Medicare” physical exam and 
yearly “Wellness” exams.  Medical and surgical 
services, anesthesia, diagnostic tests and 
procedures that are part of the patient’s 
treatment 

 Radiology and pathology services (in or out of 
the hospital) 

 Drugs than cannot be self-administered 
 Transfusions of blood and blood components 

(beginning with 4th pint) 
 Visit to physician for second opinion about 

recommended surgery 
 

Physicians’ Services Which May Be Partially 
Covered 
 

 Chiropractors’ services 
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 Manual manipulation of the spine to 

correct a subluxation that is 
demonstrated by x-ray to exist 

 Medicare will not pay for x-rays 
furnished by a chiropractor 

 
 Podiatrists’ services 
 

 Medicare will help pay for covered 
services provided by a podiatrist.  
Examples of these services include 
hammertoe deformities and heel   
spurs and treatment of mycotic 
toenails. 

 Medicare will not pay for routine foot 
care or the removal of corns, calluses 
and most warts except in some cases 
when a patient is under the active care 
of a medical doctor for certain 
medical conditions.  Medicare can 
help pay for treatment of injuries or 
diseases of the foot (for example, 
hammertoe or bunions) when 
professional services are required due 
to the presence of certain systemic 
illnesses such as diabetes. 

 
 Optometrists’ services 
 

 Medicare will pay for optometrists’ 
services involved in the treatment and 
diagnosis of eye disease 

 Medicare will also help pay for certain 
eyeglasses used for the treatment of 
cataracts and follow-up care done 
after cataract surgery 

 
 Dentists’ services 
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 Medicare only covers dental services 
that involve surgery related to the jaw 
or setting fractures of the jaw or facial  
bones 

 
Physicians Services Not Covered 

 
 Most routine foot care 
 Examinations for fitting of hearing aids 
 Examinations for eyeglasses except those 

required by cataract surgery 
 Routine dental care or false teeth 
 Acupuncture 
 Cosmetic surgery unless needed as a result of 

degenerative disease or damage from an 
accident (Medicare will not pay for removal of 
bags under the eyes, a fat chin, or drooping 
eyelids.) 

 Experimental medical procedures and other 
services that Medicare does not consider 
medically reasonable or necessary 

 Services that are rendered by Christian 
Science practitioners 

 
 Note:  Beneficiaries should receive an 

Advance Beneficiary Notice of Noncoverage 
(ABN) from the provider prior to receiving a 
service when the provider expects Medicare 
will not pay for the service. 

 
 
Outpatient Hospital Services Covered 
 

 Hospital outpatient services, including partial 
hospitalization services, one-day surgery, 
radiology, stitches, or cast application 

 Certain Part B services furnished to inpatients 
that have no Part A coverage 
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 Partial hospitalization services furnished by 
community health centers 

 Vaccines, splints and antigens provided by 
home health agencies that provide medical 
and other health services 

 Vaccines provided by comprehensive 
outpatient rehabilitation facilities 

 Vaccines, splints, cast application and antigens 
provided to hospice patients for the treatment 
of non-terminal illness 

 Clinical diagnostic laboratory services 
 Orthotics and prosthetics, take home surgical 

dressings 
 Chronic dialysis (call the ESRD Network for 

New England for information about ESRD 
services and benefits at 1-203-387-9332) 

 Screening mammography 
 Outpatient rehabilitation services (physical 

therapy, speech language pathology and 
occupational therapy) paid under the 
Medicare Physician Fee Schedule 

 
Outpatient Rehabilitation Therapy 

 
 Physician must prescribe service (physical, 

speech or occupational therapy), set plan of 
treatment and review the plan on a regular 
basis.  Medicare pays 80% for all physical, 
occupational or speech/language therapy. 

 Medicare limits how much it covers for 
therapy services provided by doctors, 
physical/occupational therapists, physician 
assistants, speech-language pathologists, nurse 
practitioners and critical nurse specialists 
when the therapy is provided in a:  

 
 Medical office 
 Outpatient rehabilitation facility/agency 
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 Skilled nursing facility (SNF) for residents 
who aren’t in Medicare-certified parts of 
the facility 

 Home, from certain therapy providers 
  

 Medicare therapy limits do not apply to 
therapy services received at a hospital 
outpatient department or hospital emergency 
room  

 
 Note:  Medicare allows 

exceptions to the therapy limits.  The 
need for additional therapy must be 
documented and the therapist’s billing 
office must add an explanation to the 
claim to justify the continuing need for 
services.  

 
Outpatient Treatment for Mental Health Services 
 
 Medicare covers this service under Part B 
provided by: 
 

 Doctor 
 Clinical psychologist 
 Clinical social worker 
 Clinical nurse specialist 
 Nurse practitioner 
 Physician’s assistant 

 
Medicare covers this service provided in: 
 
 Clinic 
 Doctor’s office 
 Other therapist’s office 
 Outpatient hospital department (program may 

also be referred to as “partial hospitalization”) 
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 Partial hospitalization is a structured 
program of active treatment more 
intense than care in a therapist’s or 
doctor’s office.  The doctor must 
say the beneficiary would otherwise 
need inpatient treatment. 

 These programs are offered by 
hospital outpatient departments and 
local community health centers. 

 
 Community mental health clinics may provide 

both standard therapy as well as “partial 
hospitalization” program 

 
Mental Health Services Covered 
 

 Individual or group therapy 
 Counseling for the family to help with 

treatment 
 Testing to find out if services are right 

or if the treatment is helping 
 Individualized activity therapies 

designed as part of mental health 
treatment 

 Occupational therapy that is part of 
mental health treatment 

 Prescription medicine that cannot be 
self-administered 

 Individual patient training and 
education for the treatment of a mental 
health problem 

 Lab tests 
 

In a Community-based Setting Part B 
Will Pay 
 

 A percentage for health 
professionals’ services, after the 
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Part B deductible is met (See 
note on previous page) 

 Up to 80% for visits to clinics 
and outpatient hospital 
department – amount varies 
depending upon the services 

 
Outpatient Prospective Payment System 
 

Starting in 2000, people with Medicare began paying about half 
of the costs for any outpatient services.  In the past (prior to 2000), 
beneficiaries had been responsible for paying 20% of the billed 
amount, which was often higher than the Medicare Approved 
amount.  The Outpatient Prospective Payment System sets specific 
payment rates for services and sets uniform co-payments that the 
beneficiary has to pay.  In time, this system will gradually lower the 
percentage of the cost that beneficiaries pay for these services.  In 
some places, a beneficiary may pay a higher amount for a service than 
he/she would have paid under the old system.  But, overall, the 
amount that people with Medicare will pay for all outpatient services 
will be lower than before. 

 
Services Paid Under the Outpatient Prospective Payment 
System 
 

 Hospital outpatient services, including partial 
hospitalization services, one-day surgery, radiology, 
stitches, or cast application 

 Certain Part B services furnished to inpatients who 
have no Part A coverage 

 Partial hospitalization services furnished by 
community health centers 

 Vaccines, splints, casts and antigens provided by 
home health agencies that provide medical and 
other health services 

 Vaccines provided by comprehensive outpatient 
rehabilitation facilities 

 Vaccines, splints, cast applications and antigens 
provided to hospice patients for the treatment of 
non-terminal illness 
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 Note:  Medicare Part B covers these services.  

The Outpatient Prospective Payment System sets a 
specific payment amount for the different 
outpatient services one might need.  New 
outpatient procedures and services will be added 
to the payment system as needed.  

  
Services Paid Under the Existing Fee Schedule 
 

 Clinical diagnostic laboratory services 
 Orthotics and prosthetics 
 Take home surgical dressings 
 Chronic dialysis 
 Screening mammography 
 Outpatient rehabilitation services (physical therapy, 

speech/language pathology and occupational 
therapy) paid under the Medicare Physician Fee 
Schedule 

 80% for health professionals’ services received as an 
inpatient 
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MEDICARE’S AMBULANCE COVERAGE 
 

Part B covers emergency ground transportation when a beneficiary 
needs to be transported to a hospital or skilled nursing facility for medically-
necessary services, and transportation in any other vehicle could endanger 
the beneficiary’s health.  Medicare will pay for transportation in an airplane 
or helicopter if the beneficiary requires immediate and rapid ambulance 
transportation that ground transportation can’t provide.    

 
In some cases, Medicare may pay for limited non-emergency 

transportation if the beneficiary has an order from his/her physician.  
Medicare will only cover services to the nearest appropriate medical facility 
that is able to provide the care required. 

 
Medicare will not pay for ambulance use as routine 

transportation. 
 

 Note:  Medicare does not cover transportation in a wheelchair 
transit vehicle or chair car. 
 
 The Balanced Budget Act of 1997 mandated the implementation of a 
national fee schedule for ambulance services furnished as a benefit under 
Medicare Part B.  Ambulance providers and suppliers must accept 
assignment and the Medicare approved charge as payment in full.  They 
cannot collect from the beneficiary any amount other than the unmet Part B 
deductible and the Part B coinsurance amount. 
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DURABLE MEDICAL EQUIPMENT 
 
 Durable Medical Equipment (DME) is medically necessary 
equipment that a physician prescribes for use in the beneficiary’s home.  In 
order to be considered durable medical equipment, the equipment must be 
able to withstand repeated use, serve a medical purpose and be appropriate 
for use in the home.  “Home” is one’s house, apartment, relative’s home, 
home for the aged (rest home), or assisted living facility.  Note:  This does 
not include nursing homes.  
 
 

Examples:  DME includes wheelchairs and hospital beds. 
 
 
Durable Medical Equipment (DME) Covered by Medicare 

 
Generally, Medicare helps pay for equipment that meets the following 
criteria: 

 Prescribed by a doctor who fills out a certificate of medical necessity 
 Fills a medical need – it must be for more than a convenience 
 Appropriate for use in the home 
 Can be used over and over again 

 
Medicare pays for durable medical equipment in different ways, depending 
on the item or service (service includes service calls for repair or routine 
maintenance) and whether the beneficiary buys or rents the equipment.  The 
Medicare supplier should be able to provide specific guidance on which 
method would be most beneficial.  

 
With original Medicare, a beneficiary pays 20% of the Medicare-approved 
amount.  Medicare pays for different kinds of Durable Medical Equipment 
(DME) in different ways; some equipment is rented, other equipment is 
purchased.  At the end of a rental contract, Medicare will purchase the 
equipment for the beneficiary’s continued use.  In all areas of the country 
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Medicare will only cover the Durable Medical Equipment if the supplier is 
contracted by Medicare.  

 
Assuming the supplier accepts assignment and the yearly Part B deductible 
is met; Medicare pays 80% of the Medicare approved charge. The 
beneficiary is responsible for the remaining 20%.  

 
Not all suppliers accept assignment. If the supplier does not accept 
Medicare assignment, the beneficiary may pay excess charges for the 
equipment (the difference between what Medicare pays and what the 
supplier charges). To keep costs at a minimum, the beneficiary should ask if 
the supplier accepts assignment and compare prices at other DME suppliers 
if they do not.  Whether or not the supplier accepts assignment, the supplier 
is required by law to complete the necessary paperwork and bill Medicare; 
except for items under the category - DMEPOS - Competitive Bidding 
Program (DMEPOS-CBP) – see section below. 

 
Examples of Durable Medical Equipment not subject to the 
DMEPOS –CBP 

 
Prosthetics 

 Corrective lenses needed following cataract surgery 
 Ostomy bags and certain related devices 
 Breast prostheses (including a surgical brassier) after mastectomy 
 Artificial limbs and eyes 

 
Orthotics 
Medicare Part B helps pay for braces and other similar devices such as 
spinal braces, back modules and knee braces. 
 
Beneficiaries can buy or rent durable medical equipment. 

 
Beneficiaries have the option of purchasing equipment or renting 
equipment for 15 months.  Oxygen equipment can be rented for 36 months. 

 Equipment that can be rented includes wheelchairs, hospital beds and 
oxygen 

 Medicare will not pay for more than 15 months (except for oxygen 
equipment*) 

 The supplier can continue to rent the equipment as long as the 
doctor continues to prescribe it 
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 The beneficiary then pays the full rental amount out-of-pocket after 
the 15th month, except for service and maintenance 

 Suppliers who have received 10 month of rental payments from 
Medicare must offer the beneficiary the option to purchase the 
equipment 

 If the beneficiary decides to purchase the equipment, the supplier 
must transfer the title for the item after the 13th rental month.  The 
decision to buy the equipment changes the rental payments to 
installment payments. 

 
Supplies 

 
Medicare Part B helps pay for supplies such as and surgical dressings. 
 
There are specific rules around ordering diabetic supplies.  This only 
applies to those who are on Original Medicare not Medicare 
Advantage Plans (HMOs, PPOs). 

 
Diabetic Supplies 

 
Medicare has a national mail-order program for diabetic testing supplies.  A 
national mail-order contract supplier must be used if a beneficiary wants 
his/her testing supplies to be delivered to his/her home. The national mail-
order program includes all parts of the United States, the District of 
Columbia, Puerto Rico, the U.S. Virgin Islands, Guam, and American 
Samoa. 
 
A beneficiary who does not want to use mail-order, should go to a local 
pharmacy or store that accepts Medicare assignment. Pricing will be the 
same through the national mail-order program or the local 
pharmacies/stores that accept assignment.   Stores or pharmacies that do 
not accept assignment, can provide diabetic supplies to a beneficiary, but 
can charge more than the Medicare approved amount for an item. The 
claim is still sent to Medicare however, Medicare will only pay 80% of the 
Medicare approved amount. The beneficiary would be responsible for the 
20% coinsurance and any costs above the Medicare approved amount. 
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Diabetic Testing Supplies: 
 Blood sugar test strips 
 Lancet devices and lancets 
 Replacement batteries for glucose monitors (not glucose 

monitors) 
 Glucose control solutions for checking accuracy of testing 

equipment and test strips 
 
Durable Medical Equipment - the DMEPOS-CBP PROGRAM: 

 
To get certain items in some areas of the country, one must use specific 
suppliers called “contract suppliers” through Medicare’s Durable Medical 
Equipment, Prosthetics, Orthotics, and Supplies Competitive Bidding 
Program (DMEPOS-CBP) .  If one does not use a contract supplier for 
these particular items, Medicare will not pay for the item and the beneficiary 
will be responsible for full price payment.  Massachusetts participates in this 
program. 

  
If a beneficiary has Original Medicare (DMEPOS-CBP does not apply to 
Medicare Advantage Plans), and requires equipment, and/or supplies from 
the competitive bidding list (see below), Medicare will only help pay for 
these supplies and equipment if they are provided by a contract supplier of 
the DMEPOS-CBP program. 

 
These contract suppliers cannot charge an Original Medicare beneficiary 
more than the 20% coinsurance and any unmet annual deductible for any 
equipment or supplies in the DMEPOS-CBP Program. 
 
 
Durable Medical Equipment in the DMEPOS-CBP PROGRAM: 

 Oxygen and oxygen equipment 
 Standard (power and manual) wheelchairs and scooters, and related 

accessories 
 Enteral nutrients and equipment 
 Continuous Positive Airway Pressure (CPAP) devices and respiratory 

assist devices (RADs) 
 Hospital beds, and related accessories 
 Walkers 
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 Negative Pressure Wound Therapy pumps, and related supplies and 
accessories 

 Support surfaces (Group 2 mattresses and overlays) 
 
Equipment Not Covered by Medicare 

 
Medicare may not cover equipment that the beneficiary may consider useful 
and necessary.  For example, an elevator is not covered because it is useful 
to people who are not sick or injured. 

 
The beneficiary’s doctor knows his/her overall health condition and specific 
needs.  If the doctor believes certain equipment is not needed, the 
beneficiary needs to pursue this with the doctor in order to reach an 
agreement for treatment. 
 
Durable Medical Equipment Regional Contractor (DMERC) 
 

 The DME Regional Contractor (DMERC) in the 
northeastern part of the U.S., known as Region A, is NHIC, 
Corp.  For claims processing and current contractor issues, 
contact beneficiary services at 1-800-Medicare (1-800-633-4227).  
Further information about NHIC can be obtained at their 
website www.medicarenhic.com.     

 
By contacting NHIC, Corp., or a local provider a Medicare 

beneficiary can obtain a listing of durable medical equipment covered 
by Medicare and suppliers in the area. This information is also 
available on Medicare.gov. 

 
DME Counseling Tips 
 
Encourage clients to: 

 Make sure the physician fills out a Certificate of Medical Necessity 
 Ask the supplier if they accept Medicare assignment 
 If the item is on the DMEPOS list, make sure it is ordered from a 

DMEPOS supplier 
 Use Medicare.gov to find a DMEPOS-CBP supplier 
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CHAPTER THREE – MEDICARE 
ADVANTAGE PLANS (PART C) 

 
OBJECTIVES 

 
*Learn about Medicare Advantage plans 
*Understand the differences in the Medicare Advantage plans 
  available 
*Be able to explain the differences between Medicare Advantage 
  plans and original/traditional Medicare  
 

INTRODUCTION 
 

The Balanced Budget Act of 1997 (BBA) introduced the 
Medicare+Choice Program (now referred to as Medicare Advantage).  
Medicare Advantage (MA) has been termed the most significant change to 
Medicare since its inception in 1965.  Medicare Advantage provides a wider 
array of available health plans.  These include several types of managed care 
plans and several fee-for-service plans.  These new health coverage plans 
were originally called Medicare+Choice because each adds onto basic 
Medicare benefits in some way. 

 
Medicare Advantage Plan Options 
 
 Medicare Advantage plan options include the following: 
 

 Health Maintenance Organizations (HMO) 
 Health Maintenance Organizations with Point of Service 

Option (POS) 
 Preferred Provider Organizations (PPO) 
 Religious Fraternal Benefit Society (RFB) 
 Provider Sponsored Organizations (PSO) 
 Private Fee-for-Service Plans (PFFS) 
 Special Needs Plans (SNP) 
 Medical Savings Accounts (MSA) 

 



Revised March 2014                                                                                                             Page | 78  
 

 Note:  On January 1, 2006, Medicare Advantage HMOs 
and PPOs began offering drug coverage through the Medicare 
Advantage Prescription Drug Plan (MAPD).  If a beneficiary 
belongs to a Medicare Advantage HMO or PPO plan and wants 
the new Medicare prescription drug coverage, he/she must get 
it from their Medicare Advantage HMO or PPO plan and may 
not get it from one of the “stand alone” Medicare Prescription 
Drug Plans (PDPs) being offered to Medicare beneficiaries in 
their area.  If a beneficiary joins a “stand alone” PDP, he/she 
will be disenrolled from the Medicare Advantage plan and 
returned to original Medicare.  All Medicare Advantage HMO 
and PPO plans must offer members at least one option which 
includes prescription drug coverage.  They may also offer an 
option without prescription drug coverage.   

 
Eligibility 
 

 To be eligible for a Medicare Advantage plan a beneficiary: 
 

 Must have Medicare Parts A & B 
 Cannot have End Stage Renal Disease* 
 Must live in the plan’s service area 
 Cannot be out of the service area for more than 6 

consecutive months 
 

*ESRD and Medicare Advantage (MA) coverage 
 
 If a person with ESRD is a current member of a Health 
Maintenance Organization (HMO) plan when they first 
become eligible for Medicare and the plan has a Medicare 
contract, they will be able to change from their current plan to 
the Medicare HMO within the same company.  The application 
to transfer enrollment must be made within six months of the 
effective date of their Medicare Part B. 
 If a person with ESRD belongs to a Medicare Advantage 
plan and that plan moves out of the service area, the member 
will be allowed to join another Medicare Advantage plan. 
 A beneficiary with End Stage Renal Disease can join a 
special ESRD MA plan if one is available. 
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Enrollment 
 
 The enrollment periods for Medicare Advantage plans 
are as follows: 
 

 Initial Enrollment Period (IEP) 
 Open Enrollment Period (OEP) 
 Special Enrollment Period (SEP) 

  
Initial Enrollment Period (IEP)   

 
  The Initial Enrollment Period begins: 
 

 Three months before the individual’s entitlement 
to both Medicare Part A & B and ends the last day of 
the individual’s Part B enrollment period.  It, therefore, 
mirrors the Part B seven-month enrollment period of:  
3 months before the 65th birthday (or entitlement to 
Medicare usually at age 65), the month of the 65th 
birthday, and the three months after the 65th birthday.  
While an individual may sign up for an MA plan up to 
three months before he/she gets both Medicare A and 
B, the enrollment will not become effective until the 
month that Medicare A and B become effective. 

 
   Open Enrollment Period (OEP) 
 

 The Open Enrollment Period is October 15th  to 
December 7th  of each year with coverage effective on 
January 1.  All plans must be open for enrollment at this 
time.  During this period a beneficiary may change 
from: 
 

 Original Medicare to Medicare Advantage 
plan 

 Medicare Advantage plan to original Medicare 
 Medicare Advantage plan to another Medicare 

Advantage plan 
 Upgrade to include the Medicare prescription 

plan coverage 
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 Downgrade to exclude it 
 

Special Enrollment Period (SEP) 
 
 A SEP is a designated period of time when an 
individual may make a change or election in coverage 
based on a special/qualifying event or circumstance.  
The time frames and effectives dates for SEPs vary 
according to the qualifying event.   
 

An individual may be eligible for a SEP for the 
following qualifying events: 
 

 Belong to a qualified SPAP 
 Move out of the plan’s service area 
 MA plan violates a provision of its contract 
 Nonrenewal or termination of plan 
 CMS termination of MA plan contract 
 Move from/into employer-sponsored 

coverage 
 Enroll/disenroll from PACE (Programs for 

All Inclusive Care – see Public Benefits 
chapter for a description of this program) 

 Become eligible for Medicaid/MassHealth or 
lose Medicaid/MassHealth eligibility 

 Within “trial period” (first 12 months of 
enrollment) of MA plan if enrolled in the MA 
plan when first eligible for Medicare at age 65 

 Within last 12 months, left a Medigap policy 
to join MA plan for the first time if enrolled 
in Medigap when first eligible at age 65 

 Medicare entitlement made retroactively 
 Institutionalized individual (moves into, 

resides in, or moves out of an institution such 
as:  skilled nursing facility [SNF], nursing 
facility [NF], Intermediate Care Facility for 
the Developmentally Disabled [ICF/MR], 
psychiatric hospital, rehab hospital, LTC 
hospital) 
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 Have disabling condition and Special Needs 
Plan (SNP) available that serves condition or 
enrolled and condition no longer qualifies  

 Released from jail 
 Join or chose not to join due to error by a 

Federal employee 
  
Medicare should tell beneficiaries how long they 

have to choose a new plan when the event occurs.  If 
the beneficiary does not choose a new plan, they will 
automatically be assigned to original Medicare. 

 Note:  Once a Medicare beneficiary has made an 
election, the Special Enrollment Period (SEP) ends even if the 
time frame is still in effect.  

 Note:  As of January 2011, a beneficiary can make a 
change during the Medicare Advantage Disenrollment Period 
(MADP) from January 1 – February 14.  During the MADP a 
member can disenroll from the Medicare Advantage plan and 
return to original Medicare.  He/she can also join a stand-alone 
Medicare Prescription Drug Plan (PDP) during this time.   
 Beneficiaries enrolled in a Medicare Advantage plan 
without drug coverage may use the MADP to return to original 
Medicare and join a stand-alone PDP. However, the beneficiary 
will be subject to a Part D late enrollment penalty if applicable. 

  Note:  As of 12/8/11 a beneficiary can switch to a plan 
that has a 5-star rating once at any time during year  
 Health Maintenance Organizations (HMOs) 
 

 HMOs are an alternative to original Medicare and might 
be thought of as a combination insurance company and a 
health care delivery system (doctor/hospital).  Like an 
insurance company, they cover health care costs in return for a 
monthly premium. 
 
 HMOs are a form of managed care.  Each HMO plan 
has its own network of hospitals, skilled nursing facilities, 
doctors and other health care professionals to provide services 
to its members.  Corporations, hospitals or business groups 
usually own HMOs. 
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How Medicare HMOs Work 
 

 Medicare HMOs are an alternative choice to 
traditional health insurance for Medicare beneficiaries 
who meet the HMO eligibility requirements.  HMOs 
contracting with the Medicare program must provide or 
arrange for the full range of Medicare Parts A, B and D 
services including hospitalization, physician services, 
skilled nursing, home health care and prescription 
coverage.  Some HMOs also provide benefits beyond 
what Medicare covers, such as routine services, limited 
dental care, hearing aids and eyeglasses. 
 
 The Centers for Medicare and Medicaid Services 
(CMS) of the U.S. Department of Health and Human 
Services approves or disapproves the applications 
submitted by HMOs to become Medicare certified 
contracting HMOs.  This contract allows Medicare to 
make a monthly payment up-front to the HMO for 
each enrollee.  This amount varies by geographic area. 
 
 Medicare HMOs have an established network of 
hospitals, skilled nursing facilities, doctors and other 
health care professionals.  Some of the larger plans have 
their own hospitals and other health care facilities.  
HMOs require their members to reside within the plan’s 
service area at least six months of the year and to 
receive all non-emergency health services from the 
HMO’s network.  These services are provided within a 
geographical service area that is defined by the HMO 
plan. 
 An HMO service referral area includes those 
communities in which an HMO is authorized by the 
federal government to offer its Medicare contracted 
plan.  Therefore, Medicare HMO plans may have a 
different network of providers than non-Medicare 
HMO plans.  (For example, the directory for the Tufts 
Medicare plans is not the same as the directory for the 
Tufts non-Medicare plans.) 
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 HMO Plans: 
 

 Provide services at one or more 
centrally located health facilities, or 

 In the private offices of the 
professionals affiliated with the plan 

 Generally charge enrollees a monthly 
premium.  Premiums vary from plan to 
plan and are subject to change annually.  
Medicare beneficiaries must also 
continue to pay the Part B monthly 
premium. 

 Commonly charge small co-payments 
for certain services (instead of the 
deductibles and co-insurance charged in 
original Medicare 

 
    Primary Care Physician (PCP) 
 

 PCP is a doctor, usually a family 
practitioner or internist, who 
authorizes, arranges and coordinates all 
covered services for HMO members 

 Members are usually asked to select a 
PCP in their geographical area who is 
affiliated with the HMO.  Each HMO 
provides a list of participating 
physicians. 

 Referrals are usually made to specialists 
affiliated with the same hospital as the 
PCP.  If a member wants to change 
their PCP, they can do so by writing or 
calling the HMO Member Services 
Department.  In most cases, change 
will take place on first day of the 
following month or a future date, if 
requested. 

 HMO directories are a good resource 
in determining the “referral circle”.  
The directory provides a list of the 
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specific hospitals and specialists the 
HMO member will have access to 
based on the PCP selected.  To go 
outside the HMO referral circle or 
outside the HMO network, the HMO 
member must obtain prior 
authorization from the PCP. 

 
 Note:  Prior authorization is not 

required for emergency care or services 
urgently needed while out of the plan’s 
service area.  However, there are rules 
about notifying the plan of the need for 
such services. 

 
Emergency/Urgent Care 
 

 Note:  Emergencies are those 
situations during which a person needs 
medical care immediately because of a 
sudden illness (or worsened illness) or injury, 
and the time needed to reach the HMO 
doctors or hospitals could increase the risk of 
serious harm or permanent damage.  It is an 
unexpected or unforeseen condition.  
Examples include a fractured limb, 
suspected heart attack, excessive bleeding or 
stroke. 

 
 Does not matter if member is inside or 

outside HMO’s service area 
 HMO will pay for out-of-plan 

emergency care, but member may be 
charged a co-pay 

 Most plans waive emergency room co-
pay if person is hospitalized overnight 

 May be occasions when HMO plan will 
refuse to pay for emergency care if 
HMO does not agree that it was an 
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emergency.  In this situation member 
has a right to appeal 

 HMO plans pay for out-of-area 
urgently needed care if member has an 
unexpected illness or injury while they 
are temporarily outside the plan’s 
service area 

 
 Examples of urgent care are: 
 

 Sprained ankle 
 High fever 
 Cut requiring stitches 

 
 HMO plans will cover urgently needed 

care if all of the following conditions 
apply: 

 
 Care received is unexpected (the 

member could not have known 
they would need this care) 

 Member is temporarily outside 
service area 

 Illness or injury requires medical 
attention to prevent serious 
harm or health condition to 
worsen 

 Medical care needed cannot be 
delayed until member returns to 
the service area 

 
 If urgent care is needed while member 

is inside plan’s service area, member 
should contact the HMO plan or PCP 
for instructions 

 After treatment is sought for 
emergency or urgent care outside 
service area, member should contact 
PCP to arrange for follow-up care 
needed 
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 Some HMOs may require member to 
call the HMO within 48 hours of 
receiving emergency or urgent care 

 HMO plan will not pay for any follow-
up care that is not authorized 

 
 Note:  When counseling an individual who 

plans to join an HMO, it is very important that the 
client understands he/she must stay within the 
HMO’s network.  If a client goes out of the 
network for care, the HMO will not pay and 
Medicare will not pay. 

 
HMO Contracts 
 
 Medicare pays the HMO a monthly 
premium up front for each member.  This 
payment varies by geographic location, by plan, 
by inpatient status and whether the enrollee has 
ESRD or is a working aged individual.  CMS 
calculates the plan payment based on what 
Medicare would have paid for the individual if 
he/she had received services under the fee-for-
service program less five percent.  The HMO 
plan may charge each member a monthly 
premium and co-payments for specific services 
required. 
 
 The HMO and the primary care physicians 
both take the “risk” that each patient’s health 
care costs will not exceed the premiums received.  
If they do, the HMO absorbs the additional 
costs. 
 

Impact on Member 
 
 HMO plans with risk contracts have 
restricted access.  This means that a 
member is generally restricted to receiving 
all covered services through the plan or 
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through referrals by the plan.  If the 
member goes outside the plan’s network 
for services, neither the plan nor Medicare 
will pay.  The member will be 
responsible for the entire bill.  The only 
exceptions are for emergency services and 
urgently needed care received while 
temporarily away from the plan’s service 
area. 

 
Eligibility 
 
 There are three requirements to join a 
Medicare HMO: 
 

1. Must be enrolled in Medicare Parts A 
& B and continue to pay the Part B 
monthly premium 

2. Must live in the HMO’s service area 
and  not leave the service area for more 
than six consecutive months at a time 

3. Cannot have ESRD at the time of 
application 

 
 A federally approved HMO is not allowed 
to deny membership to a Medicare beneficiary 
for any other health conditions (for example, 
cancer, heart disease, etc.) except ESRD.  An 
HMO cannot require a health questionnaire be 
completed as a prerequisite to joining. 

 
 Note:  If after joining a Medicare 

HMO plan, a person is medically determined 
to have ESRD, the plan is required to provide 
or arrange for all their medical care. 
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Advantages/Disadvantages to HMO Membership 
 

Advantages 
 

 Quality of care is enhanced because of 
coordination of services 

 Easier to budget medical costs because 
premiums and co-pays are fixed 
amounts 

 Other out-of-pocket expenses to 
enrollee are minimal and predictable 

 Less paperwork and no forms 
 Benefits beyond those covered by 

Medicare are available such as additional 
preventive/routine care 

 Health promotion and disease 
prevention 

 Twenty-four hour care 
 
Disadvantages 
 

 Restriction on use of doctors, hospitals 
and other health care providers 

 Must have prior approval to see a 
specialist, have surgery, or obtain other 
medical services 

 Enrollee may have to change from 
current physician 

 HMO facilities may not be easily 
accessible 

 Limitation on out-of-service area 
coverage 

 Ongoing treatment of chronic 
conditions may not be covered while 
outside the service area 
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Enrollment/Disenrollment 
 
 HMOs are required by federal law to hold an 
open enrollment period each year.  A Medicare 
beneficiary who meets the eligibility requirements 
cannot be denied membership by an HMO during open 
enrollment because of poor health or disability. 
 

 HMO must give each member written 
information explaining the benefits, costs and 
effective date of enrollment. 
Both the federal government and the 
Massachusetts Division of Insurance 
review the premium rates for Medicare 
HMO plans. 

 
 HMOs are required to present members with 

a written Outline of Coverage and a Member 
Handbook.  These contain information about 
their benefits and their appeal rights as 
Medicare beneficiaries. 

 
 If the HMO plans to eliminate any additional 

benefits (over and above what Medicare 
requires of the HMO), the federal 
government requires a written notice of 90 
days and the HMO member has to be notified 
again in writing 60 days prior to the benefit 
being eliminated. 

 
 Members can only disenroll during the OEP, 

MADP or SEP as described earlier in this 
chapter.  In order to disenroll and return to 
original Medicare during an OEP, MADP or 
SEP, the member should: 

 
 State in writing that they want to 

withdraw from the HMO plan and 
return to original Medicare 
coverage.   



Revised March 2014                                                                                                             Page | 90  
 

     Note:  This was the standard 
procedure prior to the implement- 
tation of the Medicare Prescription 
Drug Program (Part D).  It would 
still be the procedure only for MA 
members who are not enrolled in an 
MA plan with the Part D coverage 
who want to leave the MA plan to 
return to original Medicare, and do 
not want to enroll in a stand-alone 
Part D plan (PDP).  
   

The request should include the 
member’s name, ID number (which 
appears on the HMO card) their 
Medicare card number and the date 
they wish to terminate.  The request 
should be signed, dated and 
submitted by mail or in person to 
the HMO’s administrative office or 
to the Social Security office or, if 
appropriate, the Railroad 
Retirement Board office.  Coverage 
under Medicare fee-for-service will 
begin the first day of the following 
month. 
 

     Note:  If a beneficiary is a member 
of a Medicare Advantage plan with 
prescription coverage (MAPD) and 
wants to enroll in another MAPD or 
original Medicare with a stand-alone 
Medicare Prescription Drug plan 
(PDP), he/she simply enrolls in the 
new plan.  Enrollment in the new plan 
(MAPD or PDP) automatically 
disenrolls the beneficiary from their 
current plan.  The beneficiary should 
not disenroll from the existing plan in 
order to enroll in a new plan. 
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 If beneficiary wishes to change from 

one Medicare HMO plan to another, 
he/she may do so by simply enrolling 
in the other plan.  The beneficiary will 
automatically be disenrolled from the 
first plan. 

 
 In addition, a member may disenroll 

outside an OEP, MADP or SEP if 
he/she moves out of the plan’s service 
area.  In this case a member must 
contact the HMO to disenroll 
immediately and either return to 
original Medicare or enroll in an HMO 
plan that serves their new location. 

 
 
 

Health Maintenance Organizations (HMO) with Point-
of-Service Option (POS) 
 
 Medicare Advantage plans may offer a Point-of-Service 
option as either: 
 

 An additional benefit (included in the plan’s basic 
premium) or 

 A mandatory or supplemental benefit for which the 
plan will charge a higher premium 

 
 The POS benefit allows the enrollee to use doctors, 
hospitals, and other providers who are not in the HMO or 
other plan network.  The enrollee will likely have to pay a 
deductible and any part of the fee that Medicare does not 
cover for services received through a point-of-service option. 
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Preferred Provider Organization (PPO) 
 
 A Preferred Provider Organization (PPO) also provides 
services through a select group of doctors, hospitals and 
providers. 
 

 The PPO receives a monthly payment per member 
from Medicare and must provide benefits to which 
the beneficiary is entitled 

 Some PPOs require that the enrollee select a primary 
care physician who coordinates his/her care and 
who must refer the enrollee to a specialist 

 Some PPOs may allow the enrollee to see any doctor 
within the network without getting a referral 
beforehand 

 PPOs are like POS plans in that the enrollee may 
choose to see a doctor outside the plan network at a 
higher cost 

 
Religious Fraternal Benefit Society (RFBS) 
 
Status:  None available in Massachusetts at this time 
 
 A Religious Fraternal Benefit Society plan: 

 
 A managed care plan offered by a Religious 

Fraternal Benefit Society 
 If RFBS offers a Medicare Advantage plan to people 

who receive Medicare, it must meet all Medicare 
rules for Medicare Advantage plans 

 RFBS plans must follow the same rules as other 
Medicare Advantage plans 

 In order to offer a plan to people who receive 
Medicare, the RFBS plan must also offer health 
plans to people who do not receive Medicare 

 An RFBS providing plans must be licensed by all 
states where it offers plans 
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 An RFBS must by law limit who can join its plan.  It 
can only offer the plan to people who are members 
of the RFBS’ church or churches. 

 
Provider Sponsored Organization (PSO) 
 
Status:  None available in Massachusetts at this time 
 
 A Provider Sponsored Organization is a form of 
managed care and works much like an HMO, except that the 
hospitals and doctors that provide the health benefits to 
Medicare beneficiaries control the PSO and take most of its 
financial risk. 
 
Medicare Advantage Fee-For-Service/Private Fee-For-
Service (PFFS) 

 
  Status:  Available in Massachusetts only in certain  
  counties 
 

 A Medicare private fee-for-service plan is a private 
health insurance plan that Medicare has approved for Medicare 
beneficiaries.  A Medicare private fee-for-service plan is 
different from a Medicare managed care plan in that 
beneficiaries can go to any doctor or hospital that agrees to the 
terms of the plan.*  Beneficiaries do not need to get a referral 
before going to a specialist.  Although the amount paid for 
these services may not be the same as the original Medicare 
plan, beneficiaries will get all services covered under Medicare 
Parts A & B. 
 

Eligibility 
 

 Have Medicare Part A & Part B 
 Do not have ESRD 
 Live in the service area of plan 
 Beneficiary still needs to pay the Part B 

premium 
 Beneficiary will keep all the rights and 

protections under original Medicare except 
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that he/she will not be protected against 
having to pay for services that the PFFS plan 
says are not medically necessary 

 
 There may be extra benefits for which the original 
Medicare plan does not pay, however, the beneficiary may 
have to pay extra for these benefits. 
 
 A Private Fee-For-Service plan can: 
 

 Charge a deductible and co-insurance amounts that 
are different than those under original Medicare 

 Let providers charge 15% over the plan’s payment 
amount for services.  (Note:  The Ban on Balance 
Billing Law in Massachusetts prohibits 
providers from imposing this charge.) This 15% 
balance billing amount applies to providers who 
have a written contract with the plan or who the 
company has decided to think of as having a 
contract (deemed) because they have met certain 
conditions.  If the provider does not have a contract 
with the PFFS plan (or is not deemed), the provider 
cannot charge more than the plan’s cost sharing 
amount. 

 
 *Because this could affect how much the 

beneficiary will pay for services, individuals should find 
out if the PFFS plan:  1) allows balance billing, and 2) 
what other costs the beneficiary might have.  Even if 
balance billing is allowed, the provider may be willing to 
accept the plan’s payment amount as payment in full.  
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 Example:  Mr. Stevens must go to the hospital for 
bypass surgery.  The hospital he is going to has a 
contract with Mr. Stevens’ private fee-for-service plan.  
This private fee-for-service plan allows contracting 
providers to “balance bill” (charge 15% over the plan’s 
payment amount) for services.  Mr. Stevens has a 20% 
coinsurance amount for all inpatient hospital services he 
gets.  The PFFS plan’s payment amount for Mr. Stevens’ 
hospital services is $15,000.  Mr. Stevens must pay $3,000 
(the 20% coinsurance).  The hospital also charges Mr. 
Stevens 15% over the $15,000 plan payment amount.  This 
amount is $2,250.  Mr. Stevens owes a total of $5,250 to 
the hospital for services he received. 

 
 The insurance company, rather than Medicare, 

decides how much the individual pays for the services 
he/she receives. 

 
Quality Assurance 
 
 Private fee-for-service plans do not have to meet 
many of the specific quality assurance requirements and 
minimum performance levels that Medicare requires of 
other Medicare Advantage plans that use limited 
numbers of doctors and hospitals.  However, 
organizations that offer private fee-for-service plans 
must still take steps to make sure that the enrollee 
receives good medical care when he/she uses the plan. 

 
How a Private Fee-For-Service Option Might Work 
 

 They receive a capitated payment from the 
Centers for Medicare and Medicaid Services 
(CMS) 

 They in turn reimburse hospitals, physicians 
and other providers at a rate predetermined 
by the plan.  This payment is made on a fee-
for-service basis 

 They offer patients the freedom of choice of 
doctors and hospitals, the ability to see a 
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specialist without a referral and the freedom 
of travel with continued coverage 

 Members must continue to pay for the 
Medicare Part B premium and any cost 
sharing amounts such as co-payments 

 
 Note:  Beginning in 2011 the Medicare 

Improvements for Patients and Providers Act 
(MIPPA) of 2008 regulations required any 
PFFS plan available in a county where there 
are two other network plans, such as an 
HMO or PPO, to have a network of providers 
for their PFFS plan.  As a result, PFFS plans 
were no longer offered in most counties with 
the exception of some areas of Cape Cod and 
western Massachusetts. 
 

What Is a Deemed Provider? 
 

 A provider who has knowledge of a patient’s 
enrollment with a private fee-for-service plan 
and has been given a reasonable opportunity 
to learn the terms and conditions for 
providing services to an enrollee 

 May require that a provider be eligible to 
enroll in Medicare, that the provider has not 
opted out of the Medicare program, and that 
the physician or practitioner has a valid 
license and there are no sanctions against 
their license 

 Provider may balance bill the enrollee up to 
15% for any services received during their 
enrollment in the plan 

 
Medical Savings Accounts (MSA) 
 
Status:  None available in Massachusetts at this time 

 
 A Medical Savings Account is a special type of savings 
account that can be used only to pay medical bills.   
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 MSAs work only with a special type of insurance 
policy sold by a private insurance company 

 Policy would have a high deductible 
 The account can be held in any bank or financial 

institution such as an insurance company or securities 
broker 

 The bank or other place where the account is kept is 
called the Medicare MSA custodian or trustee 

 Medicare deposits money into this account and the 
money can then be used to pay medical bills that the 
beneficiaries would otherwise have to pay themselves 

 The money in the account is not taxed, may earn 
interest, and may be carried over from year to year 

 Medicare will add money to the account each year.  
Once the deductible has been met, the insurance 
policy would then pay for medical services. 

 
Special Needs Plans 
 
Status:  Available in some areas in Massachusetts 
 
 Special Needs Plans use a collaborative practice model 
to respond to the multiple needs of frail elderly residents of 
nursing facilities.  The collaboration between the primary care 
physician and the nurse practitioner emphasizes preventing 
illness, early detection of disease and timely delivery of care in 
the nursing facility.  A special needs plan is a comprehensive 
program of medical care that includes: 
 

 Initial assessment of new members 
 Routine patient visits 
 Specialty care coordination 
 Urgent/unscheduled visits 
 Hospital case management 
 Communication with caregivers 

 
Eligibility 
 

 Enrollee has Medicare A and B, and 
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 Resides in a nursing home in the plan’s service 
area 

 Does not have ESRD 
 
Note:  Residents on Long-Term Care Medicaid are 
eligible for a special needs plan if they also have 
Medicare.  For information on the Massachusetts 
plans available, see the Section entitled:  
Resources. 

 
 See chapter entitled:  Public Benefits for 

information on special needs plans such as:  Senior Care 
Options [SCO], and Programs for All Inclusive Care for 
Elders [PACE]) for MassHealth members living in the 
community. 
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CHAPTER FOUR 
MEDICARE PRESCRIPTION DRUG 

PROGRAM (PART D) 

 
OBJECTIVES OF THIS SECTION 

 
* Introduce the Medicare Prescription Drug Program  
* Review the eligibility and enrollment requirements, standard drug plans, 

income subsidy, formularies, and beneficiary protections 
* Describe how the new Medicare Prescription Drug Benefit will work with 

state programs including Medicaid/MassHealth and Prescription 
Advantage 

 
 

OVERVIEW OF THE MEDICARE PRESCRIPTION DRUG PROGRAM – 
PART D 

 The Medicare Modernization Act of 2003 (MMA) gave elderly and disabled 
people on Medicare A or B access to drug coverage beginning January 1, 2006.  Under 
Title I of this act are two phases of the prescription drug benefit. 

 

 Phase I – May, 2004-May 15, 2006 

 

 In May, 2004, approximately 30 discount drug cards were endorsed by 
Medicare and used the Medicare name to market their cards in Massachusetts.  
Beneficiaries who enrolled in a Medicare-endorsed drug discount card 
program received discounts on the prescription drugs covered by the card they 
selected. 

   The Medicare Discount Drug Cards were phased out in May, 2006. 

 

Phase II – January 1, 2006 

  

 Beginning in 2006 all people with Medicare had access to a voluntary 
prescription drug benefit under the Medicare Prescription Drug Program or 
Part D.  Medicare offers several ways for seniors to voluntarily receive 
prescription drug coverage. 
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ELIGIBILITY 

 

 If a beneficiary is in original Medicare or a Medicare Advantage PFFS plan that 
does not offer the Part D prescription coverage, he/she may enroll in a stand-alone 
Prescription Drug Plan (PDP).  Prescription Drug Plans contract with Medicare to 
offer plans that meet the CMS established guidelines. 

 

 If a beneficiary is enrolled in a Medicare Advantage Plan (including an HMO or 
PPO), he/she can only enroll in a Part D plan offered by their Medicare Advantage 
Plan (MA-PD).  (See Chapter entitled Medicare Advantage Plans for more detail.)   

 

 Some people with Medicare may receive prescription drug coverage through a 
former employer, and Medicare may help the employer pay for the coverage. 

 

EXPLANATION OF TERMINOLOGY 

 Premium 

 

 Beneficiaries who enroll in a Part D plan pay a monthly premium to the 
plan.  (Beneficiaries enrolled in a Medicare Advantage plan with drug coverage 
pay a monthly premium to the plan that includes the premium for their health 
care coverage and their Part D coverage.)   Premiums in stand-alone Part D 
plans may vary based on benefits offered by each plan.  Beneficiaries have the 
option of paying the premium directly to the plan or having it deducted from 
their Social Security check.  Part D premiums are indexed according to income 
just as they are for Part B.  Any additional premium a beneficiary would be 
required to pay based on her/his higher income category would be deducted 
directly from the Social Security check.  These beneficiaries would still have the 
option of paying the remainder of the Part D premium directly to the plan.       

  

 Generic Versus Brand Name Drug 

 

 A generic drug contains the same active ingredients, has the same 
strength and dosage as the brand name drug and must meet the same 
government quality control standards.  Massachusetts is a generic-mandated 
state in which all pharmacists have to dispense generic if available unless the 
physician indicates:  no substitution. 
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Formulary 

 

 The prescription benefit includes a list of “covered drugs”.  This list is 
called the “formulary”.  If the insurer is very selective about which drugs are to 
be covered, then it is sometimes referred to as a “closed formulary”.  If the 
formulary is open to all drugs but places drugs into different cost sharing 
categories or “tiers”, it is referred to as an “open formulary”. 

 

Coverage Gap 

 

 The coverage gap refers to the period of time a beneficiary pays the full 
retail cost of their drugs.  The gap establishes a specific dollar amount a 
beneficiary must spend out-of-pocket before the plan once again provides 
coverage.  (Note:  Plans are required to provide members with an Explanation 
of Benefits (EOB) on a regular basis which provides information about when 
the member will reach the coverage gap.) 

 

 Note:  The Affordable Care Act reduces the costs to beneficiaries 
who reach the coverage gap.  Effective January 2011 beneficiaries 
receive discounts on both brand and generic drugs in the gap.  These 
discounts will increase each year until the coverage gap is eliminated 
in 2020. 

 
 

 
Year 

 

Beneficiary 
Will Pay for 

Brands 

Beneficiary 
Will Pay for 

Generics 
2011 50% 93% 
2012 50% 86% 
2013 47.5% 79% 
2014 47.5% 72% 
2015 45% 65% 
2016 45% 58% 
2017 40% 51% 
2018 35% 44% 
2019 30% 37% 
2020 25% 25% 
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 Prior Authorization 

 Many insurers will provide access to a particular drug only after the 
physician requests approval explicitly for that drug for the patient.  One reason 
for requiring prior authorization is that it is a means to make sure the doctor 
has considered the use of less expensive alternatives before requesting the 
particular drug that requires prior approval.  This is a very popular cost 
management technique used with many drugs on many Medicare Part D plans. 

 

Deductibles 

  

 A deductible is a set amount a beneficiary must pay before the plan 
provides coverage.  This expense is usually incurred on an annual basis. 

 

Co-payment 

 

 Co-payments are a set dollar amount that is paid at the pharmacy, e.g., 
$8 for a 30-day supply at a retail pharmacy.  Usually, generic drugs have lower 
co-pays than brand drugs.   

 

Co-insurance 

 

 Co-insurance is a percentage of the retail cost, e.g., 25% for a 30-day 
supply.  This is the amount the beneficiary would be required to pay. 

 

Out-of-Pocket Cap (Also Known as “Catastrophic Coverage”) 

 

 An important policy aspect is protection against excessive health care 
costs that accompany catastrophic or chronic health care conditions.  This 
protection caps the amount a beneficiary must pay toward their total costs. 

 

Creditable Coverage 

 

 Creditable coverage is prescription drug coverage that is at least as 
good as the standard Medicare Part D benefit.  If a Medicare beneficiary has 
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creditable coverage, they will not be assessed the late enrollment penalty if they 
choose to sign up for a Medicare Part D plan in the future.  However, the 
beneficiary must enroll in a Medicare Prescription Drug Plan within 63 days 
of loss of the creditable coverage. 

 

 Benefits administrators have information about whether coverage is 
considered creditable.  All Medicare beneficiaries, including those who are 
still working, must have creditable coverage to avoid the late enrollment 
penalty. 

  

 Employer Options 

 

 Employers/unions, in coordination with their benefits 
administration, will have to make annual determinations about whether 
the coverage they provide is considered creditable.  Employers and 
unions will have an option to: 

 

 Keep their own creditable coverage and receive a subsidy 
from CMS 

 Require retirees to join a Medicare Part D plan.  Those who 
require this may pay the Part D premium and/or help with 
coverage during the gap. 

 Drop coverage all together 

 

 Non-Group Creditable Coverage 

 

  Prior to January 1, 2006, Massachusetts Medicare beneficiaries 
could purchase a Medicare Supplement (Medigap) plan (Supplement 2) 
which provided unlimited prescription coverage.  These plans can no 
longer be sold (since 1/1/06); but members who have these plans can 
maintain this coverage.  Supplement 2 is creditable coverage. 
Beneficiaries with this coverage can join a Part D, and will not be 
subject to a penalty.  However, they can only join a plan during the 
Open Enrollment Period (OEP).    
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 Note:  In addition to Supplement 2 plans, beneficiaries may 
have other plans that provide prescription coverage.  Some of 
these may be "creditable”.  It is important to verify the coverage 
directly with the company.    

 

Late Enrollment Penalty 

 

 If a Medicare beneficiary does not join a Medicare Prescription Drug 
Plan when they are first eligible, they could incur a penalty.  The penalty would 
be 1% of the benchmark (Note:  benchmark is the national median) premium 
for each month the beneficiary: 

 

 Did not enroll in a Medicare PDP when they were first eligible and  

 Had no prescription drug coverage 

 Had coverage that was not considered “creditable” 

 Had a lapse in creditable coverage of 63 days or more 

 

  The penalty is added to the premium at the time of enrollment and is 
lifetime.* 

 

  *A beneficiary under age 65 who is enrolled in Part D and subject to a 
late enrollment penalty will have the penalty waived at age 65.  (This waiver 
mirrors the “clean slate” provided to Medicare enrollees subject to a Part B 
penalty prior to turning age 65.  See Chapter Two – Medicare A & B.)   

  

 Note:  Penalty is waived for LIS/Extra Help (described below) 
individuals 

 

Limited/Low Income Subsidy (LIS) 

 

 The Limited/Low Income Subsidy (LIS) or “Extra Help” is available to 
Medicare beneficiaries who meet the income and asset eligibility guidelines. 
This “Extra Help” provides financial assistance with the costs of the Medicare 
Prescription Drug Program.   
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 The LIS will pay all or part of the monthly premium, deductible, and the 
coinsurance or cost-sharing amounts for Part D covered drugs.  LIS does 
eliminate the coverage gap (or donut hole).  However, LIS will not pay for 
non-formulary or excluded drugs. 

 

LIS Enrollment 

 Medicare beneficiaries who have gross income at or below 150% 
of the Federal Poverty Level (FPL) (See the chapter entitled:  Public 
Benefits for more information about the FPL) and meet asset 
guidelines, can apply for this program by completing the Extra Help in 
Paying for the Medicare Prescription Drug Program Application 
available from Social Security.  Beneficiaries may also apply on line at 
www.socialsecurity.gov.  LIS beneficiaries who are considered late 
enrollees will not be subject to a late enrollment penalty. 

 Medicare beneficiaries who are also enrolled in 
Medicaid/MassHealth, Supplemental Security Income (SSI) or a 
Medicare Savings Program/MassHealth Buy-in (Note:  See the chapter 
entitled:  Public Benefits for details about these programs) are known 
as dual eligibles.  These beneficiaries do not have to apply for the LIS 
program as they are “deemed eligible”.    

          Someone who loses Extra Help eligibility during the year will 
receive extended coverage.  If someone loses the benefit prior to July, 
benefits will end on December 31 of the same year.  If someone loses the 
benefit in July or later, the benefit will end on December 31 of the 
following year. 

 The LIS payment will differ based on whether a beneficiary is 
living in an institution (i.e. nursing home, chronic hospital) or in the 
community.  Income and asset levels will determine how much the 
benefit will be.  (Note:  Eligibility re-determinations will be made 
annually.)  

 

MEDICARE PRESCRIPTION DRUG PLANS (PART D) 

 

 The Medicare Prescription Drug Plans (PDPs) and Medicare Advantage Plans 
(MA-PDs) offered by private companies may differ on many levels but must meet 
both pharmacy access and formulary standards set by CMS.  However, every PDP 
may vary based on: 
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 Benefit design  

 Monthly premium 

 Deductible 

 Coinsurance 

 Formulary 

 Drug prices 

   

 To identify which of a client’s insurance cards is the Medicare PDP card, look 
for the Medicare Prescription Drug coverage logo below: 

 
 Although they can vary, they all must offer the standard prescription drug 
benefit or its equivalent.  The plans may also choose to offer supplemental benefits 
for an extra premium.  An example of a supplemental benefit would be  elimination 
of the deductible. 

 All plans are required to coordinate with both Medicaid/MassHealth and the 
State Pharmacy Assistance Program (SPAP).  The SPAP in Massachusetts is 
Prescription Advantage.  (See Chapter entitled:  Public Benefits for more details 
about Medicaid/MassHealth) 

 

STANDARD BENEFIT 

 

 Under the Medicare Prescription Drug Program beneficiaries pay a monthly 
premium.  Premiums vary from plan to plan and will change from year to year.  
(Based on calendar year 1/1-12/31.)   
 

 The standard benefit also includes an annual deductible.  The deductible cannot 
be greater than the amount set by Medicare.  This deductible may change annually.  
After the deductible is met, the beneficiary pays 25% of the retail costs until they 
reach the initial coverage limit set by Medicare.  This also may change annually.  

 

 After the beneficiary reaches the initial coverage limit, they enter the coverage 
gap or “donut hole”.  As described earlier, Part D enrollees will receive discounts on 
the costs of their drugs during the coverage gap.  These discounts started in 2011 and 
will increase each year until the gap is eliminated in 2020.   
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 Note:  Any amount other than premium costs a beneficiary pays towards 
prescription drugs covered by the Medicare Part D plan’s formulary counts 
toward their out-of-pocket costs.  While beneficiaries will receive discounts on 
both brand and generic drugs in the coverage gap from 2011-2020, the full retail 
costs of their brand medication will be counted in calculating their out-of-
pocket costs.  Beneficiaries will receive periodic Explanation of Benefits 
(EOBs) from their Part D plan detailing their out-of-pocket costs and the 
coverage provided by the plan. 

 

 Catastrophic coverage begins once the beneficiary has met the out-of-pocket 
costs required.  The Medicare Part D plan will pay 95% of the cost of each 
prescription and the beneficiary will pay small co-insurance (approximately 5%) for 
the remainder of the calendar year. 

 

FORMULARY 

 

 Each plan must meet formulary standards.  This formulary must include and 
cover certain drugs or certain classes of drugs.  However, Medicare has established a 
category of excluded drugs.  These include: 

 

 

 Over-the-counter drugs* 

 Prescription vitamins and mineral products, except prenatal vitamins and 
fluoride preparations 

 Drugs covered under Medicare Part A or B 

 Drugs used in the treatment of: 

o Anorexia, weight loss or weight gain 

o Infertility 

o Cosmetic enhancement or hair growth 

o Symptomatic relief of cough and colds 

 

 All, or substantially all, of the drugs in the following classes have to be covered 
for beneficiaries whose conditions are stabilized with these medications.  These classes 
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of drugs include: 

 

 Antidepressant 

 Antipsychotic 

 Anticonvulsant 

 Anticancer 

 Immunosuppressant 

 HIV/AIDS categories. 

 

 Beneficiaries who need a medication not covered on their Part D plan’s 
formulary may be able to appeal to have their non-formulary drug covered by the plan 
under the exception process. 

 

 

ENROLLMENT 

 

 Initial Enrollment Period (IEP) 

  

 The Initial Enrollment Period (IEP) began on November 15, 2005 and 
ended on May 15, 2006.  The IEP for newly eligible beneficiaries mimics that 
of Medicare Part B  –  a seven-month period which includes the following: 

 

Three months Before 
Turning 65 

The Month Turning 65
  

Three Months After 
Turning 65 

 

  Beneficiaries who become eligible for Medicare due to a disability can 
 join during the period three months before through the three months after 
 their 25th month of  cash disability payments.   
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 Special Note Re:   

Medicaid/MassHealth Members Who Become Eligible for Medicare 

 Medicare takes effect on the first of the month of eligibility (i.e. the 
first of the month in which an individual turns 65).  Once a MassHealth 
member becomes eligible for Medicare, their primary prescription 
coverage under MassHealth ends.  MassHealth notifies Medicare of the 
member’s dual status.  Once this information is provided to Medicare, the 
individual is enrolled in a plan chosen at random.  Coverage under the 
Part D plan should then take effect on the first of the next month.  This 
may leave the beneficiary with no prescription coverage, however, until at 
least the first of the following month when the Part D plan takes effect.  
During the period of non-coverage there is a temporary back-up plan 
(Limited Income Net or LI NET program) to provide coverage.  
Pharmacies have been given instructions for this process.   

 

Open Enrollment  Period (OEP) 

 

  The Open Enrollment Period (OEP) runs from October 15 to 
December 7 each year with coverage effective on January 1.  During this 
period beneficiaries can: 

  Join a plan for the first time (If late enrollee, would be subject to 
late enrollment penalty.)  

  Switch plans 

  Drop a plan 

 

 Note:  If a beneficiary wants to switch a Part D plan during the OEP, 
he/she should simply enroll in the new plan. 

 

Special Enrollment Period (SEP) 

  There are certain conditions which make beneficiaries eligible for a 
Special Enrollment Period (SEP) during which they can enroll in a Part D 
plan outside of the AEP.   They include: 

 Moving out of their plan’s service area 
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 Loss of creditable coverage 

 Having dual eligible status* (enrolled in MassHealth and Medicare 
or enrolled in a Medicare Savings program – For more 
information about MassHealth and Medicare Savings programs see 
the chapter entitled Public Benefits) 

 Being a member of a State Prescription Assistance Program 
(SPAP) 

 Switching to a 5-star rated plan – a beneficiary can make one 
switch at any time during the year to a 5-star rated plan  

 

*Note:  Dual eligible beneficiaries or those receiving LIS 
(Extra Help with Part D Costs) can switch plans once a 
month with the change in coverage taking effect the first 
of the following month.  

  

 Medicare Advantage Disenrollment Period (MADP) 

 

  A beneficiary who disenrolls from a Medicare Advantage plan during 
 the MADP (January 1 – February 14) to return to original Medicare would be 
 entitled to join a stand-alone Medicare Prescription Drug Plan (PDP) during 
 this time.  Medicare Advantage members who disenroll from an MA plan 
 without drug coverage would also be entitled to enroll.  However, they would 
 be subject to a late enrollment penalty if applicable.   

 

 

PART D PLAN SELECTION 

 

 The Medicare website www.Medicare.gov provides a Medicare Prescription 
Drug Plan web tool to help with Medicare Part D plan selection.  All plans are 
required to submit their formulary, costs and plan design information to CMS to be 
posted to the web.  This is the main source of all plan information to compare one 
plan to another.  If the Medicare beneficiary does not have web access, he/she can call 
1-800-MEDICARE, and staff will do a plan search.  However, Medicare staff are not 
familiar with programs that coordinate with Part D plans such as Prescription 
Advantage and may suggest a Part D plan that will not be cost effective for the client.    
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SHINE counselors, however, have a pre-enrollment screening tool, knowledge about 
how other programs coordinate with Part D, and access to the web either at their 
counseling site or through the regional office to provide this service as well.  (See 
chapter entitled:  Internet Basics for more information about the web tool.) 

 

MASSACHUSETTS’ STATE PRESCRIPTION ASSISTANCE PROGRAM 
(SPAP) – PRESCRIPTION ADVANTAGE 

 

 Prescription Advantage (PA) is a State Prescription Assistance Program (SPAP) 
which provides a cost-sharing wrap to its members who have creditable prescription 
coverage.  This creditable* coverage can be through a Medicare Part D plan, an 
employee/retiree plan or, in some cases, a Medicare supplement plan.  

  

 The goal of the wrap is to provide assistance with cost and coverage.  The level 
of assistance provided is determined by gross income.  A detailed breakdown of this is 
provided in the Rate Schedule Guide in the Prescription Advantage application.  

  

 In order to receive Prescription Advantage assistance, Medicare** eligible 
applicants must be enrolled in a Medicare Prescription Drug Plan or other creditable 
prescription coverage.  (They can enroll in PA prior to enrollment in a Part D plan 
and, if needed, PA membership can provide a SEP [Special Enrollment Period] to 
enroll or change their Part D plan outside of the annual OEP [Open Enrollment 
Period].)  All applicants with incomes at or below 150% FPL (For more information 
about FPL [Federal Poverty Level] see the chapter entitled:  Public Benefits.) are 
required to apply for the Limited/Low Income Subsidy (LIS) or indicate on their PA 
application that they are over asset for the LIS program. 

 

*Note:  Members with creditable coverage may also receive assistance from 
Prescription Advantage. 

**Note:  Prescription Advantage will continue to be a primary source of 
prescription coverage for non Medicare eligible members.  

 

 Note:  Prescription Advantage (PA) members, (referred to by CMS as 
SPAP (state prescription assistance program) members are entitled to a SEP 
(Special Enrollment Period) which allows them to make one switch in Part D 
coverage (or, for Medicare beneficiaries not enrolled in a Part D plan, to join a 
Part D plan) throughout the year. 
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CHAPTER FIVE – MEDICARE 
SUPPLEMENT INSURANCE (MEDIGAP) 

 
 
 

OBJECTIVES 
 

*Introduce the standard Medigap policies available in Massachusetts 
*Learn about the federal and state laws and regulations regarding 
  Medicare Supplement Insurance policies 
*Understand the difference in non-group vs. group Medicare    
  Supplement Insurance 

 
INTRODUCTION 
 
 Many aspects of the Medicare program are complex and confusing.  
A newly eligible Medicare beneficiary may be uncertain about what 
Medicare covers and doesn’t cover and how much it pays toward medical 
expenses.  He/she may not realize that Medicare was established to help pay 
for some, but not all, health care costs.  For instance, Medicare beneficiaries 
are responsible for deductibles and co-insurance under Medicare Hospital 
(Part A) and Medical (Part B) Insurance.  In addition, many benefits, such as 
preventive physical exams and outpatient prescription drugs were originally 
excluded entirely from the fee-for-service Medicare Program.  This chapter 
will describe how Medicare Supplement Insurance (also known as 
“Medigap”) coordinates benefits and payment with Medicare. 
 

 Medicare Supplement Insurance is a special kind of health 
insurance coverage developed to provide extra protection beyond 
Medicare by filling some of the gaps in Medicare coverage.  Under 
state and federal law, Medicare Supplement Insurance is defined as 
an individual or group policy designed to supplement Medicare 
benefits.    
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MEDICARE SUPPLEMENT/MEDIGAP BASICS 
 

 Medicare Supplement Insurance is available only to people who 
are enrolled in Medicare Parts A and B  

 
 Private insurance companies, not the federal government, sell 

Medicare Supplement/Medigap insurance 
 

 Employer-sponsored retiree plans, including those that convert to 
a policy that supplements Medicare when a retiree turns 65, are 
not official Medigap policies 

 
 Standard major medical benefit plans may pay for some of the 

services or gaps in services under Medicare, but these are not 
official Medigap policies 

 
 Limited benefit plans such as hospital indemnity insurance do not 

qualify as Medigap policies.  They are not required to provide the 
same benefits the standard Medigap plans must provide. 

 
 All Medigap plans coordinate benefits with Medicare.  This means 

that a Medigap policy will generally pay only when Medicare 
approves payment of a health care expense.  The exceptions to 
this rule involve some benefits the Medigap may provide in 
addition to paying some of the gaps in Medicare coverage.  For 
example, some Medigap policies will pay for medical services 
received outside of the United States regardless of Medicare’s 
approval.  Some Medigap policies (Supplement 2 not sold since 
1/1/06) provide coverage for prescription drugs. 

 
 Some employer plans convert to Medicare secondary payer 

policies when an employee retires and becomes eligible for 
Medicare.  However, the coverage may vary widely from one 
employer to the next.  These types of policies can coordinate 
benefits which means they may not pay if the insured has other 
supplemental coverage.  An individual planning retirement should 
investigate early to determine how his/her company’s policy 
would coordinate with Medicare and other insurance coverage. 
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STANDARDIZED MEDIGAP POLICIES:  FEDERAL AND 
STATE REFORMS 
 
 Throughout the 1980’s many people grew concerned about the 
confusion in the Medigap insurance marketplace for consumers.  They were 
overwhelmed by the many policies, terms and conditions.  There were sales 
abuses and many people had duplicate coverage. 
 
 In 1990 the United States Congress passed strong federal legislation 
to rectify these problems.  It was enacted under the Omnibus Budget 
Reconciliation Act of 1990 (OBRA 90 or the Medigap Reform Law).  
The law established uniform regulations for Medicare Supplement/Medigap 
Insurance in every state.  OBRA: 
 

 Required all insurers offer Plan A.  Plan A is the basic policy, 
sometimes referred to as the “core” policy or plan.  Insurers may, 
but are not required to, sell nine additional policies – Plans B 
through J 

 
 Required each standardized plan be identical from insurer to 

insurer.  However, prices may differ.  Previously, each individual 
state regulated Medigap insurance differently. 

 
 Encouraged price competition among insurance companies and 

decreased confusion for consumers by establishing uniform 
insurance packages that consumers could compare more easily 

 
 Set aside funds to develop a national network of state health 

insurance assistance programs (aka SHIPs) whose mission is to 
provide clear, unbiased information to those needing to select 
insurance.  (The SHINE Program is the Massachusetts SHIP.) 

 
The OBRA law did not affect policies already in force, i.e. they  

did not have to come into compliance to be one of the new types of 
policies.  Policyholders who already had a Medicare supplement policy were 
not required to purchase a standardized policy.  They could keep their pre-
standardized policy in force.  They could ignore standardization unless they 
wanted to switch their old policy. 
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  Exception:  Some older policies were not guaranteed renewable 
and the company retains the right to “non-renew” but, instead, offer 
policyholders new, standardized policies.  Once a pre-OBRA policy 
has been replaced by a new, standardized policy, the old one is gone 
forever. 
  
 Federal Requirements for Standardized Medigap Policies 
 

 Every state, except Massachusetts, Wisconsin and 
Minnesota, was required to adopt the 10 standard benefit packages 
and label them plans A-J.  Every company must use the same letter 
labels so that no matter which company a beneficiary buys from, its 
“Plan C” will be identical to every other company’s “Plan C”.  
However, the companies’ premiums will be unique.   
 
 As of January 1, 2006, no new Medigap (In Massachusetts 
Supplement Two) policies can be sold which contain 
prescription drug coverage (including plans H, I and J).  New 
plans (K and L) have been added. 
 

  Since that time additional federal plans have been 
 discontinued or changed.  For a current list of federal plans 
 available, see CMS Publication #02110 Choosing a Medigap 
 Policy:  A Guide to Health Insurance for People with Medicare.  

 
Massachusetts Waiver 
 
 When the federal government enacted the Medigap Reform 
Law in 1990, Massachusetts already had an established Medigap 
regulatory program. 
 

 Massachusetts received a waiver that allowed it to 
continue with its current system of standardized policies  

 
 Massachusetts added additional sales practice standards 

required under the Medigap Reform Law 
 

 Instead of the ten national standardized plans, from 1992-
1994 Massachusetts had six standardized plans available 
for sale to Massachusetts’ resident. 
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 In 1995 Massachusetts passed a new law affecting all 
Medigap policies 

 
 The new law allowed the sale of three standardized plans 

 
 Medigap plans that were available in Massachusetts from 

1992-1994 were no longer available to new enrollees.  
However, beneficiaries enrolled in those plans were able 
to maintain them. 

 
 Beginning on January 1, 1995, Medicare beneficiaries had 

the choice of only three policy formats.  Each had 
precisely defined benefits.  These policies were labeled 
Core, Supplement One and Supplement Two 

 
 The Core plan is the most basic.  Supplement One and 

Two were identical, except that Supplement Two offered 
an unlimited outpatient drug benefit.  

 
 Since January 1, 2006, only two types of Medigap policies 

are being sold in Massachusetts – Core and Supplement 
One.  (Beneficiaries who have Supplement Two plans 
with prescription coverage can keep them.) 

 
 Note:  These Supplement Two plans provide 

prescription coverage which is creditable (considered as 
good as Part D).  Therefore, beneficiaries with 
Supplement Two coverage will not be penalized should 
they decide to drop this coverage and enroll in a Part D 
plan at a later time.  However, they will only be allowed 
to enroll in Part D during the annual Open Enrollment 
Period (OEP) of 10/15 – 12/7. 

 
Basic Benefits Included in All Massachusetts Medigap Plans 
 
 All Medigap policies sold in Massachusetts must include 
certain “Basic Benefits”.  These comprise the minimum package of 
benefits allowed by law.  The standardized Medigap policies, Core 
and Supplement One, must contain these basic benefits: 
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 Part A daily co-payment for hospital care days 61 through 
90 

 Part A daily co-payment for hospital care days 91 though 
150 

 100% of the beneficiary’s Medicare part A eligible hospital 
expenses if he/she uses up the lifetime reserve days beyond 
day 150 of a hospital stay to a lifetime maximum total of 
365 additional hospital days during his/her lifetime 

 Part B 20% co-insurance for Medicare Part B eligible 
expenses, after the annual deductible is met 

 Cost of the first three pints of blood 
 Additional 60 days of coverage per calendar year in licensed 

mental health hospital 
 
Additional Benefits of a Supplement One Plan 

 
 Part A deductible benefit:  policy pays the Part A 

hospital deductible for each benefit period.  That 
benefit period ends after the beneficiary has been out 
of the hospital or SNF for 60 consecutive days or 
more.  It is possible to incur a Part A deductible 
more than once in a single year. 

 
 Skilled nursing facility co-payment benefit for 

days 21 through 100:  If the beneficiary qualifies for 
Medicare coverage in a skilled nursing facility, the 
policy will pay the co-payment for days 21-100.  
Remember this benefit is limited.  A Medigap with 
this benefit will only pay when skilled nursing facility 
care is approved by Medicare.  Custodial care is not 
covered. 

 
 Part B deductible benefit:  the policy pays the 

annual Part B deductible 
 

 Foreign travel benefit:  the policy pays for medical 
services received in a foreign country.  The plan must 
cover all the benefits that would be covered by 
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Medicare and the Medigap policy in the United 
States. 

 
Regulation of the Marketplace 
 
 States must regulate both individual (non-group) and certain 
group Medigap policies.  All individual and association or 
organization group Medicare Supplement policies must be filed with 
and approved by the state Department of Insurance (Massachusetts 
Division of Insurance). 
 
 To make sure the policies meet the state’s legal requirements, 
the Division’s examiners look at: 
 

 Policy forms 
 Advertisements and solicitation materials 
 Rates 

 
A Medigap Individual Policy is a contract between one  

 person, the “policyholder” and an insurance company. 
 

 A Medigap Group Policy is a contract between the insurance 
company and an organization or association other than an employer 
or union – example:  AARP/United Health Care. 
 

 Organization has a “master contract” and is the “policy 
holder” 

 Organization enrolls members who become “certificate 
holders” 

 The cost of group coverage is often lower than similar 
coverage in an individual contract 

 
Medigap Cost and Value 
 
 The cost of Medigap insurance has dramatically increased in 
recent years.  In order to control the skyrocketing premiums of 
Medigap insurance, Massachusetts requires all premium rates to be 
filed with the Division of Insurance and approved by the 
Commissioner.  Massachusetts also requires a public hearing 
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whenever the Medigap insurer requests a rate increase of more than 
10%. 

 
 Premiums 
 
  Beginning in 1995, Massachusetts required issuers of 

Medigap policies to use community rating to set premiums. 
 
  Community Rating/No Age Rating 

 
 Community rating requires that premiums be the same 
for all Massachusetts customers regardless of age. 
 
Age and Premiums 
 
 In other states (and for policies sold prior to 1/1/95) 
insurance companies price Medigap policies using the 
community rating method or two additional methods: 
 

 Attained Age Method – premium increases 
automatically as the beneficiary gets older.  If the 
beneficiary buys at age 65, at age 80 he/she will pay 
the same as all of the company’s 80 year old 
customers 

 
 Issue Age Method – premium is set when the 

beneficiary buys the policy.  If the beneficiary buys 
at age 65, he/she will always pay the company’s 
premium for 65 year olds (which will go up with 
each rate increase). 

 
Reasons for Changes in Premiums 
 
 When the Massachusetts Division of Insurance reviews 
a company’s rates, it looks at its loss ratios – what percentage 
of the premiums collected was actually paid in claims.  
Individual policies are required to have a loss ratio of 65% (i.e. 
for every dollar the company collects from consumers, 65 
cents must be paid in claims).  Group policies must meet a 
75% loss ratio. 
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 If a company’s loss ratio is too low (i.e. it pays only 50 
cents out of every dollar on claims), the Division of Insurance 
will require the company to issue refunds to all customers.  If 
it’s too high, the company will be allowed to raise its rates. 
   

ENROLLMENT PERIODS  
 
 Medicare beneficiaries can purchase a Medigap policy during one of 
the following enrollment periods/categories: 
 

 Initially Eligible Open Enrollment Period 
 Annual Open Enrollment Period 
 Special Enrollment Period 
 Continuous Open Enrollment 

 
 Note:  These periods are the federally-regulated Medigap Open 

Enrollment periods.  At this time Massachusetts Medigap has 
continuous open enrollment for all beneficiaries.  Most of the 
following information reflects the federal requirements for Medigap 
plans offered in other states 

  
Initially Eligible Open Enrollment Period – Federal Law 
 
 It begins at age 65 or older when the beneficiary first enrolls in 
Medicare Part B and ends six months later.  Medigap insurers do 
accept applications before one’s 65th birthday so that coverage will 
start when the beneficiary turns age 65 and becomes enrolled in 
Medicare.   
 

 
Medicare 

Part B 
Effective 

Date 

2nd Month 3rd  Month  
4th  

Month 
5th  

Month 
6th  

Month 
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  In order to qualify a Medicare beneficiary: 
 

 Must be at least 65 years old (See notes on following 
page for Federal Open Enrollment Rules and 
Massachusetts law)  

 Period begins on the date the beneficiary first 
enrolls in Medicare Part B (when coverage takes 
effect) 

 Period ends six months later 
 

 Note:  Under federal regulations a person is a “late 
enrollee” if they do not purchase a Medigap plan during the 
six-month period following their enrollment in Part B.  Late 
enrollees may be subject to premium surcharges for delaying 
their enrollment.  Medicare beneficiaries should contact the 
plans to find out if there is a discount or surcharge.  

   
 For people who work past 65 and delay joining Part 

B until their “special enrollment period”, open 
enrollment starts when Part B coverage begins 

 
 Note:  Under 65 Federal Open Enrollment Rules 

Disabled SSDI (Social Security Disability Insurance) recipients 
can begin receiving Medicare before they turn 65.  However, in 
most states they cannot buy a Medigap policy until they reach 
age 65 and have Part B. 
 
 Under Massachusetts’ law disabled beneficiaries 
 DO NOT have to wait until age 65 to buy a Medigap policy.  
Instead, a disabled Medicare beneficiary can enroll at any time 
during the year due to the continuous open enrollment offered 
to all Medicare beneficiaries.  
 
 An exception to this is beneficiaries under 65 with ESRD.  
Medigap companies are not required to sell to beneficiaries 
under age 65 with ESRD. 
 
 Massachusetts Medicare beneficiaries with ESRD can 
apply for a Medigap plan when they turn age 65. 
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 Older adults who become eligible for Medicare may have an 
illness or injury.  Insurance companies call that illness or injury a pre-
existing condition.  In the past, insurers could refuse to sell 
someone a Medigap policy if they had a pre-existing condition.  The 
federal Medigap Reform Law mandates all persons will be able to buy 
any Medigap policy sold during the first six months of their Medicare 
Part B enrollment.  This right to buy insurance regardless of medical 
condition is referred to as “guarantee issue right”.  This six-month 
period is called the “initially eligible open enrollment period”. 
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 Important Note Re:  12 Month Rule 
 

 The 12 Month Rule (federal and Massachusetts 
regulation) provides additional guarantee issue rights to 
Medicare beneficiaries under the following conditions: 
 

 If a Medicare beneficiary canceled a Medigap policy 
voluntarily and enrolled in a Medicare Advantage plan 
or PACE program plan when initially eligible at age 65 
and no more than 12 months have passed since joining 
the Medicare Advantage plan, beneficiary may: 

o Voluntarily disenroll from the Medicare 
Advantage (MA) plan 

o Beneficiary will have 63 days (starting with the 
date of termination from the MA plan to buy the 
Medigap policy that was canceled if still offered 
for sale 

o Companies must offer Core and Supplement One 
policies 

 If a Medicare beneficiary enrolled in a Medicare 
Advantage or PACE program plan when initially 
eligible at age 65 for Medicare Part B and wants to 
disenroll within the first 12 months of enrolling, 
beneficiary may: 

o Purchase a Medigap policy 
o Beneficiary will have 63 days to buy the Medigap 

policy  
o Companies must offer Core and Supplement 
     One policies  
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Annual Open Enrollment Period – Federal  
 
 The annual open enrollment period for “eligible persons” 
begins on February 1st and ends on March 31st of each year.  
Coverage becomes effective on June 1st.  Every Medigap insurance 
issuer must participate and offer every policy available from their 
company. 
 
Special Enrollment Periods 
 
 There are a number of additional periods one can apply for a 
Medigap plan if one is eligible under the Massachusetts rules for open 
enrollment.  (Note:  Because Massachusetts Medigap companies offer 
continuous open enrollment, beneficiaries can enroll at any time 
during the year and do not need to meet one of the SEPs described 
below.)    
 
 A person who becomes eligible for coverage under the Special 
Enrollment Period (SEP) has six months beginning with the first 
month they are “eligible for coverage” to enroll in any Medigap 
policy.  A beneficiary is eligible for a SEP if: 

 
 Over 65, enroll for benefits under Medicare Part B due to 

termination of employment and loss of employer-
sponsored health coverage for active employees (same as 
federal law) 

 The company discontinues the employer-sponsored health 
coverage 

 Move out of a Medicare Advantage plan service area so 
their coverage ends 

 If a Medicare Advantage contract with Medicare ends or if 
the Commissioner of Insurance assumes administrative 
supervision of an issuer or Medicare Advantage plan.  (If 
the Commissioner schedules a required open enrollment, 
every Medigap issuer and every Medicare Advantage plan 
must participate.  Coverage issued during this required 
open enrollment period will become effective on the date 
that coverage under the terminated Medicare Advantage 
plan ends.) 

 Become a resident of Massachusetts 
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An eligible person under Massachusetts law is any person who 

is eligible for and enrolled in Medicare Part A and B.  Medigap 
insurers are not required to provide coverage to a person who is 
under age 65 and eligible for Medicare due solely to ESRD.  
Nothing in the regulations prevents an insurer from providing 
coverage to persons under 65 with ESRD, but they are not required 
to do so. 

 
 Note:  Beneficiaries in Massachusetts with ESRD can 

apply for a Medigap plan when they turn age 65.  
 
 If a beneficiary who qualifies under the SEP wants to buy a 
Medigap policy, he/she must submit an application during the six-
month period beginning with the first month the event happens as 
described above. 
 
Continuous Open Enrollment in Massachusetts 
 
 Any Medigap issuer may choose to offer continuous open 
enrollment after filing with the Commissioner.  Also, before ending 
the continuous open enrollment period, the issuer must notify the 
Commissioner at least 60 days before the ending date.  This option 
varies from year to year depending on companies. 
 
 Massachusetts Medigap companies currently offer continuous 
open enrollment allowing beneficiaries to join or change companies 
or coverage at any time during the year.  
 

 Note:  A beneficiary who wants to change Medigap 
companies must notify their current plan of their desire to 
disenroll and the effective date of disenrollment.  Enrolling in a 
new plan does not automatically disenroll the beneficiary from 
their current plan.    
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Other Required Features for Medigap Insurance in 
Massachusetts 
 
 Pre-existing Condition Waiting Period 
 

 Insurer not allowed to impose any waiting period for 
pre-existing conditions 

 
o Pre-existing condition is one for which a 

doctor gave or recommended treatment within 
the six months before the policy’s effective 
date 

 
Note:  Federal standards allow policies to 
exclude coverage for pre-existing 
conditions for up to six months. 

 
   
  Guarantee Issue 
 

 No Medicare Supplement Insurance/Medigap policy 
may deny an eligible person coverage based on: 
 

 Age 
 Health status 
 Past claims experience 
 Current receipt of medical care 
 Chronic medical condition (Exception is ESRD for 

under 65) 
 

Coordination with Medicare 
 
 Medicare is primary (pays first), and the Medigap policy 
is secondary (pays the remainder of the approved amount not 
covered by Medicare).  Policy benefits (and usually premiums) 
are automatically adjusted annually to keep up with changes in 
Medicare deductibles and co-payments. 
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Guaranteed Renewability 
 
 Federal/Massachusetts law mandates that Medigap 
policies be guaranteed renewable.  The policy cannot be 
canceled unless the beneficiary stops paying the premium or 
misrepresents any information.  The company must continue 
the policy with no changes in benefits (except to keep up with 
changes in Medicare). 
 
Pre-standardization Policies 
 
 As stated previously, beneficiaries who bought pre-
standardized policies (any policy bought before January, 
1992) were not affected in any way if the policy was 
guaranteed renewable.  They could ignore standardization 
unless they wanted to switch their old policy for a standardized 
one.  They should not make a switch without good reason.  
Those reasons might include better benefits or a lower 
premium. 
 
Sales Practice Requirements for Insurers and Their 
Agents 
 
 Federal Medigap Reform Law also included 
requirements for insurance companies and their agents that are 
designed to protect consumers.  These requirements regulate 
the sales practices of companies and agents (e.g. prohibit them 
from selling duplicate Medigap policies to consumers).  Prior 
to these reforms, owning duplicate Medigap policies, buying a 
Medigap policy when one already had Medicaid/MassHealth, 
or buying a policy when an agent used scare tactics without the 
benefits of an unbiased source of information were all 
common occurrences.  Inappropriately sold insurance policies 
accounted for an estimated $3 billion spent needlessly every 
year by older adults. 
 
Outline of Coverage 
 
 An outline of coverage is an abbreviated depiction of 
the policy.  Its format is prescribed by federal and state 
regulation.  These standardized outlines of coverage must 
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accompany all solicitation materials and include the two 
standard plans available to beneficiaries in Massachusetts.  The 
company’s chart will highlight the plans being offered and 
additional charts will provide details for all of the benefits in 
each of the plans.  The outline must show the premium for 
each of the plans the company is selling. 
 
Suspension of Policy While Covered by 
Medicaid/MassHealth Provision 
 
 If a beneficiary bought a Medigap policy after 11/4/91 
and became eligible for Medicaid/MassHealth, he/she can 
suspend the policy for up to 24 months.  During this 
suspension he/she does not have to pay premiums.  The 
beneficiary must: 

 
 Request the suspension within 90 days of becoming 

eligible for Medicaid/MassHealth 
 If he/she becomes ineligible for 

Medicaid/MassHealth (within 24 months), he/she 
can be reinstated 

 
o Beneficiary must notify the company no later 

than 90 days after loss of 
Medicaid/MassHealth eligibility 

 
Free Look Provision 
 
 Beginning from the day a beneficiary receives the 
approved policy, he/she has 30 days to look it over.  If the 
beneficiary changes his/her mind, he/she can cancel within 
those 30 days and get a full refund. 
 
Discounts and Surcharges 
 
 Issuers of Medigap policies may apply surcharges to the 
premiums for late enrollees or people who upgrade coverage.  
However, there would be no surcharge for late enrollees who 
have had “reasonably actuarial equivalent” prior coverage 
which was continuous from either the late enrollee’s initial 
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eligibility or three years prior to the effective date of the new 
coverage, whichever is later. 
 

 Note:  Any surcharge cannot exceed 15% and may 
be charged for no more than three years.  No surcharge 
may be used by an issuer unless a discount is also used.   
 
 A discount on the premium may be used if an “eligible 
person” enrolls during the six-month period beginning at the 
time the person becomes initially eligible for coverage after 
attaining the age of 65.  The discount may not exceed 15% per 
year and cannot be used for more than three years.  It shall be 
applied against the premium for the year. 
 
 The use of discounts or surcharges by Medigap issuers 
must be supported in their rate filing documentation and must 
comply with the refund and credit calculation requirements. 
 
Policy Replacement Provision 
 
 When an agent is selling a replacement policy, he/she 
must: 
 

 Note in writing what other insurance they have sold 
to the beneficiary 

 Not sell the beneficiary a new Medigap policy unless 
the beneficiary agrees to cancel the original Medigap 
policy 

 New insurer must remind the beneficiary within six 
months to terminate one of the Medigap policies 

 Have the applicant fill out and sign a replacement 
form indicating that they understand the hazards of 
changing.  This is designed to protect consumers 
against frivolous policy switching. 
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                              Replacement Notice 
                          (Statement to Applicant) 
 
 I have reviewed your current medical or health 
insurance coverage.  The replacement of insurance involved in 
this transaction does not duplicate coverage, to the best of my 
knowledge.  The replacement policy is being purchased for the 
following reason(s).  Check one: 
 
  ___Additional benefits 
  ___No change in benefits, but lower premiums 
  ___Fewer benefits and lower premiums 
  ___Other (Please specify)  
 
 
Anti-Duplication Efforts to Deter Purchasing Excess 
Coverage  
 
 It is illegal for a company to sell a duplicate Medicare 
Supplement/Medigap policy to an individual who already has a 
Medicare Supplement/Medigap policy.  However, policies or 
certificates which duplicate Medicare will be exempt from the 
prohibition if: 
 

 They pay benefits directly to the beneficiary without 
regard to other coverage, and 

 The application of insurance contains a clear 
statement disclosing the extent to which the policies 
duplicate Medicare. 

 
All types of health insurance policies that duplicate 

Medicare must include a disclosure statement on the 
application or together with the application.  The disclosure 
statement may not vary in terms of language or format from 
the defined standards. 

 
 Policy Types Required to Use a Disclosure Form 
 

 Accidental injury 
 Specified limited services 
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 Cancer policies and all other specified 
disease(s) or the specified impairments that 
limit reimbursement to named medical 
conditions 

 Fixed dollar amounts for specified diseases or 
other specified impairments that pay a 
scheduled benefit or specific payment based 
on diagnosis of the conditions named in the 
policy 

 Indemnity policies and other policies that pay 
a fixed dollar amount per day, excluding long 
term care policies 

 Policies that provide benefits for both 
expenses incurred and fixed indemnity basis 

 Long term care policies providing both 
nursing home and non-institutional coverage 

 Policies providing nursing home benefits only 
 Policies providing home care benefits only 
 Limited benefit policies and employer group 

health plans 
 Other policies not specifically identified in the 

previous listing 
 

 Note:  It is permissible to sell a Medigap policy to 
someone who has an employer plan.  The employer plan 
is not considered a “Medigap policy” and, therefore, it 
would not violate the conditions for duplication. 

  
 Beneficiaries usually don’t need more than one 
Medicare Supplement/Medigap policy.  If a beneficiary wants 
to improve their Medigap benefits, they should not duplicate 
the policy.  They should replace it.  They should NOT drop 
the old policy until they have received the new one. 
 
Agents and Commissions 
 
 The sales commission is an insurance agent’s sales 
incentive.  Commission structures in the past have often given 
unscrupulous agents an incentive to oversell.  A comparison of 
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the impact of regulations on commission structures is 
provided below. 
 

Commissions in the “Old Days” (Not Real 
Numbers)  
 

The agent sells a policy with $1,000 annual 
premium: 

 
 First year agent gets 50% ($500) 
 Next year company pays the agent 10% ($50) 
 For each of next 5 years agent collects 10% 

($50) 
 To keep collecting the high first year 

commissions, unscrupulous agents “churned” 
or “twisted” the business – replacing Medigap 
policies as often as possible 

 
Commissions Today (Not Real Numbers) 
 
 The agent sells a policy with $1,000 annual 
premium: 
 

 First year agent gets 25% ($250) 
 For each of next 5 years must be at least ½ the 

first year ($125 per year) 
 Agent gets no first year commission for 

replacing an existing Medigap policy.  All 
replacements are treated as “second year” 
commissions. 

 
Common Problems 
 

 Too much insurance:  beneficiary has bought more 
than one Medigap policy 

 
o Solution:  help the beneficiary evaluate 

his/her needs and keep the policy that best 
meets those needs.  Clients should terminate 
excess coverage.  Client can call the Division 
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of Insurance to report he/she was sold a 
duplicate policy 

 
 Policy doesn’t cover all Medicare expenses:  it’s 

an old policy, written before current standards 
 

o Solution:  compare benefits and prices with 
current policies, examining possibility of 
replacing old with new 

 
 Premiums rapidly rising:  may be the result of 

being in an “old block of business” – the company 
has not been adding any new people to the pool of 
insured.  As policyholders get older, their expenses 
go up, the group shrinks and prices skyrocket. 

 
o Solution:  shop around for a cheaper policy.  

If there are health problems, identify 
guarantee issue policies.  Also, discuss other 
options. 

 
 Medigap application rejected:  person has history 

of health problems and company rejected the 
application 

o Solution:  every issuer of Medigap in 
Massachusetts must issue a policy to any 
applicant, without health screening.  The 
only exception is for beneficiaries under age 
65 with ESRD. 

 
 Unpaid claims:  unpaid medical bills or dunning 

notices from doctors or hospitals are signs of 
Medigap claim problems 

 
o Solution:  Contact the insurance company 

directly.  If the problems are complicated, it 
may be best to contact the insurer in 
writing.  You will need the insured’s name 
and policy number.  If the company has no 
record of the claim or says additional 
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information is needed, ask the providers to 
resubmit complete claims.  If the claim has 
been denied, ask that a written explanation 
be sent to the insured.  If Medicare has 
paid, then the Medigap policy should pay.  
Have the insured file a complaint with the 
Division of Insurance if the company is 
uncooperative or its denial explanations are 
unacceptable. 

 
CHOOSING A MEDIGAP 
 
 Should Someone Enrolled in Medicare Buy a Medigap Policy? 
 

 It is a common misconception that once one enrolls in 
Medicare one needs to buy a Medicare Supplement or Medigap 
policy.  Not everyone enrolled in Medicare needs a Medigap.   
 
 Beneficiaries who fall into one of the following categories  
may not need to purchase Medigap. 
 

 A retiree who has health insurance from his/her former 
      employer may find it provides comprehensive coverage        
  for a reasonable cost.  A Medigap policy would, in most 
      cases, duplicate the hospital and medical benefits offered 
      by the retiree plan and would be a waste of dollars in  
      premiums each year.  For retirees with very limited  
      employer-sponsored health insurance benefits, a Medigap 
      policy may be necessary. 
 

 A beneficiary who qualifies for a public benefit program 
(See chapter entitled:  Public Benefits) may not need a 
Medigap policy. 

 
 A person would not need a Medigap if they elect Medicare 

coverage through a Medicare Advantage plan (See chapter 
entitled:  Medicare Advantage Plans [Part C]). 

 
 
 



Revised March 2014                                                                                                             Page | 134  
 

How to Choose a Medigap Plan – Counseling Techniques 
 
 Choosing a Medigap plan that is best for a beneficiary requires 
a three-part study: 
 

1. Policy benefits/coverage 
2. Affordability of the premium 
3. Client’s personal choice 
 

 When counseling a client the following techniques and 
information should be provided: 

 
 Compare two current policies.  Remember, these policies 

have basic requirements which make their benefit coverage 
exactly the same or almost the same 

 
 Differences exist in the following coverage areas and these 

benefits largely determine the cost of the insurance 
premium: 

 
o Part A deductible 
o Skilled nursing co-payment 
o Part B deductible 
 

 Make sure the client understands what Medicare pays 
and does not pay 

 If beneficiary is replacing an existing policy, be aware of 
when the coverage becomes effective 

 
 Review the outline of coverage that companies must 

provide with every Medigap application.  The first page 
is the two-plan chart which highlights the plans the 
company is selling.  It also includes the premium for 
each plan and more detailed charts showing what 
benefits are added to Medicare coverage. 
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 Additional Counseling Tips 
 
  Explain to the client that: 
 

 No Medigap policy sold since 1/1/06 fills all the 
     Gaps (Policies sold since 1/1/06 do not provide    
     prescription coverage) 
 One should not buy more than one policy 
 Pay by check, not cash.  And, make the check 

payable to the company, never the sales agent 
 One should not be rushed.  Remind the client that 

he/she is entitled to a 30-day free look period.  
He/she may return the policy during this time and 
get a full refund. 
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CHAPTER SIX – MEDICARE CLAIMS 
PROCESSING, APPEALS, FRAUD AND 

ABUSE 
 
 

OBJECTIVES 
 

*Understand Medicare claims processing 
*Understand Medicare and Medicaid/MassHealth Fraud and Abuse 
  Issues 
*Understand Medicare beneficiary rights 
 
 
CLAIMS PROCESSING 
 
 Medicare processes more than 3 million claims, paying out almost 
one billion dollars each day for over 39 million beneficiaries and 1 million 
providers.  More than 90% of claims are processed electronically and the 
rest by paper. 
 
 This section explains how Medicare providers and beneficiaries 
process claims for payment under the original Medicare plan (also known as 
fee-for-service). 
 
 Medicare Participating Providers 
 

 Health care providers including hospitals, physicians and 
suppliers contract with Medicare on an annual basis beginning 
January 1st of each year to become Medicare participating 
providers. 

 
Assignment 
 
 Medicare participating providers, as part of their contract with 
Medicare, have agreed in advance to accept the Medicare approved 
amount (accepting, assignment) as payment in full for all Medicare  
covered services for the contract year. 
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Medicare Approved Amount 
  
 The Medicare approved amount is the fee Medicare sets as 
reasonable for a covered service.  Amounts are adjusted by 
geographic variation in the cost of practice.  Medicare Part B pays 
80% of the Medicare approved amount for most services after the 
beneficiary has met the annual deductible. 
 
Non-participating Providers 
 
 Non-participating providers have the option to accept 
assignment or not accept assignment on a case-by-case basis.  If 
assignment is not accepted, the provider is not accepting the 
Medicare approved amount as payment in full.  When the beneficiary 
receives services from a non-participating provider, the beneficiary 
may be required to pay for the services up-front.  (All providers 
MUST file the beneficiary’s claim with Medicare whether they accept 
assignment or not.)  The beneficiary may have to file a claim with 
other insurers (see Medicare Reimbursement below). 
 
Medicare Reimbursement 
 
 There are some exceptions for which the beneficiary may need 
to file their own claim.  Most non-participating providers require 
beneficiary payment up-front.  In such cases the beneficiary should 
fill out a “Patient’s Request for Medical Payment” (HCFA Form 
1490S), attach an itemized bill from the provider and mail the claim 
to the appropriate Medicare contractor.  Claim forms can be obtained 
from the appropriate Medicare contractor. 
 
 Some medical equipment suppliers and medical supply retailers 
(including drug stores) do not participate in Medicare and do not 
accept assignment (Medicare approved charge) and usually charge the 
full retail price for their products.  If the Medicare beneficiary does 
not use a participating provider, he/she will be responsible for paying 
the difference between the retail price paid and the Medicare 
approved charge. 
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 Doctors and certain other providers must accept 
assignment for services furnished to Medicare beneficiaries 
who are eligible for medical assistance through their state 
Medicaid program.   
 

 Limiting Charge 
 

 Medicare limits charges that non-participating doctors who do 
not accept assignment may charge for Medicare covered services.  
The Limiting Charge for Medicare covered services is 115% of the 
non-participating Medicare approved amount.  In other words, non-
participating doctors can charge up to 115% of the non-participating 
Medicare approved amount.  The beneficiary is responsible for 
paying provider charges exceeding the non-participating Medicare 
approved amount in addition to coinsurance.  This Limiting Charge 
does not apply to durable medical equipment and supplies. 
 

 Note:  The Medicare Limiting Charge does not apply in 
Massachusetts due to the Ban on Balance Billing Law.  This 
information is provided for reference only.  

  
 Massachusetts Ban on Balance Billing Law 
 

 The Medicare Limiting Charge does not apply in 
Massachusetts due to the Massachusetts Medicare Ban on Balance 
Billing law which prohibits doctors from billing Medicare 
beneficiaries more than the Medicare approved amount.  The law 
applies to all doctors who practice in Massachusetts and provide 
Medicare covered services to Medicare beneficiaries in 
Massachusetts.  Some other states that limit Medicare charges include 
Connecticut, Rhode Island, Vermont and New York.   
 
 The Massachusetts Board of Registration in Medicine 
administers and enforces the Ban on Balance Billing law.  Complaints 
should be directed to the Massachusetts Board of Registration in 
Medicine 617-654-9800. 
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 Under federal law all providers (participating and non-
participating) furnishing services and products to Medicare 
beneficiaries are required to prepare and submit claims on 
behalf of Medicare beneficiaries.  This law applies to 
beneficiaries that pay up-front for Medicare covered services 
and products received from non-participating providers.     

 
 Medicare Summary Notice (MSN) 
 

 Medicare beneficiaries will receive a Medicare Summary 
Notice (MSN) on a quarterly basis.  The MSN details Part A and 
Part B inpatient and outpatient claims processed during the period.  
The MSN shows dates of service, amount billed and paid to the 
provider and other vital information.  Beneficiaries can access 
personalized information regarding their Medicare benefits and 
services at www.mymedicare.gov.   
 
 Beneficiaries should keep a record of their health care visits, 
including dates of visits, purpose of visit and medical services 
received.  The beneficiary should examine all Medicare notices (both 
front and back) to verify that all information is completely 
understood and is complete and accurate.  Beneficiaries should call 
the appropriate Medicare contractor to report any discrepancies or 
for an explanation of any information on the MSN.  (The name and 
phone number of the appropriate Medicare contractor is printed on 
all Medicare notices.) 
 
 Beneficiaries should not pay provider bills until the MSN is 
received and matched against the beneficiary’s record and provider 
bill.  (The MSN is a statement not a bill.)  Beneficiaries have the right 
to receive itemized bills from providers.  If the beneficiary has a 
question or needs an explanation or information concerning the bill 
or services, the beneficiary should: 
 

 Call the provider 
 Call the Medicare contractor or other insurer or 
 Meet with a SHINE counselor if additional assistance is 

needed 
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Crossover Billing 
 
 Participating providers, Medicare contractors, Medigap 
insurers and most other private insurers participate in crossover 
billing for Medicare beneficiaries who assign both Medicare and 
Medigap payments to their providers.  After the Medicare portion of 
the claim has been processed, Medicare forwards the balance of the 
claim to the Medigap insurer or other insurer for payment of covered 
amounts.  For crossover to work, the Medicare beneficiary must 
provide complete and accurate information to all their Medicare 
providers about other health insurance coverage including their 
Medigap policy. 
 

MEDICARE PART A CLAIMS PROCESSING 
 
 Medicare Part A providers are required by law to process all Medicare 
claims directly to Medicare.  Medicare pays for Part A inpatient services and 
certain Part B outpatient hospital services under Medicare’s Prospective 
Payment System (PPS).  Under PPS, providers are paid at a fixed payment 
rate based on payment categories called Diagnosis Related Groups or 
DRGs.  The payment rate includes any deductible and coinsurance 
amounts.  Payment rates are based on regional economic factors and are 
updated annually. 
 
 Medicare Administrative Contractors (MACs) 
 

 The Medicare Part A MAC is a private contractor that 
contracts with Medicare to: 
 

 Process claims 
 Investigate fraud and abuse 
 Provide related services for Part A providers including 

hospitals, skilled nursing facilities, home health agencies, 
rural health centers, outpatient therapy centers, hospice 
providers, community health centers and other Part A 
providers 

 Provide beneficiary customer services 
 Handle inquiries regarding Part A services 
 Mail Medicare Summary Notices (MSNs) to beneficiaries 

receiving Medicare covered services. 
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 The Medicare Administrative Contractor (MAC) for Part A & 
B for the New England region is National Government Services 
(NGS), and can be reached at: 

  1-888-855-4356 (for Part A claims) 
  1-866-837-0241 (for Part B claims) 

 
MEDICARE PART B CLAIMS PROCESSING 
 
 Medicare Administrative Contractors (MACs) 
 

 The Medicare Part B MAC for Medical Services is a private 
contractor that contracts with Medicare to: 
 

 Process Medicare Part B medical service claims 
 Investigate fraud and abuse 
 Provide other related services with the exception of 

durable medical equipment and supplies 
 Provide beneficiary customer services and respond to 

inquiries regarding Part B medical services 
 Mail Medicare Summary Notices (MSNs) to beneficiaries 

receiving Medicare covered services 
. 
Part B Durable Medical Equipment Regional Contractor 
(DMERC) 
 
 The Medicare Part B Durable Medical Equipment Regional 
Contractor (DMERC) is a private contractor that contracts with 
Medicare to: 
 

 Process Part B Durable Medical Equipment claims 
 Investigate fraud and abuse 
 Provide other related services for durable medical 

equipment, prosthetics, orthotics and medical supplies 
 Provide beneficiary customer services and respond to 

inquiries regarding Part B DMERC 
 Mail Medicare Summary Notices (MSNs) to beneficiaries 

receiving Medicare covered services 
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The DMERC for Massachusetts is National Heritage 
Insurance Company, and can be reached at 1-866-590-
6731 

 
Medicare as Secondary Payer 
 
 It is not uncommon for Medicare beneficiaries to have other 
health insurance.  Depending on the circumstances and the event, 
one plan will be the primary payer and one plan will be the secondary 
payer.  That is, the primary payer pays first before the secondary 
payer pays its share of the bill.  Medicare is the primary payer for 
most beneficiaries with Medicare supplement insurance policies.  In 
general, Medicare is usually the secondary payer for Medicare 
covered services if the beneficiary is also covered by any of the 
following: 
 

 Motor vehicle or liability insurance 
 Employer group insurance 
 Public Health Service 
 Indian Health Service 
 Workers’ Compensation 
 Black Lung Program 

 
The Medicare beneficiary is responsible for providing  

Information to all their providers about other health insurance 
coverage including their Medicare supplemental policy so the 
beneficiary’s bills can be sent to the appropriate payer to avoid delays 
in payment.  This information is required under all Medicare plans:  
original Medicare, Medicare Advantage plans or private fee-for-
service plans.  The Centers for Medicare and Medicaid Services 
(CMS), the IRS and the Social Security Administration share 
Medicare and other health insurance information to avoid duplication 
of payment. 
 
Subrogation 
 
 Medicare has the right to be secondary payer due to 
subrogation laws passed in 1980.  Subrogation is the legal principle in 
insurance whereby an individual contractually or by law assigns 
his/her rights of recovery to a second party.  Subrogation prevents 
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people from making a profit on an injury by receiving double 
payments.  In most cases, Medicare will pay claims for services 
provided to treat an injury received as a result of an accident for 
example.  However, Medicare will request reimbursement from the 
third party upon settlement of the claims. 
 
 Medicare’s booklet entitled:  “Medicare and Other Health 
Benefits:  Your Guide to Who Pays First” explains in detail how 
Medicare works with other types of insurance and who should pay 
bills first. 
 
Coordination of Benefits 
 
 Beneficiaries who have more than one type of insurance or 
coverage along with Medicare should check their policy for a 
coordination of benefits clause or call their benefits administrator at 
their health insurance plan with questions.  Beneficiaries (or the 
SHINE counselor working with the beneficiary) should call the 
Medicare Coordination of Benefits Contractor with questions about 
how other coverage works with Medicare. 
 
 Medicare Coordination of Benefits Contractor number is 
1-800-999-1118. 
 

MEDICARE AND MEDICAID FRAUD AND ABUSE 
 
 The U.S. General Accounting Office (GAO) estimates that millions 
of dollars are lost each year due to waste, fraud and abuse in the Medicaid 
and Medicare programs.  These losses may result in increased premiums and 
reduction in health care services. 
 
 What is Medicare or Medicaid Fraud? 
 

 Fraud is the intentional deception or misrepresentation that 
an individual makes knowing that the deception could result in an 
unauthorized benefit to him/herself or some other person. 
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What is Medicare or Medicaid Abuse? 
 
 Abuse is unintentional incidents, practices or procedures on 
the part of providers inconsistent with sound medical, business or 
fiscal practices.  Such procedures may result in a provider receiving 
payment for services that fail to meet professionally recognized 
standards of care or are medically unnecessary or incur unnecessary 
costs to the program. 
 
 Examples of Medicare and Medicaid Fraud or Abuse 
 

 Charging for services never performed 
 Performing and charging Medicare or Medicaid for 

medically unnecessary services 
 Offering free services or medical equipment in 

exchange for the patient’s Medicare, Medicaid or 
private insurer number 

 Providing lower cost or used equipment while billing 
Medicare or Medicaid for higher cost new equipment 

 Up-coding or incorrectly describing services on the 
claim form which results in higher payment 

 Knowingly and willfully soliciting or receiving a 
kickback, bribe or rebate for which payment may be 
made under Medicare, Medicaid or other health 
insurance program 

 Providing group health services and billing Medicare 
for higher fee individual services 

 
 What Can Beneficiaries Do To Combat Medicare and 
 Medicaid Fraud and Abuse? 
 
  In order to combat Medicare/Medicaid fraud and  

abuse a beneficiary should: 
 

 Be an informed consumer – take charge of his/her 
health, know health plan benefits, patient’s rights and 
rights to appeal, know how to file a grievance 

 Examine medical bills and Medicare statements for 
errors and make sure that Medicare (or the 
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beneficiary) does not pay for any services, medical 
supplies, or equipment that were not received 

 Be aware of offers of “free” gifts and services offered 
on TV, by door-to-door sales people or through 
telephone solicitations 

 Guard Medicare or Medicaid numbers like a credit 
card number – never give the number over the 
phone or to other people the beneficiary does not 
know. 
 

Penalties for Medicare Fraud and Abuse 
 
 The Centers for Medicare and Medicaid Services 
regulation states:  “Anyone who misrepresents, falsifies or 
conceals essential information required for payment of federal 
funds, may be subject to fine, imprisonment, or civil penalty 
under applicable federal laws.” 

 
How to Resolve Billing Problems or Refer Suspected 
Medicare or Medicaid Fraud and Abuse 
 
 If the beneficiary has a questionable charge on their bill 
or Medicare statement, the beneficiary (or the SHINE 
counselor working with the beneficiary) should call the 
provider or the MAC that sent the statement.  If fraud is 
suspected, the beneficiary should call 1-800-MEDICARE (1-
800-633-4227) or the 
  
 Inspector General’s Hotline 
 1-800-HHS-TIPS (1-800-447-8477)  
  
 To report suspected Part C or Part D fraud the 
beneficiary should call: 
 
 SafeGuard Services (SGS) 
 1-877-772-3379 
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To report suspected Medicaid fraud the beneficiary or 
SHINE counselor should contact: 
 
 Office of the Attorney General, Medicaid Fraud  
              Control Unit – 617-727-2200 x3404 

 
 
MEDICARE PATIENT RIGHTS 
 
 Medicare beneficiaries by law have certain guaranteed rights whether 
they are in the original Medicare plan, a Medicare Advantage plan or a 
private fee-for-service plan.  Medicare beneficiaries have the following 
rights: 
 

 Information 
 

o The right to receive easy-to-understand information about 
Medicare, what it costs, what it pays, how much the 
beneficiary must pay and the right to know how to file a 
complaint or appeal 

 
 Emergency Care 
 

o The right to receive emergency care when and where it is 
needed without prior approval from a health plan.  If the 
beneficiary thinks that their health is in serious danger 
because of severe pain, a bad injury, sudden illness, or an 
illness quickly getting much worse, the beneficiary can get 
emergency care anywhere in the United States.  To avoid 
denial of coverage, Medicare beneficiaries should examine 
their health plan to fully understand the follow-up process 
required after emergency care has been rendered. 

 
 Appeals and Grievances 

 
o The right to file an appeal if Medicare does not pay for a 

covered service or if the health plan does not provide a 
covered service or file a grievance with a medical quality of 
care complaint unit.   
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o The right to appeal is time-limited.  It is important to start   
the appeal process with the appropriate agency as soon as 
possible. 

 
 Note:  Medicare beneficiaries can get assistance 

with Medicare appeals through the Medicare Advocacy 
Project (MAP).  MAP provides legal assistance free of 
charge to Medicare beneficiaries.  See the section 
entitled: Resources for a list of MAP’s regional offices 
and phone numbers or visit www.medicareadvocacy.org.  

 
 Treatment Choices 
 

o The right to know all treatment options from the health 
care provider in language that is understandable and clear 
to the beneficiary 

 Privacy 
 

o The right to have personal information that Medicare 
collects kept private.  When Medicare staff ask for personal 
information, they must tell the beneficiary that the law 
allows them to collect it, why it is being collected, whether 
it is required or optional, and what happens if the 
beneficiary refuses to give the information. 

 
MEDICARE ADVANTAGE PLAN PATIENT RIGHTS  
 
 In addition to Medicare patient rights, Medicare Advantage plan 
beneficiaries have the following rights: 
 

 The right to choose a women’s health specialist from the plan’s list 
of doctors for routine and preventative health care services 

 The right to a treatment plan from the doctor for a complex or 
serious medical condition 

 The right to receive complete information that a patient needs to 
know about his/her health care including treatment options 

 The right to know how a plan pays its doctors and whether the 
doctor owns any part of a health care facility 
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  Note:  The Massachusetts Peer Review Organization 
(MassPro) is a group of practicing doctors and other health care 
professionals paid by the federal government to review and 
monitor quality of care given to Medicare beneficiaries.  MassPro 
processes appeals and quality of care complaints and grievances.  
MassPro can be contacted at 1-800-252-5533 or at 
www.masspro.org. 
 
The Medicare Advocacy Project (MAP) can assist with   
appeals in Medicare Advantage plans as well as original Medicare.  
MAP can be reached at 1-866-778-0939 or on the web at 
www.medicareadvocacy.org.  
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CHAPTER SEVEN – PUBLIC BENEFITS  
 
 

OBJECTIVES 
*Become familiar with benefit programs available to Medicare    
  beneficiaries 
*Learn the eligibility guidelines for Supplemental Security Income 
  (SSI), Medicaid/MassHealth 
*Learn how to screen for benefit programs 
*Learn how to complete various benefit program applications 
 
INTRODUCTION 
 
 This chapter will present detailed eligibility criteria for a number of 
benefit programs including Medicaid/MassHealth programs, that help with 
some Medicare costs, and programs that assist with other health care costs 
not covered by Medicare.  Each section provides eligibility criteria, 
application information and examples of how to determine income 
eligibility.  (Income eligibility is based on the Federal Poverty Level [FPL].  
You will receive a chart with the current FPL as a handout in class.)  You 
will also learn specific information relevant to each program. 
 
SUPPLEMENTAL SECURITY INCOME (SSI) 
 
 In 1974 a federal cash benefit program called Supplemental 
Security Income (SSI) began.  It replaced previously existing state welfare 
programs for the aged, blind and disabled.  The goal of SSI is to raise a 
beneficiary’s income to meet a specific minimum income level (or 
threshold) and to provide related additional benefits. 
 
  
SSI Benefits:  Income Supplements for Various Living  Arrangements   
 
  An SSI recipient receives a cash supplement to raise their total 
monthly income to the minimum SSI income level in their state.  The 
federal government sets a national SSI minimum income level.  States are 
allowed to add additional income for their citizens. 
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 The Commonwealth of Massachusetts adds additional income to 
each of the federal income levels that apply to different living arrangements.  
These living arrangements are defined below. 

 
Definition of SSI Living Arrangements 
 

 Full Cost of Living – paying 2/3 or more of full 
household expenses 

 Shared Living Expenses – paying within $5.00 of 
one’s pro-rated share (equally divided share) of rent, 
food, heat, etc. 

 Household of Another – making only token (less 
than full value for one’s share of room and board) 
cash contributions to the household 

 Rest Home – residing in a licensed rest home.  
Resident pays all income toward board and care 
expenses of the rest home except for retaining a small 
monthly Personal Needs Allowance.  

 Medicaid Facility – residing in a facility (e.g. 
Medicaid approved nursing home) in which Medicaid 
pays over 50% of the cost of care. 

 
Eligibility 
 

 To qualify for SSI benefits a person must qualify under the 
categorical definitions for either aged, blind or disabled. 

 
 An aged person must be age 65 or over 
 A blind person must have central visual acuity of 20/200 

or less in the better eye with the use of corrective lenses, or 
visual field restriction of 20 degrees or less 

 A disabled person must be unable to engage in substantial 
gainful employment because of a physical or mental 
impairment which has lasted or can be expected to last for 
12 months or longer, or result in death 
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Aged Eligibility Criteria:  Income and Asset Guidelines 
 

 In order to be eligible under the aged category, a person 
must: 

 Be a U.S. citizen or 
 Be in a category of certain lawful permanent 

residents (and their dependents) 
 Be in a category of certain non-citizens (and their 

spouses and children) who are either active military 
or US veterans or 

 Be in a category of certain other aliens with a lawful 
claim to remain in the U.S. 

 Be age 65 or older and 
 Meet the income and asset guidelines.  Some assets 

(e.g. a car, one’s home) and some sources of income 
(some wages, for example) are not counted under SSI 
income/asset calculations. (Current income and asset 
screening tools will be provided in class.) 

 
Note:  Only the Social Security office can determine eligibility for SSI. 

 
   An individual can apply for SSI by calling the Social 
Security Administration office at 1-800-772-1213. 
 

 
Effective Date for Coverage 

 
 SSI’s cash benefits start on the first day of the month 
after Social Security has determined one is eligible.  If a person 
is eligible for SSI: 
 

 He/she is automatically enrolled in 
Medicaid/MassHealth 

 All applicants can request 3 months of retroactive 
Medicaid/MassHealth coverage to pay for 
medical bills incurred in the 3 months prior to the 
effective date of Medicaid/MassHealth coverage. 
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MASSHEALTH (MEDICAID) FOR MEDICARE 
BENEFICIARIES 
 
 Medicaid was created in 1965 by Congress to provide healthcare 
coverage to individuals with few financial resources.  It is administered by 
state Medicaid agencies within broad parameters established by federal 
regulations, and is overseen by the Centers for Medicare & Medicaid 
Services (CMS).  In Massachusetts, the Medicaid program is called 
MassHealth. 
 MassHealth provides comprehensive healthcare coverage to its 
members, and is especially beneficial to people who also have Medicare.  
Medicare beneficiaries who are enrolled in MassHealth are referred to as 
“dual-eligible”.  Dual-eligibles can receive assistance paying for their 
Medicare premiums, deductibles, co-insurance, and co-pays.  These 
individuals also receive the many MassHealth covered services that 
Medicare beneficiaries typically do not receive. 
 Dual-eligibles must enroll into a Medicare Part D plan or will be 
auto-assigned to one.  People who are enrolled in both MassHealth and 
Medicare are automatically “deemed eligible” for Full Extra Help, regardless 
of income and assets.  MassHealth will not provide primary prescription 
drug coverage for dual-eligibles.  However, dual-eligibles not yet enrolled 
into Part D may receive their prescription drugs at the Extra Help co-pay 
amounts by using the Limited Income Newly Eligible Transition Program 
(LINET).   
 This section will discuss MassHealth only as it relates to 
Medicare beneficiaries.  Benefit programs and eligibility criteria may 
differ for individuals who are not entitled to Medicare.  A Medicare 
beneficiary who meets the eligibility criteria below will be approved 
for MassHealth Standard.   
 
MassHealth Covered Services 
 

MassHealth Standard provides very comprehensive healthcare 
coverage.  Benefits include:  

 Inpatient hospital services 
 Outpatient hospital services 
 Emergency hospital services 
 Physician services 
 Immunizations 
 Skilled nursing home care for adults 
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 Home health care for persons eligible for nursing facility services 
 Laboratory and x-ray services 
 Pediatric and family nurse practitioner services 
 Nurse-midwife services (to extent authorized under state law) 
 Health screening follow-up services for children under age 21 
 Family planning services 
 Rural health clinic services 
 Case management services 
 Clinic services 
 Diagnostic services 
 Dental services (effective 7/2/10 non-restorative only) 
 Home and community based waiver services 
 Hospice care 
 Intermediate care facilities for people with developmental disabilities 

(ICF/MR) 
 Institutions for people 65 and older with mental disease/illness 

(IMD) 
 Inpatient psychiatric care for people under 21 
 Medical Transportation 
 Occupational therapy  
 Optometrist services 
 Programs for all-inclusive care for the elderly (PACE) 
 Personal care services (PCA) 
 Physical therapy 
 Podiatrist services 
 Prescription drugs  
 Preventative services 
 Private duty nursing 
 Prosthetic/orthotic devices 
 Psychologist services 
 Rehabilitative services 
 Respite care 
 Screening services 
 Skilled nursing facility 
 Speech, language and hearing disorders (including hearing aids) 
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Eligibility 
 
 Determining eligibility for MassHealth is a complex process.  SHINE 
counselors may screen clients for potential eligibility, educate them on the 
benefits, and assist in the application process.  However, counselors should 
not guarantee a client that he/she will be eligible.  This decision should be 
left to MassHealth. 
 To be eligible for MassHealth, an individual must meet 
Massachusetts residency requirements.  MassHealth regulations define a 
Massachusetts resident as someone who is living in Massachusetts and 
intends to stay.  There is no length of time that someone must be living in 
Massachusetts in order to be considered a resident. 
 Financial eligibility for applicants age 65 and older is different than 
that for applicants under 65.  Eligibility for both populations will be 
discussed since individuals of any age can be entitled to Medicare. 
 
MassHealth Financial Eligibility for Medicare Beneficiaries Aged 65 
and Older 
 
 Individuals age 65 and older must meet both income and asset 
guidelines in order to qualify for MassHealth Standard.  For married couples 
living together, eligibility is usually based on the combined income and 
assets of both members of the couple.   
 
 
Income Eligibility 
  
 In order to qualify for MassHealth Standard, someone age 65 or 
older must have countable income at or below 100% of the Federal Poverty 
Level (FPL).  These figures are adjusted annually, so refer to handout 
Eligibility Guidelines for 65 and Older Health/Prescription-Related Public Benefits 
Programs for this year’s amounts. 
 

 For MassHealth, some types of income are countable and some are 
non-countable.   
 

Countable income includes: 
 Social Security benefits 
 Railroad Retirement benefits 
 Pensions 
 Earned income 
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 Rental income 
 Federal veteran pensions and disability compensation 
 Interest income 

 
Non-countable income includes: 

 Cash assistance from SSI or the Department of Transitional 
Assistance (DTA) 

 Income-in-kind (e.g., gifts) 
 Income from a reverse mortgage 
 Veterans’ Aid & Attendance benefits 
 Chapter 115 benefits for veterans 

 
In determining income eligibility, MassHealth begins with an applicant’s 

gross countable income and then subtracts two deductions—an unearned 
income disregard and an earned income disregard 
 The unearned income disregard is a $20 deduction from the 
household’s total countable unearned income.  Married couples receive only 
one $20 deduction from their combined countable income. 
 The earned income disregard is calculated by subtracting $65 from 
the individual’s gross earned income, and dividing the remainder by 2.  
Married couples in which both people are working will both receive separate 
earned income disregards. 
 
 Therefore, determining an applicant’s income eligibility consists of 
the following 4 steps: 
 

1. Total the applicant(s)’ gross unearned income from all countable 
sources.  Subtract the $20 unearned income disregard. 

2. Total the applicant(s)’ gross earned income and subtract the earned 
income disregard (i.e., subtract $65 and then divide by 2). 

3. Total the applicant(s)’ unearned and earned income, less the 
disregards.   

4. If income is at or below 100% of the FPL, the applicant is income 
eligible for MassHealth Standard. 

 
In some cases, someone who is 65 or older can qualify for MassHealth 

Standard with income above the limit.  An applicant who is over the income 
and under the asset limit will be required to meet a six-month deductible 
based on his/her excess income.  All health-related bills, including insurance 
premiums, can be used to meet the deductible.  Once the deductible is 
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reached, the applicant will be eligible for MassHealth Standard for the 
remainder of the six-month deductible period.  At the end of the six-month 
period the applicant would again have to meet the deductible to continue to 
be eligible for MassHealth.  
 

 
 
The following 5 steps can be taken to estimate a person’s six-month 
deductible: 
 

1. Total the applicant(s)’ countable income 
2. Subtract the unearned and/or earned income disregards 
3. Subtract the MassHealth Income Standard ($522 for an individual 

and $650 for a couple) 
4. Subtract any health insurance premiums (including Part B, Medicare 

Advantage, Part D, and Medigap premiums) 
5. Multiply by 6 

 
In order to meet this deductible, an applicant should send copies of 

medical bills that his/her responsibility.  Amounts that were paid or are 
subject to payment by another insurer cannot be used towards the 
deductible.  These bills can be either paid or unpaid, but should be from 
within the six-month deductible period.  Any unpaid bills incurred prior to 
the deductible period can be used towards the deductible, as long as the 
applicant submits a current statement showing the outstanding balance.   

 
 

Allowable types of expenses include: 
 Medicare deductibles and co-pays 
 Prescription drugs 

Only MassHealth workers can establish the exact deductible 
amount.  SHINE counselors can calculate an approximate 
amount.  Counselors should never say, “This is the amount of 
your deductible.”  Counselors may encounter individuals who 
wish to apply for MassHealth Standard even though they have 
a large deductible and it appears that they will not satisfy the 
deductible in the six-month period.  SHINE counselors should 
never say to a client that he/she does not qualify.  A counselor 
might suggest that a client with a large deductible would have 
difficulty meeting it within the six-month period.  However, 
counselors can encourage clients to contact MassHealth for 
exact figures.   
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 Medical transportation 
 Diapers for incontinent adults 
 Non-prescription over-the-counter items such as aspirin, vitamins, 

etc. 
 Lifeline 
 Vision care  
 Dental care 
 Podiatry 
 Chiropractor 
 Costs for attending Adult Day Health Care 
 Participation in Adult Foster Care/Group Adult Foster Care 
 Remedial services (Remedial services are non-medical services made 

necessary by the medical condition of the individual such as the 
installation of a ramp in the home of a person who uses a wheelchair.  
The condition must be documented by a competent medical 
authority.) 

  
MassHealth will not pay the bills used to meet this deductible.  They 

remain the applicant’s responsibility.  Also, a bill can only be used to meet a 
deductible once, even if the balance still remains. 
 

Asset Eligibility 
 

Individuals age 65 and older must also meet asset guidelines in order 
to qualify for MassHealth Standard.  An individual must have $2,000 or less 
in countable assets and a couple must have $3,000 or less.   
 
Countable assets include: 

 Bank accounts 
 Whole life insurance policies, when total face value of all policies 

is over $1,500 
 Individual retirement accounts (IRA) 
 Stocks and bonds 
 Second homes 
 Second cars 
 RVs 
 Boats 
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Non-countable assets include: 
 Primary residence 
 One car 
 Personal belongings and home furnishings 
 Term life insurance policies 
 Whole life insurance policies, when total face value of all policies 

is $1,500 or less 
 Burial plot 
 Irrevocable burial contracts for funeral expenses 
 A $1,500 burial-only account 

 
 
 
 
 
 
 
 
 
 

An applicant who is not asset eligible at the time of application can 
reduce or “spend down” assets to the allowable limit in a few acceptable 
ways.  These include: 

 

1. Spending assets on the applicant’s own expenses 
2. Purchasing an irrevocable burial contract 
3. Opening a $1,500 burial-only account 
4. Transferring ownership and beneficiary of countable life 

insurance policies to a funeral home to pre-pay for burial 
expenses. 
 

In order for an irrevocable burial contract to be non-countable, an 
applicant must submit to MassHealth copies of the contract indicating that 
it is irrevocable along with the itemized list of goods and services purchased. 
 To establish a non-countable $1,500 burial-only account, an applicant 
must have a separate account that is reserved strictly for burial expenses.  
The person can only deposit up to $1,500 into this account and cannot 
withdraw from it for purposes other than paying burial expenses.  If 
deposits of more than $1,500 are made or funds are used for purposes other 
than burial expenses, the account with no longer be non-countable 

Applicants who transfer assets can still be eligible for 
MassHealth benefits while living at home or in the community.  
However, transfers can result in future disqualification for 
MassHealth long term care benefits.  Clients should consult an 
elder law attorney on issues related to transfers of assets and 
Long Term Care MassHealth eligibility. 
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MassHealth Financial Eligibility for Medicare Beneficiaries Under 
Age 65 
 

The MassHealth Standard eligibility criteria for applicants under age 
65 differ from the criteria discussed above for those 65 and older.  These 
criteria also apply to those who are 65 and over and applying for 
MassHealth under the Caretaker Relative program described below.  These 
differences are: 

 

1. There are no asset limits 
2. The income limit is 133% of the FPL, instead of 100% of the 

FPL 
3. Modified Adjusted Gross Income (MAGI) is used instead of 

gross income 
4. An applicant receives an income deduction equivalent to 5% of 

the FPL 
5. The earned income disregard and unearned income disregard are 

not used 
6. The six-month income deductible is not used for Standard 

 
Modified Adjusted Gross Income 
 
Modified Adjusted Gross Income (MAGI) is used in calculating 

financial eligibility for MassHealth applicants under age 65 and those 65 and 
over applying under the Caretaker Relative program described below.   
 
To calculate MAGI, MassHealth will: 
 

1. Start with taxable adjusted gross income (found on IRS Form 
1040, line 37) 

2. Add back in any tax-exempt interest and Social Security income 
3. Subtract any allowable tax deductions 

 
The allowable tax deductions that can be used in calculating an 

applicant’s MAGI include: 
 Educator expenses 
 Reservist/performance artist/fee-based government official 

expenses 
 Health savings account 
 Moving expenses 
 Self-employment tax 
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 Self-employment retirement account 
 Penalty on early withdrawal of savings 
 Alimony paid to a former spouse 
 Individual retirement account (IRA) 
 Student loan interest 
 Higher education tuition and fees 

 
After determining someone’s MAGI, MassHealth will subtract an 

additional deduction before comparing the individual’s countable income to 
the appropriate income limit.  This deduction is equivalent to 5% of the 
FPL for the applicant’s particular household size.  These amounts are listed 
on the MassHealth Income Standards and Federal Poverty Guidelines chart.  

 
Applying for MassHealth 
 
 Applying for MassHealth can be a complicated process.  SHINE 
counselors may assist someone in completing and submitting an application 
when necessary.  But often it is best for the individual, a spouse, or other 
responsible family member to complete the application. 
 When applying for MassHealth, a married couple living together 
must include both members on the application, even if only one member of 
the couple is applying.  Applicants with children under age 19 in the 
household must also include them on the application.  Adult children or 
other relatives living in the same home should not be listed on the 
application. 
 There are two types of applications—the Application for Health Coverage 
and Help Paying Costs (ACA-2) and the Application for Health Coverage for Seniors 
and People Needing Long-Term-Care Services (SACA-2).  In general, the ACA-2 
form should be used by applicants under age 65 and the SACA-2 form 
should be used by those 65 and older.  There are some exceptions for 
special MassHealth programs that will be discussed later. 

MassHealth applications are sent to and processed at the Central 
Processing Unit or MassHealth Enrollment Centers.  If an application is 
received and requires further verification, the applicant will receive a 
Request for Information with a deadline by which to return the needed 
documentation.  Applicants age 65 and older who return all necessary 
verifications by the deadline and are approved for MassHealth benefits can 
receive retroactive coverage up to three full calendar months prior to the 
date of application.  Applicants under age 65 can receive retroactive 
coverage beginning 10 days prior to the date of application.  This, however, 
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does not apply to MassHealth Senior Buy-in, which will be discussed later.  
For this program, benefits begin the first day of the month following 
approval. 

 
Special MassHealth Programs 
 
 In addition to the MassHealth Standard benefits and eligibility 
criterion discussed above, there are several MassHealth programs that 
provide various levels of benefits for individuals who meet specialized 
eligibility guidelines.   
 
MassHealth Senior Buy-in 
 
 MassHealth Senior Buy-in is a type of Medicare Savings Program.  
Federally, it is referred to as Qualified Medicare Beneficiary or QMB.  An 
eligible person will receive payment of his/her Medicare Part A and B 
premiums, deductibles, and co-pays.  He/she will also be “deemed eligible” 
for Full Extra Help.   

 
Eligibility 
 
In order to qualify, a person must: 

 Be entitled to Medicare 
 Have income at or below 100% of the FPL 
 Have assets at or below the designated limits.  These limits 

change annually. 
 

To apply, someone age 65 or older must complete the SACA-2 form.  
Someone under 65 must complete the ACA-2 form. 

 
MassHealth Buy-in 
  

MassHealth Buy-in is another type of Medicare Savings Program.  
Federally, it is referred to as Specified Low-income Medicare Beneficiary 
(SLMB) and Qualified Individual 1 (QI-1).  Someone who is approved 
under either the SLMB or QI-1 category receives payment of his/her 
Medicare Part B premium.  He/she will also be “deemed eligible” for Full 
Extra Help.   

 



Revised March 2014  Page | 164  
 

Eligibility 
 
In order to qualify under the SLMB category, a person must 

 Be entitled to Medicare 
 Have income at or below 120% of the FPL 
 Have assets at or below the designated limits.  These limits 

change annually. 
 

In order to qualify under the QI-1 category, a person must: 
 Be entitled to Medicare 
 Have income at or below 135% of the FPL 
 Have assets at or below the designated limits.  These limits 

change annually. 
 

 
 
 
To apply, someone can complete the MassHealth Buy-in Application.  

Someone age 65 or older can also apply using the SACA-2 form and 
someone under 65 can also apply using the ACA-2 form.  Using the SACA-
2 and the ACA-2 form will screen the applicant for benefits other than Buy-
in alone. 
 
 
 
 
 
 
 
 
 
 
MassHealth CommonHealth 
 
 CommonHealth is a MassHealth coverage type specifically for 
individuals with disabilities.  It provides benefits similar to MassHealth 
Standard, including payment for Part A and B co-payments and deductibles.  
It also includes automatic “deemed” eligibility for Full Extra Help.  
However, CommonHealth does not provide skilled nursing facility care.  
Medicare beneficiaries with CommonHealth do not automatically receive 

A person who is a late enrollee for Medicare Part B and qualifies 
for Senior Buy-in or Buy-in may enroll in Part B outside of the 
General Enrollment Period.  The effective date of Part B 
coverage would not be earlier than the Buy-in start date.  The 
individual’s late enrollment penalty will be also be paid for by 
MassHealth. 

QI-1 is subject to periodic federal funding appropriation. 
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payment for their Part B premium.  They must separately meet the 
qualifications for Buy-in in order for MassHealth to pay their premiums. 
 
Eligibility 

In order to qualify, an individual must: 
 Have a disability 

Applicants who are receiving Social Security Disability 
Insurance (SSDI) are considered to have a disability for the 
purposes of MassHealth benefits.  Someone who is not 
receiving SSDI can be considered to have a disability by 
submitting the MassHealth Adult Disability Supplement. 

 
 Currently be working at least 40 hours per month, or 

currently working and worked at least 240 hours in the 
past 6 months. 
MassHealth is flexible in what it considers work.  An 
individual can meet the work requirement in a variety of 
ways as long as he/she is being paid something (i.e., cannot 
be volunteer work). 

 
 Be ineligible for MassHealth Standard 
 

 Individuals, under age 65 only, can waive the work requirement if 
they meet a one-time deductible.  The deductible is calculated in and can be 
met in the same manner as the six-month deductible discussed above.  
However, someone only needs to meet this deductible once in order to be 
eligible for CommonHealth until the time he/she turns 65 years old.  At this 
point, the person would need to meet the work requirement in order to 
remain eligible for CommonHealth. 
 It is important to note that CommonHealth has no financial eligibility 
requirements.  In other words, there are no income or asset limits.  
However, CommonHealth members with incomes above 150% of the FPL 
will pay a monthly premium relative to their income.  Also, all individuals 
applying for CommonHealth must submit the ACA-2 form, regardless of 
age.   
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Caretaker Relative 
 

A caretaker relative is an adult who is the primary caregiver for a 
child.  He/she can be related to the child by blood, adoption, or marriage, 
or be the spouse/ex-spouse of one of these relatives.  The person must live 
in the same home as the child and neither of the child’s parents can be 
living in the home.  A person can qualify under the Caretaker Relative 
program regardless of age (i.e., under 65 and 65 plus).  A Medicare 
beneficiary who qualifies for MassHealth through the Caretaker Relative 
guidelines will receive MassHealth Standard benefits, coverage for Medicare 
Part A and B premiums, deductibles and co-payments, and be “deemed 
eligible” for Full Extra Help. 

 
Eligibility 
In order to qualify, an individual must: 

 Meet the above definition of a caretaker relative 
 Have income at or below 133% of the FPL 

 
It is important to note that eligibility for this program is the same as 

the under 65 eligibility criteria, even for Caretaker Relatives who are 65 and 
older.  Therefore, there are no asset limits for this program and MAGI is 
used in calculating income.   Also, to apply for MassHealth under the 
Caretaker Relative program, someone must complete the ACA-2 form, 
regardless of his/her age. 
 
MassHealth Personal Care Attendant (PCA) Program 
 
 The MassHealth PCA Program provides MassHealth Standard 
benefits and payment for PCA services.  A personal care attendant is a 
person who can provide assistance with Activities of Daily Living.  A 
Medicare beneficiary who qualifies for the PCA Program will also receive 
coverage for Medicare Part A and B premiums, deductibles and co-
payments, and be “deemed eligible” for Full Extra Help.  There are financial 
and clinical eligibility requirements for this program. 
 
 Eligibility 
 In order to qualify, a person must: 

 Be age 65 or older 
 Have a permanent and long-lasting disability 
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 Need assistance with at least two Activities of Daily Living 
(e.g., mobility, taking medications, bathing, 
dressing/undressing, range-of-motion exercises, eating, 
toileting) 

 Have income at or below 133% of the FPL 
 Have assets at or below $2,000 for an individual or $3,000 

for a couple 
 
 
 
 

 
 
 
 
 
If approved, someone in the MassHealth PCA Program can hire 

his/her own PCA or use a MassHealth contracted PCA provider.   To 
apply, an individual must complete the SACA-2 form along with the 
included Supplement E: Personal-Care-Attendant. 
 
Frail Elder Waiver 
 
 The Centers for Medicare & Medicaid Services can grant waivers to 
states to permit federal long-term-care Medicaid funds to pay for 
community-based services aimed at preventing or reducing the use of skilled 
nursing facility services.  This Frail Elder Waiver program provides an 
eligible individual with MassHealth Standard coverage plus a host of long 
term care services and supports to help the elder safely remain at home.  A 
Medicare beneficiary who qualifies for the Frail Elder Waiver program will 
also receive coverage for the Part A and B deductibles and co-payments, 
and also be automatically “deemed eligible” for Full Extra Help. 
 The supportive services that can be provided under the Frail Elder 
Waiver program include: 

 No co-pays for prescription drugs 
 Personal care services 
 Housekeeping, chore services, and laundry 
 Home health aide, home care aide, and/or skilled nursing care 
 Companion services 

The PCA Program does not use the usual earned and unearned 
income disregards discussed above.  Instead, it uses a much 
higher income disregard.  As a result, someone who meets the 
clinical and asset requirements for this program but has income 
above 133% of the FPL would be assessed a significantly lower 
six-month deductible in order to qualify. 
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 Supportive day program 
 Home delivered meals and grocery shopping 
 Transportation 
 Wander response system 
 Respite care 
 Accessibility adaptations (e.g., ramps, grab bars, bathroom 

modifications) 
 Transitional assistance (for people moving from an institution to a 

community residence) 
 

Eligibility 
In order to qualify, a person must 

 Be age 60 or older 
 Be clinically eligible for nursing home care 
 Receive services from the ASAP’s home care program 
 Have income at or below 300% of the Federal SSI Rate 
 Have assets at or below $2,000 

 
 
 
 

 
 
 
 
 
 
To apply for Frail Elder Waiver, a client should be referred to their 

local Aging Service Access Point (ASAP).  ASAP staff will evaluate the 
applicant for clinical eligibility.  And Frail Elder Waiver services will be 
coordinated by the ASAP.  The clinical approval, a SACA-2 form, and 
Supplement D: Long-term-care Questions must be submitted to MassHealth in 
order to apply. 
 
Senior Care Options (SCO) 
 
 Senior Care Options (SCO) is a program that combines MassHealth 
Standard coverage with social support services to help seniors maintain their 
health and live in the community as long as possible.  SCO plans contract 

Although financial eligibility for MassHealth programs is 
usually based on the combined income and assets of a married 
couple, this is not the case for Frail Elder Waiver.  This program 
only counts the income and assets of the individual who is 
applying and any assets over the $2,000 limit are allowed to be 
transferred to a non-applying spouse. 
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with MassHealth to provide clients with the services of a comprehensive 
network of healthcare professionals.   
 SCO provides all services covered by Medicare and MassHealth 
Standard without co-pays or deductibles.  In addition, clients receive 
functional, social, and psychological services to help them safely remain in 
their homes.  The specialty services that SCO provides include: 

 Coordination of health care 
 Prescription drugs without a co-pay 
 Comprehensive dental, including dentures 
 Transportation 
 Specialized geriatric support services 
 Adult day care 
 24 hour access to medical support 
 Home care services 
 Family caregiver support 

 
SCO falls under the category of Medicare Advantage Special Needs 

Plans (SNP).  Therefore, a Medicare beneficiary who is enrolled in a SCO 
plan receives his/her Part D coverage through the SCO plan.  A beneficiary 
cannot be enrolled in another Medicare Advantage plan or a stand-alone 
Prescription Drug Plan.  SCO members retain all the rights and protections 
allotted to them under the Medicare and MassHealth programs, including 
rights to appeal and file grievances.  An eligible individual can enroll or dis-
enroll from a SCO plan at any time.  Any changes in enrollment are 
effective the first of the following month. 
 
 Eligibility 
 In order to qualify, a person must: 

 Be 65 or older 
 Qualify for MassHealth Standard (either under the regular 

MassHealth requirements or through the Frail Elder 
Waiver) 

 Live in a designated service area of a SCO plan 
 Not be diagnosed with End Stage Renal Disease 
 Not be subject to a six-month deductible 
 Not be a resident of an intermediate care facility for 

individuals with developmental disabilities 
 Not be an inpatient in a chronic rehabilitation hospital 
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A beneficiary who is considering enrollment in a SCO plan should be 
aware of the following: 

 Members must use SCO network providers for all services except 
in emergency or urgent care situations 

 Primary care doctor referral is required to see a specialist or obtain 
services outside the SCO network 

 Members must observe all rules of the Medicare approved plan 
 Providers may terminate their affiliation with a SCO plan at any 

time 
 Contracts between Medicare, MassHealth, and the SCO plans are 

renewed annually on January 1 
 

SCO is not available in all areas of the state.  To apply for SCO, a 
client should be referred to one of the SCO plans in his/her area.  For more 
information about SCO, clients can contact MassHealth Senior Care 
Options (SCO) at 1-888-885-0484. 

 
Program of All-inclusive Care for the Elderly (PACE) 
 
 The Program of All-inclusive Care for the Elderly (PACE) provides 
comprehensive medical and social services to Medicare beneficiaries in need 
of skilled nursing facility care.  PACE services can be provided in an adult 
day health center, home, or an inpatient facility.  Services are delivered 
through PACE authorized health centers in designated communities.  A 
team, consisting of a doctor, nurse, and other health care professionals 
assess the member’s needs and develop an integrated care plan.  The care 
plan is aimed at providing all of the services the member needs to remain 
safely at home for as long as possible.   

PACE provides all services covered by Medicare and MassHealth 
Standard.    In addition, clients receive functional, social, and psychological 
services to help them safely remain in their homes.  The services that PACE 
provides include: 

 Primary and specialty medical care 
 Emergency care 
 Medical supplies and equipment 
 Prescription drugs 
 Physical, occupational, and recreational therapy 
 Dental, podiatry, vision, and audiology services 
 Nutritional counseling and meals 
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 Adult day health care 
 Transportation to the health center 
 Nursing facility care if needed 
 Hospitalization 
 In-home services 
 Family caregiver support 
 Services available 24 hours a day, 7 days a week 

 
If a member is enrolled in both Medicare and MassHealth, there are 

no premiums, deductibles or co-payments.  If a member is on Medicare but 
not eligible for MassHealth, a monthly premium will be assessed. 

PACE falls under the category of Medicare Advantage Special Needs 
Plans (SNP).  Therefore, a Medicare beneficiary who is enrolled in PACE 
receives his/her Part D coverage through the PACE organization.  A 
beneficiary cannot be enrolled in another Medicare Advantage plan or a 
stand-alone Prescription Drug Plan.  PACE enrollees retain all the rights 
and protections allotted to them under the Medicare and MassHealth 
programs, including rights to appeal and file grievances.  An eligible 
individual can enroll or dis-enroll from a PACE at any time.  Any changes 
in enrollment are effective the first of the following month. 
 
 Eligibility 
 In order to qualify, a person must: 

 Be age 55 or older 
 Be clinically eligible for nursing home care 
 Have income at or below 300% of the Federal SSI Rate 
 Have assets at or below $2,000 
 Live in the service area of a PACE organization 

 
PACE uses the same financial and clinical eligibility requirements as 

Frail Elder Waiver.  Therefore, if a married person applies for PACE, the 
non-applying spouse’s income and assets are not counted.  Also, an 
applicant is allowed to transfer any assets over the $2,000 limit to the non-
applying spouse. 

PACE is not available in all areas of the state.  To apply for PACE, a 
client should be referred to one of the PACE organizations in his/her area. 
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One Care 
 
 One Care is another Medicare Advantage Special Needs Plan 
available to dual-eligible individuals with disabilities.  It is similar to SCO, 
but someone must be age 21-64 in order to enroll.  One Care is a managed 
care option that provides all Medicare and MassHealth services along with 
additional care coordination and support services.  There are no premiums, 
deductibles, or co-payments for services.  Members receive services 
coordinated by an interdisciplinary care team, which includes a case 
manager and long term services and supports (LTSS) coordinator.  
Additional services provided by a One Care plan can include: 

 No co-pays for prescription drugs 
 Enhanced behavioral health and substance abuse services 
 Long-term support 
 Crisis stabilization 
 Day programs 
 Home modification 
 Comprehensive dental 
 Hearing aids 
 Transportation 

 
A member receives his/her Part D coverage through the One Care 

plan.  A beneficiary cannot be enrolled in another Medicare Advantage plan 
or a stand-alone Prescription Drug Plan.  One Care enrollees retain all the 
rights and protections allotted to them under the Medicare and MassHealth 
programs, including rights to appeal and file grievances.  An eligible 
individual can enroll or dis-enroll from One Care at any time.  Any changes 
in enrollment are effective the first of the following month. 
 

Eligibility 
 In order to qualify, a person must: 

 Be age 21-64 
 Have Medicare Parts A and B 
 Have MassHealth Standard or CommonHealth 

 
A person who is enrolled in SCO, PACE, Frail Elder Waiver, or 

other MassHealth waiver program cannot join One Care.  Like other Special 
Needs Plans, a member can only receive covered services through the plan’s 
network of contracted providers.  One Care is not available in all counties.  
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To enroll, an individual should contact MassHealth Customer Service at 1-
800-841-2900.   
 
Health Safety Net 
 

  Health Safety Net (HSN) is a program available to Massachusetts 
residents of all ages (non-residents may receive emergency or urgent care 
only).  Health Safety Net replaced the Uncompensated Care Pool (also 
called Free Care) on 2007.  HSN pays for medically necessary services at 
Massachusetts community health centers (CHCs) and hospitals.  HSN pays 
all of the cost, or part of the cost, depending on age and income.  HSN also 
helps families with medical hardships that do not have enough income to 
pay their medical bills.  Clients should be referred to an HSN provider for 
questions regarding the medical hardship program. 
 
 Eligibility 
 To be eligible, a person must: 

 Have income at or below 400% of the FPL 
 

It is important to note that Health Safety Net does not have any asset 
limits, even for applicants age 65 and older.  HSN has two levels of 
benefits—Full Health Safety Net and Partial Health Safety Net.  To qualify 
for Full Health Safety Net, a person’s income must be at or below 200% of 
the FPL.  Someone with income above 200% but at or below 400% of the 
FPL will qualify for Partial Health Safety Net.  The difference between Full 
and Partial HSN is that someone who is approved for Partial will be 
assessed an annual deductible.  In some cases, this deductible must be met 
before HSN can provide coverage. 

HSN can help pay a Medicare beneficiary’s cost-sharing.  This can 
include the deductibles and co-payments under Original Medicare, a 
Medicare Advantage plan, or a Medigap plan.  However, services must be 
delivered at and billed through a hospital or community health center that 
has an HSN program in order for someone to receive coverage.  HSN can 
provide payment for services performed up to six months prior to approval. 

An HSN recipient can also receive coverage for prescription drugs at 
low co-pay amounts.  Someone who is approved for Partial Health Safety 
Net can receive payment for drugs before meeting the annual deductible.  
In order to utilize the HSN pharmacy benefit, the following conditions 
must be met: 
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 The prescription must be filled at an HSN pharmacy 
(usually the outpatient pharmacy at a hospital or 
community health center) 

 Usually, the prescription has to be written by a prescriber 
affiliated with that HSN facility 

 
 
 
 
 
 
 
 Some HSN facilities also provide dental coverage.  Often, dental 
services are limited or may have a waitlist.  A client should be referred to an 
HSN dental provider in order to determine what type of services can be 
provided. 
 In order to apply for HSN, someone age 65 or older should complete 
the SACA-2 form and someone under 65 should complete the ACA-2 form. 
 
 
General Information about MassHealth 
 
 MassHealth is always the payer of last resort.  Any other insurance 
plan, including Medicare or employer-based health plans, must pay first 
before MassHealth will pay. 
 

 Counselors should remind the MassHealth recipient to identify 
the names and policy numbers for any other insurer whenever they 
file a claim. 
 
MassHealth and Medigap 
 
 Often a new Medicaid/MassHealth recipient will also have a 
Medicare Supplement/Medigap policy and the individual will not know if 
he/she should keep the Medigap policy.  His/her income may be so limited 
that it is nearly impossible to keep paying for a private insurance policy.  
However, if a beneficiary is using the cost of the Medigap premium to meet 
a spend-down/deductible, he/she must retain this coverage. 

 

HSN is not considered “creditable coverage” for Medicare Part 
D.  Therefore, use of the HSN pharmacy benefit does not 
protect a Medicare beneficiary from the Part D late enrollment 
penalty. 
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 Generally, people who are enrolled in MassHealth Standard have a 
fixed and limited income.  It may never increase to a higher level than the 
level required for MassHealth eligibility.  For these individuals, a separate 
Medigap policy may be an unnecessary expense because MassHealth 
provides very comprehensive coverage.  These clients may want to suspend 
or cancel the Medigap policy. 

 
 MassHealth recipients with a Medicare Supplement/Medigap policy 
can suspend their policy for up to 24 months without penalty or 
disadvantage.  The following conditions apply: 

 
 Member must suspend the policy within 90 days of becoming 

enrolled in MassHealth. 
 During the suspension period (up to 24 months), the Medicare 

Supplement/Medigap insurer does not charge premiums against 
the policyholder and the insurer provides no benefits 

 Subsequently, if the individual is no longer eligible for 
MassHealth, the insurer must reinstate the policy coverage with an 
effective date that coincides with the date of termination of 
MassHealth eligibility 

 The policyholder must notify the insurer when MassHealth 
eligibility ends in order to reinstate active coverage 

 Any insurer who violates these requirements is subject to stiff civil 
penalties 

 
 

 MassHealth Coverage for People Leaving a Nursing Home and 
Returning Home Again 
 
 If a person moves back home from a long-term care facility, 
his/her Medicaid case should move to the community MassHealth 
office.  The eligibility criteria will be reviewed.  Once an individual is 
living back in the community, she/he falls under eligibility criteria for 
people on MassHealth living in the community.  In many cases, they 
will not be eligible to receive Medicaid/MassHealth in the 
community because they will be over-income.  (LTC Medicaid does 
not have an income cap.) 
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Counselor Tips 
 

 Always fill out a Client Contact Form 
 Screen the client for the appropriate MassHealth program 
 Explain to the client that they may be eligible for the MassHealth 

program but that MassHealth makes the final determination 
 Assist with the completion of the appropriate MassHealth application  
 The client should keep copies of all documents submitted to 

MassHealth 
 Write client’s identifying information at the top of each document 
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CHAPTER EIGHT – OTHER HEALTH 

INSURANCE OPTIONS 
 

OBJECTIVES 
*Review nongroup health insurance in Massachusetts 
*Review Massachusetts Health Connector insurance  
*Review employer group health plans 
*Understand COBRA 
*Become familiar with Worker’s Compensation 
*Understand the Veteran’s Health Administration 
*Become familiar with TRICARE and CHAMPVA 
 
 
NONGROUP HEALTH PLANS 
 
 Massachusetts General Laws allow Massachusetts residents who are 
not eligible for employer-based health coverage to purchase nongroup 
health care insurance or coverage from any carrier offering plans.  
Participating health carriers cannot deny coverage on the basis of health 
status.  Carriers can, however, impose a six-month, pre-existing condition 
limitation* or a six-month waiting period (during which time only 
emergency care is covered).  Carriers that do impose a pre-existing 
condition or waiting period are required to waive or reduce the period if the 
applicant had coverage sixty-three days prior to applying.  However, carriers 
can deny coverage if applicant: 
 

 Lives outside the plan’s service area or 
 Does not pay the premiums or 
 Falsifies information on an application or other documents 
 

*Note:  The Affordable Care Act of 2010 prohibits carriers from 
imposing this limitation.  The was implemented 1/1/2014. 
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Eligibility 
 
 Applicants and their dependents are eligible for this coverage if 
the applicant: 
 

 Is a Massachusetts resident 
 Does not have access to group coverage through the 

workplace or spouse’s workplace 
 Is no longer eligible for the continuation of group health 

coverage under COBRA or other continuation of coverage 
laws 

 Is not enrolled in Medicare or Medicaid/MassHealth 
 

Coverage 
 
 Carriers that offer a plan must include a standard set of health 
benefits designated by the Massachusetts Nongroup Health 
Insurance Advisory Board.  Deductibles and co-payments cannot 
exceed amounts approved by the Massachusetts Division of 
Insurance. 
 
 There are three types of standard plans: 
 

1. Medical Plans – This is a traditional plan.  The 
beneficiary may go to any licensed provider. 

2. Preferred Provider Plans – The beneficiary may go to 
any licensed provider but will pay a smaller coinsurance 
amount if the provider is on the preferred list. 

3. Managed Care Plans – Except in emergency and 
other specific situations, the beneficiary must go to 
providers in the managed care network. 

 
Cost 
 
 Most companies have rates filed with the Division of 
Insurance.  Rates vary according to plan type, the applicant’s age and 
place of residence. 
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 Consumers can contact the Massachusetts Division of 
Insurance in Boston at 617-521-7777 or the Springfield Office at 
413-785-5526 for information and to order the Consumer 
Information Guide – Nongroup Health Plans in Massachusetts  

 
EMPLOYER GROUP HEALTH PLANS AND MEDICARE 
 
 Employer Group Health Plans (EGHP) vary widely in cost and 
benefits.  An employer with twenty or more employees must offer Medicare 
beneficiaries who continue to work (and their spouses) the same choice of 
health plans offered to employees under age 65.  Medicare beneficiaries 
covered by an EGHP for active employees may delay enrollment into 
Medicare Part B and not incur a penalty.   
 

 Note:  For active employees the EGHP will pay first and 
Medicare may pay as a secondary payer for Part A covered 
services such as hospitalization, skilled nursing facility care, 
home health care and hospice care. 

 
 Important Note:  For active employees who work for an 
employer with less than 20 employees, Medicare is primary 
payer – less than 100 if the beneficiary has a disability.  This 
would require that a beneficiary in either of these situations 
have both Medicare A & B to be fully covered.    

 
EMPLOYER GROUP RETIREE PLANS 
 

An employer group retiree plan offers health insurance coverage to 
retirees and sometimes spouses.  Medicare beneficiaries should be aware 
that: 
 

 Most retiree plans coordinate with Medicare 
 Retiree plans may also cover additional benefits such as 

unlimited drug coverage 
 It is important to carefully review the benefits booklet 

provided to them in order to compare the benefits offered by 
the retiree insurance and Medicare benefits to ensure that they 
have adequate coverage 

 They should not cancel retiree coverage without careful 
consideration the benefits  
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        Note:  Coverage under a retiree health insurance does not 
prevent the Part B penalty. 
 
COBRA 
 

The Consolidated Omnibus Budget Reconciliation Act 
(COBRA) of 1986 requires that terminated employees or their families who 
may lose coverage because of termination of employment, death, divorce or 
other life events may be able to continue their coverage under the 
employer’s group health plan for themselves and their families for limited 
periods of time.  Spouses and dependent children covered under an 
employee’s health plan have an independent right to elect COBRA 
coverage.  This is called continuation coverage. 

 
Under COBRA a group health plan ordinarily is defined as a plan 

that provides medical benefits for the employer’s own employees and their 
dependents through insurance or other means such as a trust or self-funded 
plan. 

 
        Note:  Coverage under COBRA does not prevent the Part B 

penalty.  
 
The COBRA law: 
 

 Applies to plans in the private sector and those sponsored by 
state and local governments 

 Does not apply to plans sponsored by the federal government 
and certain church-related organizations 

 Requires that employers with twenty or more employees must 
give eligible individuals notice informing them of their right to 
continue coverage under the plan.  Individuals have sixty days 
to choose COBRA coverage or lose all rights to benefits.  
Once COBRA is chosen, individuals may be required to pay 
for the coverage. 

 
Eligibility 

 
 An eligible or qualified beneficiary generally is an individual 
covered by a group health plan on the day before a qualifying event.  
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The individual(s) can be an employee, the employee’s spouse, or an 
employee’s dependent children. 

 
Qualifying Events for Employees: 
 

 Voluntary or involuntary termination of the covered 
employee’s employment for any reason other than 
“gross misconduct” 

 Reduction in the number of hours of employment 
 
 Qualifying Events for Spouses: 
 

 Same as above 
 Covered employee becomes entitled to Medicare 
 Divorce or legal separation from the covered employee 
 Death of covered employee 

 
 Qualifying Events for Dependent Children: 
 

 Loss of dependent child status under plan rules 
Coverage 
 

COBRA requires the following minimum periods of coverage: 
 
 

        Qualifying Event           Beneficiary        Coverage
                       
                             Employee   18 
Termination                                      Spouse                      Months 
Reduced hours         Dependent Child  
    
Employee enrolled in Medicare       Spouse    36  
Death of covered employee       Dependent Child      Months 
Divorce or legal separation 
 
Loss of “dependent” child status       Dependent Child  36              
                Months 
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Example #1 
 

John Q. participates in the group health plan maintained 
by the ABC Co.  John is fired for a reason other than gross 
misconduct and his health coverage is terminated.  If his 
employer notified the plan administrator, John may elect a 
maximum of 18 months COBRA coverage under the 
employer’s group health plan.  He may be required to pay a 
premium up to 102 percent of the cost of the plan for the 
coverage. 

 
Example #2 
 

David P. has health coverage through his wife’s plan.  
David loses his health coverage when he and his wife become 
divorced.  David may elect COBRA coverage under his former 
wife’s employer if he or his former wife notifies the plan 
administrator of the divorce not more than 60 days after it 
becomes final. 

 
Example #3 
 

John S. works for TWR Co., and has group health 
insurance coverage for his wife and three children.  John 
unexpectedly passes away.  John’s wife and children would be 
eligible for COBRA for 36 months through the TWR’s group 
health plan. 

 
MINI-COBRA 
 

The Mini-COBRA law was enacted in 1996.  This law requires small 
group carriers to provide continuation of health benefits to employees of 
small businesses with 2-19 employees.  These benefits are similar to those 
required by the federal Consolidated Omnibus Budget Reconciliation Act of 
1986.  Mini-COBRA allows employees and their family members to 
continue coverage of their small group health benefit plan. 
 

Mini-COBRA: 
 

 Is a state law and is enforced by the Division of Insurance 
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 Does not apply to self-funded plans 
 Benefits must be provided to Qualified Beneficiaries 
     upon the occurrence of a Qualifying Event 

 
 Qualified beneficiaries are generally individuals who are 
covered under a small group health benefit plan on the day before 
the qualifying event.   

 
 Qualified beneficiaries can be: 
 

 An employee 
 The spouse of an employee 
 The dependent child of an employee 

 
 Qualifying events can be: 
 

 The divorce or legal separation of the employee from the 
employee’s spouse 

 Loss of dependent child status 
 

The qualified beneficiary or the employee must notify the 
small group carrier within 60 days of the date that the divorce/legal 
separation occurred or that the dependent child is no longer 
considered dependent under the plan. 
 

If the qualifying event is: 
 

 Termination of the employee’s employment or reduction in 
work hours 

 Death of the employee 
 Employee becomes entitled to Medicare, 

 
the small group carrier must provide the qualified beneficiary with a 
notice of his/her rights within 14 days of the date the small group 
carrier obtains actual knowledge of the event. 

 
 Note:  The small group carrier must provide notification to 

each employee and spouse of his/her rights under Mini-COBRA at 
the time of commencement of coverage. 
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Election Period 
 
 Qualified beneficiaries have 60 days in which to elect to 
continue coverage.  The Election Period runs 60 days from the later 
of: 
 

 The date on which coverage terminates under the small 
group health benefit plan by reason of the qualifying event 

 The date the notice to elect Mini-COBRA coverage is sent 
 

Mini-COBRA Termination 
 
 Mini-COBRA coverage may end for any of the following 
circumstances: 
 

 Maximum time period for coverage expires 
 A small group health benefit plan is no longer being 

provided to other similarly situated eligible employees 
 Individual becomes covered under any other health benefit 

plan which does not contain an exclusion or limitation with 
respect to any preexisting condition of such individual 

 Premiums are not paid in a timely manner 
 Individual becomes enrolled in Medicare. 

 
 For questions regarding Mini-COBRA call the Division of 
Insurance Customer Service Line at 617-521-7777. 
 

 
 

Qualifying Event 
  

Qualified      
Beneficiary* 

Length of 
Time for 
Coverage 

 
Death of employee 

 
Spouse, dependent 
child 

 
36 months 

Termination of employee’s 
employment (other than by 
reason of employee’s gross 
misconduct) 

 
 
Employee, spouse, 
dependent child 

 
 
 
18 months 

Reduction in work hours by 
employee 

Employee, spouse, 
dependent child 

 
18 months 
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Divorce or legal separation of 
the employee from his/her 
spouse 

 
Spouse, dependent 
child 

 
36 months 

Employee becomes eligible for 
Medicare 

 
Spouse, dependent 
child 

 
36 months 

Dependent child is no longer 
considered to be dependent 
under the small group health 
plan 

 
 
Dependent child 

 
 
36 months 

 
*Note:  There is a special rule for qualified beneficiaries who are 

determined to be disabled under the Social Security Act at the time of a 
qualifying event involving termination or reduction of work hours.  
Coverage may be extended from 18 months to 29 months if notice of such 
determination is given to the small group carrier within 60 days of the date 
of such determination and before the end of the 18-month period.  
Disabled individuals may be required to pay 150% of the premium for Mini-
COBRA coverage after the initial 18-month period expires.  Individuals 
must notify the small group carrier within 30 days of the date of a final 
determination that they are no longer disabled. 
 
 

 SHINE counselors should refer their clients to the small group 
employer for specific questions on their particular situation.  
Individuals may elect to opt out of Medicare and continue their Mini-
COBRA coverage for the duration of their Mini-COBRA period.  
However, it is important to note that once the Mini-COBRA period is 
ended, the individual may be assessed penalties for late enrollment 
into Medicare.  (COBRA does not prevent the Part B penalty.) 
 

        Important Note 
  
 If the employee is enrolled in Medicare and then loses the 
EGHP coverage, he/she would be eligible for COBRA.                                                   
 
 If the covered individual is on COBRA and then becomes 
enrolled in Medicare, COBRA will end for the covered individual 
only.  Dependents are eligible to continue COBRA coverage to a 
maximum of 36 months.  
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                    Special Rule for Disabled Individuals                            

  
Disabled individuals and certain family members may extend 

the maximum periods of coverage.  If the qualified beneficiary is 
determined under Title II or XVI of the Social Security Act to have 
been disabled within the first 60 days of COBRA coverage, then that 
qualified beneficiary and all of the qualified beneficiaries in his/her 
family may be able to extend COBRA continuation coverage for up to 
an additional 11 months.  However, qualified beneficiaries may lose 
all rights to the additional 11 months of coverage if notice of the 
determination is not provided within 60 days of the date of the 
determination and before the expiration of the 18-month COBRA 
continuation period.  The qualified beneficiary who is disabled or any 
qualified beneficiaries in his/her family may notify the plan 
administrator of the determination. 
 
 
Conversion Privilege 

 
 Many EGHPs allow beneficiaries to convert group health 
coverage to an individual policy/membership. 
 

 Conversion option is only offered if the beneficiary 
exhausts the full COBRA period 

 Individual policy may cost more and offer fewer benefits 
 

The U.S. Department of Labor and Treasury has jurisdiction of 
private-sector health plans.  For information and to order a COBRA Health 
Benefits booklet call 1-866-444-3272 or visit their website at 
www.dol.gov/dol/pwba.  
 
 The Center for Medicare and Medicaid Services has jurisdiction over 
COBRA provisions for the public sector health plans.  Information can be 
obtained by writing to: 
 
  CMS 
  7500 Security Blvd. 
  Mail Stop S3-16-26 
  Baltimore, MD  21244-1850 
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WORKER’S COMPENSATION 
 
 Worker’s compensation is insurance that employers are required to 
purchase to cover employees who get sick or injured on the job.  Most 
employees are covered by worker’s compensation. 
 Employees are required to report a work-related illness or injury to 
their employer and file a worker’s compensation claim.  Worker’s 
compensation pays bills for health care services and items related to the 
work-related illness or injury. 
 If the employee is covered under Medicare, worker’s compensation 
insurance pays first.  Medicare is the primary payer for Medicare covered 
services not covered by worker’s compensation.  If worker’s compensation 
does not pay the health care bill within 120 days, Medicare may then make a 
conditional payment.  The payment is conditional because it must be repaid 
to Medicare when a worker’s compensation settlement is reached. 
 An employer’s human resource department should be able to provide 
information about worker’s compensation to their employees. 
 
 
 
 
VETERAN’S HEALTH ADMINISTRATION 
 
 The Department of Veteran’s Affairs provides health care to U.S. 
veterans through the Veteran’s Health Administration.  In 1996 Congress 
passed Public Law 104-262 creating the Uniform Benefits Package, which is 
a standard health benefit plan available to all veterans. 
 

Uniform Benefits Package 
 
 The Uniform Benefits package provides: 
 

 Primary and preventive care 
 Comprehensive inpatient and outpatient services 

including: 
 

o Diagnostic and treatment services 
o Rehabilitation  
o Mental health  
o Substance abuse  
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o Home health 
o Respite and hospice care 
o Medications  
o Service-connected dental care 

 
 

 Pharmacy services are provided free* to veterans who: 
 

o Are receiving medication for a service-connected 
condition 

o Have a 50% or greater service-connected disability 
and 

o Meet the income eligibility requirements 
 
       *Note:  All other veterans pay small co-pays for 
 each 30-day supply of prescribed drugs. 
 
 
 

        Important Note:  Veterans can enroll in a 
Medicare Part D plan along with their VA Health Plan 
prescription benefit.  However, the VA drug benefit is 
considered creditable coverage so beneficiaries are not 
required to enroll in Part D. 

 
  

All honorably discharged veterans who meet the eligibility 
criteria are eligible for health care and in most instances must be 
enrolled in the VA health care system to receive benefits.  Veterans 
can apply for enrollment at any VA health care facility or VA benefits 
office at any time during the year. 

 
Additional VA health care services that may be provided on a 

case-by-case basis include: 
 
 Limited nursing home care 
 Limited home care 
 Limited non-VA hospital care 
 Limited dental care 
 Adult day care 
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 Readjustment counseling 
 Homeless programs 
 Sexual trauma counseling 
 
There is no monthly premium for VA health care.  However, 

co-payments are required when services are received.  The amount of 
the co-payments is based on the veteran’s eligibility rating. 

 
For detailed information and enrollment, contact any VA 

health facility, local VA benefits office or call 1-877-222-VETS 
(1-877-222-8387) or visit their web site at www.va.gov/health/elig.  

 
TRICARE (FORMERLY KNOWN AS CHAMPUS) 
 

TRICARE Pharmacy Program 
 
 As of April 1, 2001, all Department of Defense beneficiaries 
received access to the TRICARE pharmacy benefit regardless of age 
or place of residence.  This extended TRICARE pharmacy benefits 
to Medicare beneficiaries for the first time.  Beneficiaries now have 
four options for acquiring prescriptions: 
 

1. Use military pharmacy and obtain drugs at no cost if 
available as formulary may be limited 

2. Use national mail order pharmacy for 90-day supply of 
drug and pay a co-payment 

3. Use the network retail pharmacy and pay a 20% co-
insurance at point of purchase.  No deductible applies to 
network retail purchases. 

4. Use out of network pharmacy and pay a deductible.  
Thereafter, pay full cost at point of purchase and later file a 
paper claim to receive a 75% reimbursement (beneficiary 
pays a 25% co-insurance). 

 
 Note:  If a beneficiary has a Medicare Part D plan, he/she 

cannot utilize their TRICARE drug benefit.  TRICARE is considered 
creditable coverage so beneficiaries are not required to enroll in Part 
D. 
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TRICARE For Life (TFL) As a Supplement to Medicare 
 
 As of October 1, 2001, all Medicare beneficiaries of the 
Department of Defense have TRICARE as a secondary payer to 
Medicare.  (Previously, retired military beneficiaries lost their 
TRICARE benefits upon becoming Medicare eligible.)  Starting 
October 1, 2001, TRICARE coverage was restored for all Medicare 
eligible retired beneficiaries who are enrolled in Medicare Part B.  
TRICARE pays the out-of-pocket costs for services covered under 
Medicare.  In addition, beneficiaries have access to TRICARE 
benefits that are not covered under Medicare, such as the 
prescription drug benefit.  There is no premium.  Beneficiaries have 
to be enrolled in Medicare Part B.   

 
 Information about TRICARE is available at the TRICARE Military 
Health System web site www.tricare.osd.mil.  
 

 Note:  Part B enrollment is required for any beneficiaries who 
turned 65 on or after April 1, 2001.   

 
Eligibility  
 
 In order to be eligible a beneficiary must be: 
 

 Entitled to Medicare Part A and enrolled in Part B 
 A Medicare eligible retiree (including Reserve/Guard 

retirees) and: 
 

o Drawing retired pay, or 
o Veteran’s disability regardless of age, or 
o Be a qualifying family member or survivor, 

and 
o Certain category of un-remarried former 

spouse 
 

Coverage 
 
 Eligible beneficiaries will receive: 
 

 All Medicare covered benefits 
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 All TRICARE covered benefits 
 

o TRICARE coordinates benefits with Medicare.  
Medicare will pay first for all Medicare covered 
services and TRICARE will be secondary 
payer 

o TRICARE will pay all co-pays and deductibles 
 

Beneficiary Payments 
 
 TRICARE For Life (TFL) has no annual premiums and 
pays all co-pays and deductibles.  However, eligible 
beneficiaries must pay the monthly premium for Medicare  
Part B and any applicable co-pays for services covered by 
TRICARE but not Medicare, such as pharmacy services. 

 
 
CHAMPVA 
 
 CHAMPVA is the VA Civilian Health and Medical Program.  It helps 
pay for medical care for dependents and survivors of veterans.  Individuals 
eligible for TRICARE are not eligible for CHAMPVA.   
 
 Information can be obtained by writing to: 
 
  CHAMPVA Center 
  PO Box 65023 
  Denver, CO  80206-5023 
  1-800-733-8387 
 
CHAMPVA FOR LIFE 
 
 CHAMPVA For Life (CFL) is an extension of CHAMPVA benefits 
to certain individuals 65 and over.  Most people who are covered by both 
CFL and Medicare do not need additional insurance.  When CFL and 
Medicare make all payment calculations, the beneficiary will normally have 
no out-of-pocket expenses if both programs cover the services. 
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Eligibility 
 
 To be eligible for CFL benefits at age 65 and over, a 
beneficiary cannot be eligible for TRICARE/CHAMPUS and must 
be in one of the following categories: 
 

 Spouse or child of a veteran who has been rated 100% 
permanently and totally disabled for a service-connected 
disability by a VA regional office, or 

 Surviving spouse or child of a veteran who died from a 
VA-rated, service-connected disability, or was at the time of 
death 100% permanently and totally disabled, or 

 Surviving spouse or child of a military member who died in 
the line of duty, not due to misconduct (in most cases these 
family members are eligible for TRICARE not 
CHAMPVA) 

 
Additional Eligibility Criteria 
 

 The beneficiary must have: 
 

 Turned 65 before June 5, 2001, and only have Medicare 
Part A (may have CHAMPVA without having to have Part 
B coverage), or 

 Turned 65 before June 5, 2001, and have Medicare Parts A 
and B (must keep both parts to be eligible), or 

 Turned 65 after June 5, 2001, and enrolled in Medicare 
Parts A and B 

 
 Note:  If a beneficiary meets the CFL criteria and is not 

eligible for Medicare, he/she will need to submit a “non-
entitlement” letter from the Social Security Administration that 
verifies he/she is not eligible for Medicare coverage before CFL 
will provide full insurance coverage. 

 
Coordination of Benefits with Medicare 
 
 How the coordination of benefits with Medicare works: 
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 Both CFL and Medicare are federal benefit programs.  CFL 
is always the last payer after Medicare and any other health 
insurance 

 CFL and Medicare combined will cover most of a 
beneficiary’s medical needs.  However, there are some 
benefits that are not covered under either program (e.g. 
cosmetic surgery) 

 If Medicare and CFL cover the service, a beneficiary will 
almost always have no out-of-pocket cost 

 If service is covered by Medicare and not CFL, beneficiary 
would pay the Medicare co-insurance 

 If service is not covered by Medicare but covered by CFL, 
beneficiary would pay the CFL co-insurance (typically 25%) 

 Medicare does not typically pay for services overseas.  CFL 
will pay after any other insurance beneficiary may have.  If 
beneficiary has no insurance, CFL is primary payer 

 CFL does not have a deductible for inpatient care, so CFL 
will cover Medicare Part A deductible for inpatient days 1-
60 

 CFL will pay portion of the Medicare Part B annual 
deductible 

 Beneficiary is responsible for Medicare Part B premiums   
 

Outpatient Prescription Medication Benefit 
 
 CHAMPVA For Life (CFL) coverage includes an outpatient 
prescription drug benefit.  Beneficiaries can obtain prescription 
medication as follows: 
 

 If beneficiary has other insurance that has a prescription 
drug benefit, the beneficiary should submit a claim to CFL 
with the Explanation of Benefits notice from the other 
insurance company.  (The claim needs to be submitted to 
the other insurance first.)  Under most circumstances there 
will be no out-of-pocket expenses because CFL will 
typically pay the portion of the bill the other insurance did 
not pay (the co-pay) 

 If beneficiary does not have any other insurance that has an 
outpatient prescription benefit, there are two options: 
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1. Beneficiary should use CFL’s Meds by Mail program.  
Under this program, prescription medication is 
mailed to the beneficiary’s home and he/she pays 
nothing.  Meds by Mail is designed for maintenance 
medication needs. 

2. Beneficiaries may also use a pharmacy that is part of 
the Medical Matrix network.  The beneficiary pays a 
co-payment after an annual deductible.   

 
 Note:  CHAMPVA drug benefits are more comprehensive than 
the Medicare Prescription Drug Program.  If a beneficiary 
enrolls into a Medicare Part D plan, CHAMPVA coverage 
becomes secondary.  However, CHAMPVA is considered 
creditable coverage so beneficiaries are not required to enroll in 
Part D. 

  
For a list of pharmacies, call 1-800-880-1377 or go to the website at 
www.medicalmatrix.com.     
 
VA Medical Centers 
 
 CFL beneficiaries with Medicare cannot use a VA medical 
center because Medicare does not pay for services provided by a VA 
medical center.  If the beneficiary receives services at a VA medical 
center, he/she will need to find a different provider before Medicare 
and CFL will provide coverage. 
 
Medicare Advantage 
 
 A beneficiary who belongs to a Medicare Advantage (MA) 
plan cannot receive benefits through CFL.  The beneficiary should 
consider his/her need for health care and the coverage provided by 
the MA plan.  A beneficiary may prefer to have access to his/her 
primary care physician under the MA plan.  He/she would need to 
choose between the MA plan and CHAMPVA. 
 

Information can be obtained by writing to: 
The VA Health Administration Center, CHAMPVA 
PO Box 65023 
Denver, CO  80206-9023 
  or visiting the website at www.va.gov/hac. 
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CHAPTER NINE – LONG-TERM CARE 
OPTIONS 

 
 

OBJECTIVES 
 

*Understand what is meant by long-term care 
*Understand Medicaid’s coverage for long-term care 
*Be familiar with cost and coverage of long-term care insurance 
 
 
INTRODUCTION 
 
 Long-term care means more than nursing home care.  Long-term care 
can range from assistance with household chores to assistance with activities of 
daily living (ADL’s) such as bathing, eating, dressing, toileting, and transferring 
to highly skilled medical care.  Long-term care services can be provided in a 
variety of settings such as the home, adult day care centers or nursing homes.  
The type and setting for receiving these services depend on the particular needs 
of the elder. 
 
 Nursing home care is the most expensive and intensive form of care.  In 
2012 the average private pay cost of a nursing home in Massachusetts was over 
$121,000 per year or $332 per day.  The Department of Human Services’ 
National Center for Health Statistics (NCHS) figures for 2012 showed that the 
average length of stay in a nursing home was 321 days though some stays last 
years.  The NCHS report estimated that 2 in 5 people over 65 will require 
nursing home care at some point in their lives. 
 
 The costs for long-term care services outside the home vary depending 
on the type of service, as well as the intensity and duration.  In 2004 the 
average cost per day for twenty-four hour supervision was $100-600. 
 
 As SHINE Counselors, our main areas of counseling are Medicare, 
Medigap, Medicare Advantage and public benefits.  However, understanding 
how long-term care services are delivered and paid for is important because it is 
a part of the health coverage costs that seniors must consider.  The details of 
long-term care are complex and confusing.  In order to assist clients the 
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SHINE Program has information available which will be discussed further in 
this chapter. 
 
LONG-TERM CARE 
 
 Long-term care (LTC) is the largest national catastrophic health expense 
in the United States.  It may be defined as the kind of care needed when an 
individual is unable to care for him/herself because of a prolonged illness or 
disability.  It can range from simple help with ADLs at home to highly skilled 
nursing care.  The settings in which long-term care is provided include: 
 

 Nursing homes 
 Home health agencies 
 Adult Day Care and Social Day Care programs 
 Custodial/rest homes 
 Private homes 
 Assisted living residences 

 
 It is not always easy to predict who will need long-term care or when, 
but the following risk factors may increase a person’s need for long-term care: 
 

 Age 
 Marital status 
 Gender 
 Lifestyle 
 Health 
 Family history 

 
MEDICARE/MEDICAID COVERAGE 
 There are three primary sources to pay for long term care: an individual’s 
own resources, the resources of the individual’s family or 
Medicaid/MassHealth. 
 Medicare’s coverage for nursing home and home health care is very 
limited as described in the chapter entitled:  Medicare Hospital Insurance 
(Part A) & Medicare Medical Insurance (Part B).     
 MassHealth pays the majority of nursing home costs in this state.  It is 
designed to subsidize the payment capacity of nursing home residents who 
cannot afford to pay the full cost of nursing home care.  Long Term Care 
(LTC) MassHealth pays the nursing home the difference between the patient 
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private paid amount and the Medicaid established rate for nursing home care.  
The eligibility for Medicaid varies from state to state.  An individual must meet 
strict financial and medical criteria to qualify for LTC MassHealth. 
 

Financial Eligibility 
 
 In order to be eligible for LTC MassHealth an individual: 
 

 Must have monthly income insufficient to pay for nursing 
home costs. There is no income limit but the individual may 
have to pay a patient-paid amount 

 Must have assets limited to $2,000 
 
 
Income 
 
 Massachusetts enacted the Spousal Impoverishment 
Protection law in 1988.  The purpose of the law is to prevent the 
impoverishment of the community spouse (the spouse who 
remains living at home) which resulted when the nursing home 
spouse had to apply all his/her income to pay for the cost of the 
nursing home.  The reform measures allow the spouse at home to 
keep more in assets and a greater share of their combined 
incomes in order to prevent him/her from becoming financially 
impoverished. 
 
 The income allocated to the community spouse is referred 
to as the monthly maintenance needs allowance.  In order to 
determine the amount of the maintenance needs allowance 
Medicaid: 
 

 Looks at the total income received by the community 
spouse 

 Looks at the total income received by the nursing 
home resident 

 Looks at the actual monthly costs incurred by the 
community spouse to determine whether his/her own 
income is sufficient to maintain his/her living standard 

 May allow part of the nursing home resident’s monthly  
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income to be given to the spouse at home to make up       
the difference between his/her own income and the 
income required to cover monthly costs. 

 
 Note:  The nursing home resident is allowed to 

retain a small portion of their income.  MassHealth 
refers to this portion of income as a Personal Needs 
Allowance.  This money can be held by the nursing 
home.  The resident has access to the account to 
purchase personal items or entertainment.   

 
Assets 
 
 A person applying for LTC MassHealth cannot retain 
assets in his/her name with a value greater than $2,000.  For 
married couples all countable assets are combined together 
regardless of whose name is on the title or deed.  Countable assets 
include: 
 

 Bank accounts 
 Certificates of Deposit  
 Stocks, annuities 
 Life insurance 
 Second home 
 

 Note:  The community spouse is allowed to keep all assets (not 
counting the primary residence) up to a certain amount.  This asset 
amount or allowance changes each year.  The nursing home resident 
may retain assets of $2,000 in his/her name.  

 
Assets not counted in determining eligibility include: 

 
 Prepaid funeral contract 
 Burial account up to $1500 
 Primary residence occupied by community spouse. In 

some circumstances the primary residence may not be 
counted for an unmarried individual applying for LTC 
MassHealth 

 One car 
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Medical Eligibility 
 
 An individual seeking Medicaid assistance for nursing home care 
must have certification from the Coordination of Care unit of an Aging 
Service Access Point (ASAP) that he/she requires institutional care at 
whatever level is appropriate, i.e. skilled, intermediate, custodial.  An 
individual, family member or caregiver must contact the local ASAP to 
request a pre-admission certification screening. 
 
Application Process 
 
 A person should file an application in a timely manner because 
the application date impacts the eventual coverage start date.  If the 
person knows in advance of the need for nursing home care, then 
application process should begin once the decision is made. 

 
  SHINE counselors never verify an individual’s eligibility for 

Long Term Care MassHealth.  Counselors may assist with the 
completion of the application but only the eligibility specialists at 
MassHealth offices can determine whether an individual qualifies.   
 
  An individual can apply for LTC MassHealth at any of the 
four MassHealth Enrollment Centers.  He/she can call the 
MassHealth Customer Service Center at 1-800-841-2900 or any of the 
MassHealth Enrollment Centers to request an application (or call the 
regional SHINE office for an application) or to get technical 
assistance on completing the application. Applications are also 
available on line at mass.gov/masshealth. Instructions and mailing 
address are included in the packet. 
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  Medicaid Coverage for People Leaving a Nursing Home  
        and Returning Home 
   
  If a person moves back home from a nursing home, the 
Medicaid case will move to the community Medicaid/MassHealth 
office.  The eligibility criteria will be reviewed.  Once an individual is 
living back in the community, she/he will fall under eligibility criteria 
for people on MassHealth living in the community (See chapter 
entitled:  Public Benefits for eligibility criteria).  In most cases they 
will not be eligible to receive Medicaid/MassHealth in the 
community because they will be over-income.  (LTC Medicaid does 
not have an income cap.) 

 
LONG-TERM CARE SERVICES  
 
 Services in the Home  
 

 An individual requiring long-term care may receive a variety of 
services in the home including: 
 

 Chore Services – non-medical services including vacuuming, 
washing floors and walls, cleaning attics and basements, etc. 

 Home Care – non-medical services including shopping, 
planning meals, preparing meals, laundry, light housework 

 Personal Care – non-medical services to help with activities of 
daily living 

 Home Health Care – skilled medical and other services 
including nursing, occupational therapy, physical therapy, 
speech therapy and home health aide services 

 
Services in a Community Setting 
 
 An individual requiring long-term care may receive services in a 
community setting including: 
 

 Social Day Care – non-medical services designed to 
encourage physical and mental exercise and stimulate social 
interaction 
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 Adult Foster Care – mostly non-medical services, providing 
room and board and personal care in a family-like setting for 
individuals who cannot live alone 

 Adult Day Health – nursing and other non-medical services 
allowing frail elders to remain in the community while coping 
with medical conditions which require careful monitoring and 
intervention 

 Dementia Day Care – non-medical services in a structured, 
secure adult day program for individuals with dementia 

 
Specialized Home or Facility Services 

 
 An individual requiring long-term care may receive specialized 
home or facility services including: 
 

 Respite Care – medical and non-medical services to 
temporarily relieve caregivers of the daily stresses and demands 
of care for a family member 

 Hospice Care – medical services with an emphasis on 
providing comfort and pain relief for those who are terminally 
ill 

 Assisted Living – independent housing that provides room, 
board and personal care as well as a range of services including 
social and educational programming and case management 

 Continuing Care Retirement Communities (CCRC) – 
housing, personal care and health care in one location.  
Individuals may pay privately through an initial investment and 
then monthly service fees for a variety of services from assisted 
living to nursing home care. 

 Nursing Homes – facilities licensed by the Department of 
Public Health that are primarily engaged in providing nursing 
care and related services on an inpatient basis for short or long-
term stays 

 
PAYING FOR LONG-TERM CARE 
 
 There are a number of options an individual can utilize to pay for long-
term care including: 
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 Savings, Pensions and Other Retirement Accounts – liquid 
assets, CDs, money market accounts, stocks, bonds, mutual funds, 
annuities, etc. 

 Residential and Real Property – home, motor vehicle or other 
property 

 Reverse Mortgage – special mortgages or loans that enable a person 
to pay for the home care services needed to continue to live at home 

 Life Insurance Plans – certain life insurance policies can be used to 
help finance long-term care while the beneficiary is still alive.  Whole 
life and universal life insurance policies have “cash values” that 
accrue throughout the life of the policy.  

 
      For more information contact the Division of Insurance at 617-
521-7777 for a copy of Buying Life Insurance and Annuities in 
Massachusetts, Parts 1-7. To download the information go to 
Mass.gov/ Office of Consumer Affairs and Business Regulation and 
type the title in the search box. 

 
 Accelerated Death Benefits – some life insurance policies include 

“living benefits” that allow the beneficiary to receive all or part of the 
policy value before death if he/she meets certain eligibility standards. 

 Viatical Settlements – Viatical settlement firms offer contracts 
allowing terminally ill or chronically ill individuals to obtain cash in 
return for making the firm the beneficiary of the life insurance policy.  
These firms are not regulated under Massachusetts law and offer 
various payment methods. 

 Long-term Care Insurance – type of private insurance that provides 
benefits to cover some of the costs of services the beneficiary might 
need if he/she develops a chronic disease or cognitive impairment 

 
LONG-TERM CARE INSURANCE 
 
 Long-term care insurance varies from company to company.  Not 
everyone is a candidate for long term care insurance.  Medical eligibility, health 
insurance, affordability, and assets factor into the decision to purchase long 
term care insurance. There are two basic types of policies:  individual and group 
policies. 
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 Individual Policies 
 

    Individual policies are sold directly to individuals, usually by 
insurance agents.  They are regulated by the Massachusetts Division of 
Insurance and must meet certain minimum requirements.  The DOI 
requires that they must: 
 

 Be guaranteed renewable or non-cancelable. 
 Provide at least 730 days (or a comparable dollar amount) of 

coverage 
 Not include an elimination period (waiting period) of more 

than 365 days 
 Provide benefits based on at least two Activities of Daily Living 

(ADLs) 
 Include alternate care provision allowing coverage for 

unspecified services if agreed to by the insured, insurance 
company and health care practitioner 

 Offer the applicant the option to buy inflation protection and 
nonforfeiture benefits and at least one policy with home health 
care benefits and one that qualifies for certain MassHealth 
exemptions 

 Not have a pre-existing condition limitation that lasts for more 
than six months after the policy’s effective date 

 Not limit benefit payments because an individual develops 
Alzheimer’s Disease, mental illness, alcoholism or other 
chemical dependency after the policy is issued 

 
Group Policies 
 
 Group policies are sold through employers and associations who 
sponsor group plans as a benefit to their employees and members.  
Some insurers sell group policies to individuals through out-of-pocket 
state group trust arrangements.  Although many of them may include 
protections required in individual policies, these are not subject to the 
same protections as those sold to individuals. For a complete analysis of 
the LTC options call the Massachusetts Division of Insurance at 617-
521-7794 or go to www.mass/gov/doi for a copy of “Your Options for 
Financing Long Term Care: A Massachusetts Guide”. 
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Health Underwriting 
 
 Long-term care insurers usually medically underwrite (health 
screen) individual coverage.  If an individual is at high risk of needing 
long-term care services, they will most likely not offer the coverage.  The 
insurance company will look at the health and medical history before 
deciding to issue an individual policy. 
 
Medicaid/MassHealth Qualified Policy 
 
 If an individual receives Medicaid/MassHealth and has long-term 
care insurance that meets certain coverage requirements, he/she might 
be exempt from some Medicaid/MassHealth eligibility and recovery 
rules.* When an individual enters a nursing home, the policy must: 
 

 Cover nursing home care for at least 730 days 
 Pay at least $125 per day for nursing home care 
 Not require an elimination period of more than 365 days, or in 

lieu of a waiting period, a deductible of more than $54,750 
 

 In order to qualify for Medicaid/MassHealth exemptions the 
policy, regardless of whether it is an individual or group policy, must 
meet certain minimum standards set by the Division of Insurance. 

 
  *Note:  In addition to having a Medicaid/MassHealth 

qualified policy an individual’s home may be exempt from 
Medicaid/MassHealth recovery rules if these features were in 
effect the day of admission: 
 
 The nursing home resident notifies Medicaid/MassHealth 

that he/she intends to return home 
 Certain relatives are living there: 

 A brother or sister who has been living in the property  
           for at least a year before the member’s admission to      
           the nursing facility or other medical institution, or 

 A son or daughter who: 
 Has been living in the property for at least two  

   years before the member was admitted to the  
   nursing facility and provided care that allowed  
   the member to remain at home, and 
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 Has lived lawfully in the property on a continual 
  basis while the parent has been in the institution  
 Home is owned jointly with someone else and the other 

owner is living there 
 Property was left to someone who meets certain financial 

standards and has continually lived there for a year before 
nursing home resident started receiving benefits 

 Spouse or any blind or permanently and totally disabled 
child is living, or while any child under 21 resides in the 
house 

 
 

Federally Tax-Qualified Policy 
 
 A federally tax-qualified long-term care insurance policy offers 
certain federal income tax advantages.  Under federal tax laws, the 
portion of one’s medical expenses that exceeds 7.5% of one’s adjusted 
gross income may be deductible.  Policies that are sold as tax-qualified 
must meet the following federal standards: 

 
 Must be guaranteed renewable 
 Must include consumer protection provisions 
 Must cover only qualified long-term care services 
 Benefits received may not be taxable 

 
COUNSELOR TIPS 
 
 The information on long-term care provided in this chapter is designed 
to give you basic information about options the consumer may explore to pay 
for some long-term care expenses.  Your role is to provide information to 
consumers about their options that will enable them to proceed carefully in 
making decisions about this complex issue.  In working with clients you can: 

 
 Explain about resource material that is available for the client to do 

self-assessment or further research 
 Explain that there are a wide range of long-term care service 

programs available and elder advocates and professionals with whom 
they can meet who can provide information about these programs 
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 Remind the client that long-term care insurance is only one method of 
paying for care one needs.  The decision to buy long-term care 
insurance should never be made apart from looking at one’s complete 
financial planning goals.  It should only be undertaken after the 
consumer has learned about what the potential long-term care 
situations and services may be, and the options they have for paying 
for the services they want.   

 Have the client contact the Executive Office of Elder Affairs 
(EOEA) at 1-800-AGE-INFO (1-800-243-4636) to request a LTC 
packet.  The packet contains: 

 
 

o Long-Term Care Insurance Self-Assessment Guide 
(SHINE) 

o A list of companies selling long-term care insurance in 
Massachusetts* 

o Your Options for Financing Long-Term Care:  A 
Massachusetts Guide* (Division of Insurance) 

 
  *These are also available from the Division of Insurance 
in Boston at 617-521-7794 or 877-563-4467 (toll free). 
 
 

IMPORTANT 
 
 SHINE counselors do not perform or get involved in tax planning, 
financial planning or estate planning.  Let the client know that you can 
only provide him/her with general information.  Always encourage your 
clients to meet with a professional advisor such as an elder law attorney 
or other qualified person before making any decision about how to 
finance long-term care.  (Speak with your regional director to see if 
he/she has a list of elder law attorneys or other qualified professionals 
available in your area.  The regional director may also know of SHINE 
counselors with expertise in long-term care insurance who would be 
willing to speak with the client.)  
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CHAPTER TEN – INTERNET BASICS 

 
 

OBJECTIVES 
 

*Introduce the Medicare website  
*Provide other useful website resources 
 
INTRODUCTION 
 
 The internet provides a tool that allows SHINE counselors to access a 
tremendous amount of information for our clients about a variety of programs 
and resources.  This chapter will provide you with information about services 
and material available through Medicare’s website and will introduce you to the 
Medicare website tool that provides information about and access to the Part D 
plans available. 
 

Medicare Websites 
 
 Medicare’s website, www.medicare.gov, provides information for 
Medicare beneficiaries including the Medicare Prescription Drug 
Program.  This site offers a Medicare Prescription Drug Plan finder tool 
which enables beneficiaries and advocates to compare all available 
Medicare Part D plans in their region to determine which plan best fits 
the beneficiary’s needs.   
 

In order to use the site beneficiaries enter information including 
the list of their medications.  The site then provides detailed information 
including: 

 
 Drugs covered under a plan’s formulary 
 Premium costs 
 Deductible costs 
 Co-pay costs 
 Coverage gap costs 

 This tool enables beneficiaries to search for plans that cover all 
their medication and then compare costs of the plans in order to choose 
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the most comprehensive coverage with the lowest annual out-of-pocket 
costs.  It also allows beneficiaries to enroll in the plan of choice.  
Beneficiaries can then print out the information from the site including a 
confirmation of plan enrollment for their records. 
 
 Many beneficiaries with whom we work do not have access to the 
internet.  SHINE counselors, however, can use the drug plan finder tool 
on the client’s behalf.  If counselors have access to the internet at their 
site, they can assist clients in person or over the telephone.  If counselors 
do not have access to the internet, they can have clients fill out the 
SHINE Pre-Enrollment form (to be distributed in class) and return it to 
their regional office for follow-up.   
 
 In addition to the general Medicare website, beneficiaries can 
enter the www.mymedicare.gov website for information about the 
preventive services Medicare offers to beneficiaries.  This website 
provides detailed information about coverage for preventive services.  In 
addition, it allows beneficiaries to “log on” to the site to review a 
personal record of the: 
 

 Preventive services to which they are entitled 
 History of their past utilization of these services 
 Schedule for covered services they can access in the future 

 
OTHER USEFUL WEBSITES 
 
 The following is a list of websites with information and resources that 
can assist you in your work with clients. 
 

www.800ageinfo.com  
 
 This is a health information website operated by the Executive 
Office of Elder Affairs (EOEA).  It lists many of the programs provided 
by EOEA including SHINE and Prescription Advantage. 
 
www.mass.gov 
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This website provides information and links to many 
Massachusetts programs including MassHealth and the Massachusetts 
Health Connector. 
www.mass.gov/elders 
 
 This an EOEA website which has SHINE and other Elder Affairs 
program information including a listing of all upcoming events and 
forums taking place around Massachusetts.   
 
www.masspro.org 
 
 MassPro’s (Massachusetts Peer Review Organization) website 
provides information about quality of care services to consumers, 
patients, caregivers and health care providers. 
 
www.medicareadvocacy.org 
 
 The Medicare Advocacy Program (MAP) website provides 
information on Medicare costs, benefits, policy issues, proposed 
Medicare changes and Medicare issues before the courts or 
administrative reviews.  This site includes access to the Medicare 
Advocacy Weekly Alert.  
 
www.socialsecurity.gov 
 
 Social Security’s website provides information about Social 
Security programs, eligibility, benefits and guidelines.  In addition, 
beneficiaries can use this site to apply for the Limited/Low Income 
Subsidy (LIS) for assistance in paying for the Medicare Prescription 
Drug Program. 
 
http://www.mcphs.edu/impact/community-service-
programs/pharmacy-outreach-program  
 
 The MCPHS Pharmacy Outreach Program website provides 
information about a number of programs sponsored by the 
pharmaceutical industry that provide free, low cost or discounted 
medications.  The Pharmacy Outreach Program is staffed by pharmacists 
who can provide helpful information about medications and answer 
questions clients may have about their specific medication.   
www.needymeds.org 
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 This site provides information about a variety of pharmacy 
assistance programs that offer free or low cost medications to clients. 
 
www.shinecounselor.800ageinfo.com/  
 
 This site provides current information and resources for 
counselors.  It also provides access to the SHINE newsletter, The 
Beacon, as well as tools and charts to assist counselors in their work 
with clients. 
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CHAPTER ELEVEN – COUNSELING 
GUIDELINES 

 
OBJECTIVES 

 
*Assist you with recognizing the need for information to be adapted to 
  meet the needs of the client 
*Understand the needs of special populations 
*Provide structure for counseling sessions 
*Provide tips and tools to assist you in providing clear and helpful 
  Information 
 
 
 
INTRODUCTION 
 
 Learning about health insurance options is challenging for everyone.  
Information about health care options changes continually with advances in 
medicine and medical procedures.  Medicare beneficiaries are not immune to 
the transformation that has taken place in how they receive their coverage.  
Medicare beneficiaries must look at the complex issues of what type of 
coverage is best, how and where they can receive their health care, and what 
their health care and coverage will cost. 
 
 Our primary role as SHINE counselors is to help beneficiaries navigate 
the maze of options available so that they can make informed choices.  We 
want to provide the information required to enable clients and family members 
to understand the options and benefits available and their rights under the 
Medicare system. 
 
COUNSELING SKILLS 
 
 It is well known that how we learn is impacted by a number of factors 
including environment, age and past experience.  In presenting new or complex 
information to clients it is important to recognize that all of these factors may 
play a role in how they hear, comprehend and utilize the information.  SHINE 
counselors need to make every effort to develop and adapt their counseling 
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skills to ensure that their clients are able to utilize information to make choices 
with which they feel comfortable and that best meet their needs. 
 
COUNSELING SESSION 
 
 There are a number of steps you can take that will enhance the 
counseling experience for clients and help to ensure that clients benefit from 
the information and the session.  In your work with clients you should: 

 
 Whenever possible, call the client prior to the meeting to confirm 

date and time and also to get some basic information on the kind of 
assistance he/she needs 

 Ask client to bring relevant materials to the meeting (e.g., if client is 
coming to discuss a policy he/she has, have them bring the outline of 
coverage.) 

 Suggest your client bring a family member or friend 
 Be sure to have the appropriate materials on hand to share with the 

client 
 Present information at a moderate pace.  Review any material you use 

with the client so that he/she understands how to use it for follow-
up on his/her own or with a family member. 

 Make information as clear and concise as possible.  Do not use 
acronyms (SNF, CMS) 

 Summarize information frequently and ask if client understands what 
you have reviewed 

 Let client know he/she can return for additional review 
 Be sure to do what you can to relieve client’s feelings of anxiety or 

inadequacy  
 

o Make the counseling environment as comfortable as possible 
o Be warm and welcoming 
o Suggest that the problem of confusion is with the program 

being reviewed and not the client’s comprehension skills 
o Make sure your material is accurate and as easy to understand 

as possible 
o Provide the information needed to allow client to make the 

choice he/she feels is best.  Do not make choices for your 
clients even if asked to do so. 
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Confidentiality 
 

 The discussion of health insurance often involves covering such 
topics as personal health history and financial circumstances.  These are 
both very personal subjects for most people.  It is important that you 
maintain confidentiality in all of your work with clients.  In order to 
maintain confidentiality you will be required to adhere to a strict set of 
guidelines listed below: 

 
 Do not discuss a client’s case or circumstances without specific 

permission   
 Do not include anyone in your session (e.g., site staff, co-

volunteer) without the client’s permission 
 Make the counseling environment as private as possible.  If 

you have less than ideal surroundings, you can: 
 

o Use techniques in gathering personal information like 
income, for instance, that don’t require your client to 
state it verbally – ask your client to write it down or 
review it from their Social Security documents or 
other income statements 

 
 Never discuss another client’s case with your current client 

 
Empathy 

 
 It is important to be understanding and sensitive in your 
interactions with clients.  Many clients will consult with you because they 
are in crisis or under stress about health care issues.  While you are not 
expected to be a therapist, you may find that you need to allow the client 
to express his/her feelings and acknowledge that you understand how 
stressful health care issues can be.  You should be understanding and 
supportive.  However, you want to try to keep the client and session 
focused on the task.  If the client’s stress level prevents him/her from 
attending to SHINE-specific material, you can suggest a community 
resource that might be able to assist. 
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Counselor Role 
 
 Your role as a SHINE counselor is to provide counseling, 
assistance and guidance to enable your clients to make appropriate 
health coverage choices.  On occasion you will be asked by clients for 
your recommendation or preference.  It is very important that you avoid 
ever giving your opinion or recommendation.  You can always give the 
pros and cons for the options the client is considering, but the final 
decision must rest with the client. 
 
 Some important rules or guides to follow to ensure a comfortable 
and productive session are listed below: 
 

 Make sure you understand the question before you give the 
answer.  Is the client talking about a non-group Medicare 
Supplement when he/she makes reference to “my Medigap” 
or is it really an employer-sponsored retiree plan? 

 Don’t give out information unless you are sure it is accurate.  
Use your manual, material provided by your regional director, 
call the appropriate agency to get answers, call your regional 
director. 

 If you don’t have the answer, tell the client you will get back 
to him/her with the answer. 

 Encourage clients to exercise their appeal rights but never 
guarantee that claims will be resolved to their satisfaction 

 
o Be sure to inform clients of the time limits involved in 

appealing a Medicare decision 
 

 If an additional session is needed, provide the client with a list 
of documents/information he/she may need to bring to the 
next session 
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 Communication 
 

 Always try to be clear with clients about the role of the SHINE 
program and the level of assistance you are able to provide.  Often 
clients have made a number of calls to several agencies looking for 
answers or assistance with their issues.  If their series of calls brings 
them to you, they expect you will be able to finally resolve their 
problems.  Keep in mind that they may be frustrated and upset with the 
difficulty they have faced in trying to get assistance.  You may be the 
target of this frustration.  You also, however, have the power to turn a 
potentially difficult situation around if you can: 
 

 Apologize for any inconvenience the client has experienced in 
trying to connect with the SHINE program 

 Listen to the client, identify central ideas and facts and take 
notes as the client is talking 

 Keep an open mind 
 Acknowledge and validate the client’s concerns 
 Focus on the client and avoid surrounding distractions so that 

you can pay attention to the signals the client may be giving 
 Ask questions to make sure that you have all the facts 
 Para-phrase what you have heard to make sure that what you 

heard is what the client is experiencing 
 Provide the client with information about what appropriate 

steps can be taken (either by you or the client) to resolve 
his/her issue or to file a complaint 

 If the problem cannot be resolved, again validate the client’s 
feelings and offer other assistance/alternatives if appropriate 

 
 Remember that clients often respond positively to someone who 
will provide a “sympathetic ear”.  You may not be able to correct the 
problem entirely, but you can connect with them by being courteous, 
caring and considerate.  Sometimes, that’s all it takes.  
 
Counseling Process 
 
 There is a regular process or routine you should follow in 
providing SHINE services to clients who are or will be newly eligible for 
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Medicare.  They vary somewhat depending on the particular 
circumstance of the client but, generally, you should: 
 

 Collect initial information on the Client Contact Form 
 Explain Medicare 
 Review what coverage, if any, the client may have through a 

former employer or spouse’s former employer 
 Review non-group options available 
 Review the process for choosing a Medicare Prescription Drug 

plan 
 Qualify or screen the client to determine eligibility for public 

benefit programs and explain programs available 
 
  Explain Medicare and Other Programs 
 

 In providing information to clients about Medicare and 
other programs available you should: 
 

 Review the Medicare Part A and B Benefit and Gaps 
chart to show clients what Medicare will and will not 
cover and explain the limitations of coverage under 
Medicare 

 Explain Medicare’s approved charges 
 Explain the Part B premium and penalty for late 

enrollment 
 Explain how Medicare coordinates with employer 

retiree coverage if applicable 
 Review the client’s outline of coverage for the retiree 

plan if applicable  
 Explain Part D and the process for choosing a plan 
 Provide information about Prescription Advantage and 

how it can help with the costs of Part D  
 Explain the beneficiary’s option of original Medicare vs. 

a Medicare Advantage plan and the pros and cons of 
both – provide client with printed material he/she can 
take away from the session for further review 

 Discuss Medicare Supplement insurance (Medigap), 
how it ties in with Medicare coverage and what plans 
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are available – provide client with the list of current 
Medigap and Medicare Advantage plans available 

 Qualify or screen the client to see if he/she might be 
eligible for a public benefit program by: 

 
o Checking client’s age to determine what range of 

benefit programs might be available 
o Calculating client’s gross income to determine 

what benefit program might be available – for 
client’s over 65 will also need to determine 
assets for most benefit programs.  (Assets 
may need to be checked for clients under 65 
for some programs.) 

 
 Provide information about programs client may qualify 

for and details about how they coordinate with Medicare 
– provide client with printed material he/she can take 
away from the session for further review  

 Assist with completing applications for benefit programs 
to which the client would like to apply 

 Offer to provide follow-up, as needed, with agencies to 
which the client has applied by having client complete 
the appropriate release of information forms 

 For programs such as the VA for which you do not have 
an application, make calls on the client’s behalf before 
he/she leaves your office, or provide client with a phone 
number and/or contact so that he/she can pursue   

 
 Counseling Tools 
 

 A number of tools/forms have been developed to assist you in 
providing services to your clients and documenting these services for the 
regional program.  The following is a list of these tools/forms that will 
be distributed in class: 
 

 Client Contact – all SHINE counselors are required to 
complete a Client Contact Form for every client to whom 
they provide services whether in person or by phone.  The 
client contact is completed with all the necessary information.  
These are later entered into the CMS SHIP data entry 
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program.   All client contacts are submitted to the regional 
director on the first of the following month. 

 SHINE Fact Sheet About What We Do – each face to 
face counseling session should begin with an explanation of 
the SHINE program, your role, the services you and the 
program can provide and the limits of these services.  The 
fact sheet provides a written description of the program that 
the client can retain for his/her records. 

 Authorization to Release Information – this form can be 
used by counselors who need to make contact with other 
agencies on the client’s behalf.  Note:  Many agencies, 
including Medicaid/MassHealth, require that their own form 
be used.   

 
 In addition to the forms listed above, there are a number of 
forms and/or tools you should always have with you at your counseling 
site.  They include: 
 

 Medicare Cost and Coverage – this provides a condensed 
overview about Medicare, Medicare Advantage, Medigap, 
Medicare Part D, Prescription Advantage and the VA Health 
Plan.  

 Medicare Benefits and Gaps, Medigap Plans Available, 
& Medicare Advantage Plans Available – this packet 
provides information you will use again and again in working 
with clients.  It provides, in an easy to use format, important 
information about Medicare and other insurance options. 

 Enrollment Periods for Medicare, Medigap, Medicare 
Advantage Plans and Prescription Advantage – this 
provides an easy to read outline of the enrollment periods for 
all of these programs/plans 

 Public Benefit Screening Tools – these tools, which 
include SHINE chart T-3 and the MassHealth/LIS Programs 
chart, provide income and asset guidelines and a description 
of the various programs  

 SHINE Pre-enrollment Screening Tool – this tool 
collects all the information you will need to complete a 
search for a Medicare Prescription Drug plan for a client. 

 Prescription Advantage Application– the Prescription 
Advantage application includes a rate schedule which allows 
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you to show your clients how PA will help with Part D plan 
costs 

 Limited/Low Income Subsidy (LIS) Application – this 
application will allow eligible clients to apply for help in 
paying for their Part D plan costs (application may also be 
done on line) 

 MassHealth Buy-In Application – this application will 
allow eligible clients to apply to have MassHealth pay their 
Medicare Part B premium 

 MassHealth Senior Medical Benefit Request – this 
application will allow eligible clients, age 60 and over, to 
apply for a number of MassHealth programs for seniors 

 MassHealth Medical Benefit Request – this application 
will allow eligible clients to apply for a number of 
MassHealth programs for people under age 65 

 
 Advice to New Counselors 
 

 Relax.  This is going to be fun.  You’ve been trained and know 
much more about all of this than your clients and most of the general 
public.  Just remember the rules to live by: 
 

 Don’t give out information unless you’re sure about it 
 Don’t tell clients what you think they should do or what you 

would advise your mother to do 
 Keep client information confidential 
 Show that you care.  Even in situations you can’t fix, your 

concern and empathy will mean a lot 
 Don’t talk to the media.  Leave that to your regional director 
 When in doubt, call your regional director.  That’s what he/she 

is there for – to provide you the support and tools you need to 
do your work 
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MEDICARE BENEFICIARIES WITH MENTAL HEALTH ISSUES 
 
 The SHINE Program has been assisting an increasing number of 
Medicare beneficiaries with mental health issues or illness.  Mental illness 
includes: 
  

 Health conditions characterized by alterations in thinking, mood or 
behavior and associated with distress and/or impaired functioning. 

 
 Data from the 2004 Medicare Beneficiary Survey show that 53% of 
Medicare beneficiaries under age 65 have been identified as having a mental or 
psychiatric disorder and 12% of Medicare beneficiaries age 65 and over have 
been identified as having a mental or psychiatric disorder.  Social stigma and 
lack of understanding can make this population vulnerable to isolation; and can 
result in these beneficiaries not accessing available services and programs.  
They may need more outreach and support to assist them in making 
appropriate health insurance decisions. 
 
 In your SHINE counseling role you will, most likely, work with 
beneficiaries from time to time who are on Medicare because of a mental 
health disability.  Some common mental health disabilities can include:  anxiety, 
depression or dementia.  It will be helpful for you to be able to recognize some 
of the signs or symptoms of these illnesses. 
 
 Anxiety 
 

 Common signs/symptoms of anxiety are: 
 

 Overwhelming feelings of panic or fear 
 Uncontrollable obsessive thoughts 
 Physical symptoms such as nausea, accelerated heart rate, 

trembling, dizziness or feelings of light headedness, 
perspiration, shortness of breath 

 Avoidance of situations that trigger anxiety 
 Inability to make decisions 
 Sleeplessness 

 
 A beneficiary experiencing symptoms of anxiety can feel 
overwhelmed by the complexities of Medicare and may have 
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difficulty comprehending his/her options.  You may be able to 
make the process more beneficial if you: 
 

 Listen carefully to what the client is saying 
 Recognize/validate his/her feelings 
 Redirect the client, as needed, to assist him/her to focus on 

the subject matter 
 Write down any steps or suggestions you make and review 

them with the client 
 Set up another appointment if necessary or time for a 

follow-up phone call 
 

Depression 
 
 Common signs/symptoms of depression are: 
 

   Experiencing difficulty focusing or making decisions 
   Experiencing feelings of helplessness, hopelessness or    

persistent sadness (excessive bouts of crying) 
   Experiencing restlessness and irritability 

 
 A beneficiary who is suffering from depression may have 
difficulty focusing on complex material.  You may be able to 
make the process more beneficial if you: 
 

 Listen carefully to what the client is saying 
 Acknowledge what client is saying and validate his/her 

feelings 
 Redirect the client, as needed, to keep the purpose of the 

meeting/discussion clear 
 Explain material and present information clearly and at a 

pace the client can manage 
 Acknowledge that some of the material is technical and 

difficult to understand 
 Provide encouragement that you will be able to work 

through information and options with the client 
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Dementia    
 
  Common signs/symptoms of dementia are: 
 

 Repeatedly asking the same questions 
 Experiencing difficulty with following directions 
 Neglecting personal hygiene 
 Wearing seasonally inappropriate clothing 

  
  A beneficiary who is suffering from dementia may have 

difficulty comprehending and retaining information.  You may be 
able to make the process more beneficial if you: 

 
 Assume a client with some level of impairment may still be 

capable of making choices and respect the client’s 
preferences concerning treatment or services 

 Redirect the client, as needed, to keep the purpose of the 
meeting/discussion clear 

 Ask for information in various ways  
 Ask the client to invite a family member, friend or caregiver 

to participate in the counseling session 
 Provide information in writing and ask if you can send 

material to a family member, friend or caregiver 
 

Helpful Tips 
 
 Beneficiaries with mental health impairments, such as those 
listed above, may produce additional challenges to your 
counseling skills.  You will be more successful in meeting the 
needs of the clients if you can: 
 

 Be empathic and patient 
 Be respectful 
 Maintain boundaries 
 Recognize that the counseling session needs to be task-

centered – it is not a therapy session 
 Ask that clients referred by a mental health professional 

or protective service worker be accompanied by the 
appropriate staff member to the session 
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 Always put your own safety first – terminate a session if 
you feel uncomfortable or unsafe and notify the site and 
regional director 
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CHAPTER TWELVE –  
CULTURAL COMPETENCY 

 
 

OBJECTIVES 
 

*Understand how culture impacts learning and attitude 
*Understand the cultural diversity of the aging population 
*Review tips to assist in your work with a variety of cultures 
 
CULTURAL DIVERSITY 
 
 The aging population of the United States is becoming more diverse as 
individuals who comprise minority populations, as with non-minority 
populations, live longer.  The table below reflects the racial and cultural 
demographics for the 65+ population in 2003 and the projected increase in 
these populations for the year 2050. 
 
  

 
Ethnicity 

 

 
2003 

 
2050 

African American 8% 12% 
American Indian/Native American 0.4% 0.6% 
Asian/Pacific Islander 3% 8% 
Hispanic 6% 18% 
White, Non-Hispanic 83% 61% 

 
 
CULTURAL COMPETENCE 
 
 Culture is a set of beliefs, norms and values and includes beliefs of how 
one interacts with others.  Cultural competence refers to an ability to interact 
effectively with people of different cultures and belief systems.  It comprises 
four components: 
 

 Awareness of one’s own cultural worldview 
 Attitude toward cultural differences 
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 Knowledge of different cultural practices and worldviews 
 Cross-cultural skills 

 
 Learning or developing cultural competence can enhance our ability to 
understand, and effectively communicate and interact with people across 
cultures. 
 

Building Cultural Competency 
 
 In order to begin building our cultural competency we need to 
step back from what we know or identify in our own culture and work 
from a different blueprint or set of “cultural norms”.   How we 
communicate verbally or with body language in one culture can be 
completely different in another culture.  Listed below are some 
interesting examples of differences in language, gestures, and social 
customs. 
 

 Displaying the “thumbs up” gesture in certain parts of the 
world is a positive sign indicating that everything is “Ok”.  In 
some Islamic countries, however, it is understood to be a rude 
sexual gesture.  In France and some other European countries, 
the thumb is held up to signify the number one.   

 In some European countries especially for people engaged in 
certain activities (e.g. pilots, divers), the “Ok” sign is given by 
forming an “O” with the thumb and forefinger.  However, in 
Korea and Japan the “O” may mean that the parties wish to 
discuss money.  In Eastern Europe and Russia it is an indecent 
sexual sign. 

 In America as well as in Arabic countries conversations take 
place with brief pauses between words.  In India and Japan 
pauses can give a contradictory meaning to the words.  Periods 
of silence are a comfortable part of conversation in India and 
Japan, but may cause discomfort for people of Europe and 
North America. 

 In some Asian countries it is well-mannered for dinner guests 
to leave right after dinner.  Lingering beyond dinner may 
indicate the guest has not had enough to eat.  In other 
countries, including Europe, North and South America, it 
would be considered rude for a dinner guest to leave 
immediately after dinner. 
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 In many countries, including some European countries, Latin 
America and Sub-Saharan Africa, it is normal or widely 
tolerated to arrive half an hour late for a dinner invitation.  In 
Germany and the United States it would be considered rude. 

 Greeting a female friend one had not seen in a while by telling 
her she had put on weight would be appropriate and, in fact, a 
sign of good health in Africa, and within Arab cultures and 
some South American countries.  It would, however, be 
considered an insult in India, Europe, North America and 
Australia. 

 In Africa and some Asian countries, avoiding eye contact 
when speaking to an elder or someone of higher social status is 
a sign of respect.  In contrast it is not appropriate and might 
raise suspicion in North America and Europe. 

 Within both Persian and Pakistani cultures it is customary for a 
person making an offer of food or drink to be refused several 
times before the intended recipient accepts.  This “back and 
forth” offering and rejecting is a tradition known as 
“tarof/taarol” or “takaluf” which in Persian means “offer”.  In 
many other cultures making the offer more than twice would 
demonstrate disrespect for the wishes of the recipient. 

 In Africa, South America and Mediterranean cultures, talking 
and laughing loudly in public places is widely accepted.  In 
many Asian cultures it is considered rude and may be seen as a 
mark of self-centeredness or attention-seeking.       

 
Creating a Comfortable Counseling Environment 
 
 You may have the opportunity to work with clients from a 
number of different ethnic groups and cultures.  Your ability to  
understand aspects of the client’s culture will have a positive impact on 
the counseling experience for both you and the client. 
 

Helpful Tips 
 
 Beneficiaries from varied cultures bring their own set of  
norms and understandings about what are appropriate 
social/business interactions.  Your success in working with 
beneficiaries will be increased if you can: 
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 Learn about the different cultures residing in the area in 
which you will be volunteering 

 Be respectful of differences 
 Allow clients sufficient time to feel comfortable with the 

process 
 Be aware that for many beneficiaries English may be a 

second or new language 
 Avoid using acronyms or slang that may cause confusion 

to someone for whom English is a second language 
 Use clear terminology and avoid using acronyms 
 Provide tools such as translated materials whenever 

possible to allow clients to review them at their own 
pace and/or with family members 

 Ask clients to repeat back information you present so 
you can get a sense of what might need to be reviewed 

 Offer to meet with clients again 
 Offer to meet with or speak with a family member if the 

client desires 
 Inform the client of the opportunity to speak with a 

counselor who can provide the service in his/her 
primary language if one is available (SHINE has bi-
lingual counselors who can provide the service in many 
languages.) 

 
 The most important tip is to enjoy meeting and 
experiencing people of different cultures.  You can provide a 
valuable service to clients and expand your understanding and 
knowledge of cultures and worlds beyond your own.  
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RESOURCES 

  
 

Attorney General’s Office, Medicaid Fraud Control Unit 
 1-617-727-2200 x 3404 
 
CHAMPVA Center 
 1-800-733-8387 
  
Division of Insurance (Massachusetts) 
 1-617-521-7777 
 
Durable Medical Equipment Contractor in northeast region (Region A) – 
NHIC, Corp. 
 1-800-Medicare (1-800-633-4227) 
  
ESRD Network for New England 
 1-203-387-9332 
 
Executive Office of Elder Affairs (EOEA) 
 1-800-AGE-INFO (1-800-243-4636) 
 
EYES 
 1-800-222-EYES (1-800-222-3937) 
 
HEAR NOW Program 
 1-800-648-4327 
 
Hospice Federation of Massachusetts 
 1-781-255-7077 
 
Inspector General’s Hotline 
 1-800-HHS-TIPS (1-800-447-8477) 
 
Long-Term Care Ombudsman Program 
 1-800-AGE-INFO (1-800-243-4636) 
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Massachusetts Board of Registration in Medicine 
 1-617-654-9800 
 
Massachuetts Department of Public Health Advocacy Office  
 1-800-462-5540 or 1-617-753-8000 
 
Massachusetts Department of Public Health, Division of Health Care 
Quality 
 1-800-462-5540 
 
MassHealth  
 1-800-841-2900 
 
MassHealth Senior Care Options (SCO) 
 1-888-885-0484 
 
MassPRO – Health Quality Improvement Organization (QIO) 
 1-800-252-5533 
 
MCPHS – Massachusetts College of Pharmacy Health Sciences 
                         Pharmacy Outreach Program (Formerly MassMedLine) 
 1-866-633-1617       
      
Medicare 
 1-800-Medicare (1-800-633-4227) 
 
Medicare Advocacy Project 
 1-866-778-0939 
 
Medicare Coordination of Benefits contractor 
 1-800-999-1118 
 
National Heritage – Part B contractor for Massachusetts 
 1-800-Medicare (1-800-633-4227) 
 
 
PACE (Program of All-Inclusive Care for the Elderly) 
 Cambridge – Cambridge Hospital Professional Services –  
  1-617-868-6323 
 Dorchester – Harbor Health Services – 1-617-296-5100 
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 Dorchester – Elder Service Plan of Mutual Health Care –  
  1-617-288-0970 
 East Boston – Elder Service Plan of the East Boston Neighborhood  
  Health Center – 1-617-568-4602 
 
Prescription Advantage  
 1-800-AGE-INFO (1-800-423-4636 & press 2) 
 
Railroad Retiree Benefits  
 1-800-808-0772 
 
SCO (Senior Care Options) – 1-888-885-0484 
 
SHINE Program 
 1-800-AGE-INFO (1-800-243-4636 & press 3) 
 
Social Security 
 1-800-772-1213 
 
U.S. Department of Labor & Treasury 
 1-866-444-3272 
 
Veterans’ Administration 
 1-877-222-VETS (1-877-222-8387) 
 



 

Revised March 2014  Page | 232  
 

 



 

Revised March 2014  Page | 233  
 

 

List of Acronyms 
 
AAA  Area Agency on Aging 
ADL  Activities of Daily Living 
ALR  Assisted Living Residence 
ALS  Amyotrophic Lateral Sclerosis Disease 
ANOC Annual Notice of Change 
ASAP Aging Service Access Point 
CMS  Centers for Medicare and Medicaid Services 
COA  Council on Aging (Senior Center) 
COBRA Consolidated Omnibus Budget Reconciliation Act of 1986 
DHHS Department of Health & Human Services 
DMA  Division of Medical Assistance (MassHealth)/Office of  
                Medicaid (OOM) 
DME  Durable Medical Equipment 
DMERC Durable Medical Equipment Regional Contractor 
DRG  Diagnosis Related Groups 
EGHP Employer Group Health Plan 
EOB  Explanation of Benefits 
EOEA Executive Office of Elder Affairs 
EOHHS Executive Office of Health and Human Services 
ERISA Employment Retirement Income Security Act of 1974 
ESRD End Stage Renal Disease 
FPL  Federal Poverty Level 
GAFC Group Adult Foster Care 
GAO  General Accounting Office 
HIPPA Health Insurance Portability and Accountability Act of 1996 
HMO  Health Maintenance Organization 
IADL  Instrumental Activities of Daily Living 
ICEP  Initial Coverage Election Period 
IEP  Initial Enrollment Period 
LIS  Limited/Low Income Subsidy 
LTC  Long Term Care 
MA  Medicare Advantage 
MAC  Medicare Administrative Contractors 
MAP  Medicare Advocacy Project 
MAPD Medicare Advantage Prescription Drug Plan 
MassPRO Massachusetts Peer Review Organization 
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MEC  MassHealth Enrollment Center 
MIPPA Medicare Improvements for Patients and Providers Act 
MMA Medicare Modernization Act 
MSA  Medical Savings Account 
MSN  Medicare Summary Notice 
NHIC National Heritage Insurance Company 
NNC  Notice of Non-coverage 
OBRA Omnibus Budget Reconciliation Act 
OEP  Open Enrollment Period 
OOM           Office of Medicaid/Division of Medical Assistance 
PA  Prescription Advantage 
PACE Programs for All-inclusive Care for the Elderly 
PCA  Personal Care Attendant 
PCP  Primary Care Physician 
PDP  Medicare Prescription Drug Plan 
PFFS  Private Fee-For-Service Plan 
POS  Health Maintenance Organization with Point of Service Option 
PPO  Preferred Provider Organization 
PPS  Prospective Payment System 
PSO  Provider Sponsored Organization 
QI1  Qualifying Individual (MassHealth/Medicare Buy-in Program) 
QIO  Quality Improvement Organization 
QMB  Qualified Medicare Beneficiary (MassHealth Senior    
   Buy-in Program) 
RFB  Religious Fraternal Benefit Society 
SCO  Senior Care Options 
SEP  Special Election Period 
SHINE Serving the Health Insurance Needs of Everyone 
SHIP  State Health Insurance Assistance Programs 
SLMB Specified Low Income Medicare Beneficiary (MassHealth/  

Medicare Buy-in Program) 
SNF  Skilled Nursing Facility 
SNP  Special Needs Plan 
SPAP  State Prescription Assistance Program 
SSA  Social Security Administration 
SSDI  Social Security Disability Insurance 
SSI  Supplemental Security Income 
TFL  TRICARE For Life 
URC  Utilization Review Committee 
VA  Veteran’s Administration  


	1 Manual Inside Cover with disclaimer 3-2014
	2 Table of Contents 3-2014
	SHINE Resource Manual - March 2014.pdf



