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SECTION 1 I ntroduction 

Section 1.1 Y ou are e nrolled i n CareSource Dual A dvantage, which is a  
specialized M edicare Advantage Plan ( Special N eeds Plan) 

You are c overed by both Medicare and Medicaid: 

• Medicare is the F ederal he alth insurance program for people 65 years of age or older, 
some people under a ge 65 with certain disabilities, and people with end-stage r enal
di

 
sease (kidney f ailure). 

• Medicaid is a jo int Federal and s tate g overnment program that helps w ith me dical costs
f

 
or certain people with limited incomes and resources. Medicaid coverage va ries

de
 

pending on the state and the type of Medicaid you have. Some people with Medicaid 
get help paying for their M edicare premiums and other costs. Other people also get
c

 
overage for a dditional services a nd drugs that ar e n ot co vered b y M edicare. 

You have chosen to get y our Medicare health care a nd your prescription drug coverage through 
our plan, CareSource Dual A dvantage. 

There are different t ypes o f M edicare health p lans. C areSource Dual A dvantage i s a  specialized
M

 
edicare Advantage Plan ( a Medicare “S pecial N eeds P lan”), w hich m eans i ts b enefits ar e 

designed f or p eople with s pecial h ealth c are needs. C areSource Dual A dvantage i s d esigned
s

 
pecifically f or p eople who h ave Medicare and w ho ar e also en titled t o as sistance from

M
 

edicaid. 

Because you g et as sistance from M edicaid with y our M edicare Part A an d B co st s haring
(

 
deductibles, copayments, and coinsurance) y ou may pay nothing f or y our M edicare h ealth c are 

services. M edicaid a lso provides o ther b enefits t o y ou b y co vering h ealth c are services th at are 
not usually covered under Medicare. You w ill al so r eceive “Extra Help” from M edicare to p ay
f

 
or the costs of y our Medicare prescription drugs. CareSource Dual A dvantage w ill help ma nage

al
 

l o f t hese benefits f or y ou, s o t hat y ou g  et t he health car e services an d p ayment as sistance that
y

 
ou a re e ntitled to . 

CareSource Dual A dvantage is run by a non-profit organization. Like all M edicare Advantage 
Plans, t his M edicare Special N eeds P lan i s ap proved b y M edicare. T he plan al so h as a  contract
w

 
ith th e G eorgia Medicaid program to coordinate your M edicaid b enefits. W e are pleased to be

pr
 

oviding y our Medicare health care coverage, including y our prescription drug c overage . 

Coverage under this P lan qualifies as Qualifying Health Coverage (QHC) an d s atisfies t he 
Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
r

 
equirement. P lease visit t he Internal R evenue Service (IRS) w ebsite at: irs.gov/Affordable-Care- 

Act/Individuals-and-Families for more i nformation. 

http://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
http://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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Section 1.2 W hat is th e E vidence of C overage boo klet a bout? 

This E vidence of Coverage booklet tells y ou how t o get y our Medicare m edical car e and 
prescription drugs co vered t hrough our plan. This booklet explains y our rights and 
responsibilities, what is covered, and what y ou pay a s a  member of the plan. 

The word “ coverage” and “co vered s ervices” refers t o t he medical c are and s ervices an d t he 
prescription drugs available to you as a  member of C areSource Dual Advantage. 

It’s important for y ou to learn what the plan’s rules are and what services are available to you. 
We encourage y ou to set a side some time to look through this E vidence of C overage booklet. 

If y ou are confused or concerned or just have a question, please contact our plan’s Member
S

 
ervices (phone numbers are printed on the back cover of this booklet). 

Section 1.3 Le gal i nformation about t he E vidence of C overage 

It’s pa rt of our c ontract w ith you 

This E vidence of Coverage i s p art o f our c ontract w ith you about how C areSource Dual
A

 
dvantage c overs y our care. Other parts of this contract include y our e nrollment form, the L ist of 

Covered Drugs ( Formulary), and any notices y ou receive f rom us about changes to your
c

 
overage or c onditions that af fect y our co verage. T hese notices a re sometimes cal led “ riders” or

“am
 

endments.” 

The contract i s i n ef fect f or t he months in which you are enrolled in CareSource Dual A dvantage
be

 
tween January 1, 2021, and December 31, 2021. 

Each c alendar y ear, M edicare allows u s t o m ake changes t o t he plans t hat w e offer. T his m eans
w

 
e can ch ange the costs an d b enefits o f C areSource Dual A dvantage af ter D ecember 3 1, 2021.  

We can also choose to stop offering the plan, or to offer it in a different s ervice area, af ter
D

 
ecember 3 1, 2021.  

Medicare m ust ap prove our p lan each y ear 

Medicare (the Centers f or M edicare & M edicaid S ervices) m ust ap prove CareSource Dual
A

 
dvantage each y ear. Y ou can co ntinue to g et M edicare coverage as a  member o f o ur p lan as 

l
 

ong as we choose to continue to offer the plan and Medicare renews its approval of the plan. 
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SECTION 2 W hat m akes y ou e ligible t o b e a p lan m ember? 

Section 2.1 Y our e ligibility r equirements 

You are eligible for membership in our plan as long as: 

• You have both M edicare Part A an d M edicare Part B ( Section 2.2 tells y ou about
M

 
edicare Part A an d M edicare Part B ) 

• -- and -- You live in o ur g eographic service area (Section 2.4 below describes our service
ar

 
ea). 

• -- and --  you ar e a United S tates ci tizen o r ar e lawfully p resent i n t he United S tates 

• -- and -- You m eet t he special el igibility r equirements d escribed b elow. 

Special eligibility r equirements f or our pl an 

Our plan is designed to meet the needs of people w ho receive certain M edicaid b enefits.
(

 
Medicaid is a jo int Federal and s tate g overnment program that helps w ith me dical costs f or

c
 

ertain people with limited incomes and resources.) To be eligible for our pl an you must be
e

 
ligible for both Medicare and Medicaid. 

You ca n en roll i n t his p lan i f y ou a re in o ne of t hese Medicaid ca tegories: 

• Qualified Med icare Beneficiary ( QMB): Y ou g et M edicaid co verage of M edicare 
cost-share but ar e not el igible for f ull M edicaid b enefits. M edicaid p ays y our P art A  
and P art B p remiums, deductibles, coinsurance and copayments amounts only. You 
pay nothing, except for Part D prescription drug copays. 

• Qualified Med icare Beneficiary P lus ( QMB+): Y ou g et M edicaid co verage of 
Medicare cost-share and ar e also el igible for f ull M edicaid b enefits. Medicaid pays y our 
Part A and Part B  premiums, deductibles, coinsurance and copayment amounts. You pay 
nothing, except for Part D  prescription drug c opays. 

• Full Benefits D ual Eligible ( FBDE): M edicaid ma y p rovide limite d a ssistance w ith
M

 
edicare cost-sharing. Medicaid also provides full Medicaid benefits. You are eligible 

for f ull Medicaid b enefits. A t times y ou ma y a lso b e e ligible f or limite d a ssistance f rom 
the State Medicaid O ffice in p aying y our M edicare cost s hare amounts. G enerally y our 
cost s hare is 0 % w hen t he service is co vered b y b oth M edicare and M edicaid. T here may
b

 
e cases w here you h ave to p ay co st s haring w hen a  service or b enefit i s n ot co vered b y

M
 

edicaid. 

Please note: I f y ou lose y our eligibility but can reasonably be expected to regain e ligibility
w

 
ithin 3  month(s), then you are still eligible for membership in our plan (Chapter 4, Section 2.1 

tells y ou about coverage a nd cost s haring during a period of deemed continued eligibility). The 
eligibility period begins on the first day of the first month and ends on the last day of the third 
month. 
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Section 2.2 W hat ar e Medicare P art A an d M edicare Part B ? 

When you first s igned up for Medicare, you received information about w hat s ervices ar e 
covered under M edicare Part A an d M edicare Part B . R emember: 

• Medicare Part A g enerally he lps cover services provided by hospitals (for inpatient
s

 
ervices, s killed n ursing f acilities, o r h ome health ag encies). 

• Medicare Part B i s f or m ost o ther m edical s ervices ( such as p hysician’s s ervices, home
i

 
nfusion therapy, and o ther o utpatient s ervices) an d cer tain i tems ( such as d urable 

medical equipment (DME) and supplies). 

Section 2.3 W hat i s M edicaid? 

Medicaid is a joint Federal and state g overnment pr ogram that h elps w ith me dical costs f or
cer

 
tain p eople who h ave limited i ncomes an d r esources. E ach s tate decides w hat co unts as 

i
 

ncome and r esources, w ho i s el igible, w hat s ervices ar e covered, an d t he cost f or s ervices. S tates
a

 
lso can decide how to run their program as lo ng a s th ey f ollow th e F ederal guidelines. 

In addition, there are programs offered through Medicaid that help people w ith Medicare pay
t

 
heir M edicare costs, s uch as t heir M edicare premiums. T hese “Medicare Savings P rograms”

h
 

elp p eople w ith limite d income and resources s ave money ea ch y ear: 

• Qualified Med icare Beneficiary ( QMB): H elps p ay M edicare Part A an d P art B 
pr

 
emiums, and other cost sharing ( like deductibles, coinsurance, and copayments). (Some 

people w ith Q MB a re a lso e ligible f or f ull Medicaid b enefits ( QMB+).) 

• Specified L ow-Income Medicare Beneficiary ( SLMB): Helps pay Part B  premiums. 
(Some people with S LMB ar e also el igible for f ull M edicaid b enefits ( SLMB+).) 

• Qualifying Individual (QI): H elps p ay P art B p remiums 

Section 2.4 H ere is t he plan ser vice area for C areSource Dual A dvantage 

Although M edicare is a  Federal p rogram, C areSource Dual A dvantage is a vailable o nly to 
i

 
ndividuals who live in our plan service area. To remain a  member of our plan, you must

c
 

ontinue to reside in t he plan s ervice area. T he service area is d escribed b elow. 

Our s ervice area includes t hese counties i n G eorgia: Clayton, Cobb, Dawson, Douglas, Fulton, 
Gwinnett, Henry, Lumpkin, Rockdale 

If y ou plan to move out of the service area, please c ontact Member S ervices (phone numbers ar e 
printed on the back cover of this booklet). When you move, you will have a Special Enrollment
P

 
eriod th at will allow y ou to s witch to O riginal Medicare o r e nroll in a M edicare h ealth o r d rug

pl
 

an that is available in your new location. 
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It is a lso imp ortant that you c all Social Security if y ou mo ve o r change y our mailing address. 
You can find phone numbers and contact information for Social Security in Chapter 2, Section 5. 

Section 2.5 U .S. C itizen or L awful P resence 

A member of a  Medicare health plan must be a U.S. citizen or lawfully present in the United 
States. M edicare (the Centers f or M edicare & M edicaid S ervices) w ill notify C areSource Dual
A

 
dvantage if y ou are not e ligible to remain a member on this basis. CareSource Dual A dvantage

m
 

ust disenroll y ou if y ou do not meet this requirement. 

SECTION 3 What ot her materials w ill y ou get f rom us ? 

Section 3.1 Your pl an membership card – U se it t o g et al l co vered ca re and 
prescription drugs 

While y ou are a  member of  our plan, you must use y our membership card for our plan whenever
y

 
ou g et an y s ervices co vered by this plan and for pr escription drugs y ou get at network 

pharmacies. Y ou should also show the provider y our Medicaid card. Here’s a  sample 
membership card to show y ou what y ours will look like: 

Do NOT use y our r ed, white, and blue Medicare c ard for c overed medical services while y ou are
a

 
 member of this plan. If y ou use y our Medicare c ard instead of y our C areSource Dual

A
 

dvantage membership card, you may have to pay the full cost of medical services y ourself.
K

 
eep your M edicare card i n a  safe place. You may be asked to show it if y ou need hospital

s
 

ervices, hospice services, or participate in routine research studies. 

Here’s w hy t his i s s o i mportant: I f y ou get covered services using y our red, white, and blue
M

 
edicare card instead of us ing y our CareSource Dual Advantage m embership car d w hile you a re 

a plan member, you may ha ve to pay the full cost y ourself. 



10 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 1 . G etting st arted as  a m ember 

If y our plan membership card is damaged, lost, or s tolen, call Member Services right away a nd 
we will send you a new card. (Phone numbers for M ember Services are printed on the back cover
of

 
 this booklet.) 

Section 3.2 P rovider & P harmacy D irectory : Y our gui de t o all pr oviders i n 
the pl an’s n etwork 

The Provider & P harmacy Directory lis ts o ur ne twork providers a nd durable me dical equipment 
suppliers.  

What ar e “network p roviders”? 

Network p roviders are the doctors and other health care professionals, medical groups, durable
m

 
edical equipment suppliers, h ospitals, an d o ther h ealth car e facilities t hat h ave an a greement

w
 

ith us to accept our payment and any plan cost sharing as p ayment i n f ull. W e have arranged
f

 
or these providers to deliver covered services to members in our plan. The mo st recent list of

pr
 

oviders and suppliers i s available on o ur w ebsite at CareSource.com/Medicare. 

Why do  you need to know w hich providers a re pa rt of our ne twork? 

It is important to know which providers are part of our network because, with limited exceptions, 
while y ou are a  member of  our plan you must use ne twork providers to get your medical care a nd 
services. The only ex ceptions ar e emergencies, u rgently n eeded s ervices when the network is not
av

 
ailable (generally, w hen y ou are out of the a rea), out-of-area dialysis s ervices, an d c ases i n

w
 

hich CareSource Dual A dvantage a uthorizes use of out-of-network providers. See Chapter 3 
( 

 
Using the plan’s coverage for your medical services) for more specific information about

em
 

ergency, o ut-of-network, and out-of-area coverage. 

If y ou don’t have y our copy of the P rovider & P harmacy Directory, you can request a  copy from
M

 
ember S ervices (phone numbers are pr inted on the back cover of this booklet). You may ask 

Member Services for more information about our ne twork providers, including their
q

 
ualifications. You can locate a provider from our network by visiting 

FindADoctor.CareSource.com . S croll down to Georgia and filter the results under Medicare by
s

 
electing D ual S pecial N eeds f rom the lis t. B oth Member Services and the website can give y ou 

the most up-to-date information about changes in our network providers. 

What ar e “network p harmacies”? 

Network p harmacies ar e all o f t he pharmacies t hat h ave agreed t o f ill co vered p rescriptions for
our

 
 plan members. 

http://www.caresource.com/Medicare
https://findadoctor.caresource.com/
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Why do  you need to know a bout ne twork pha rmacies? 

You can u se the Provider &  Pharmacy Directory to find the network pharmacy y ou want to use. 
An updated Provider & P harmacy Directory is located on our w ebsite at 
CareSource.com/Medicare. You may a lso call M ember Services for updated provider
i

 
nformation or to ask us to mail y ou a P rovider & P harmacy Directory. Please review t he 2021 

Provider & P harmacy Directory t o s ee which p harmacies a re in o ur network. 

If y ou don’t have the P rovider & P harmacy Directory, y ou can g et a  copy f rom M ember
S

 
ervices ( phone numbers are printed on the back cover of this booklet). At a ny time, you can call

M
 

ember S ervices t o g et u p-to-date information about changes in the pharmacy network. You can 
also find this information on our website at CareSource.com/Medicare. Network p harmacies
a

 
re pharmacies (drug stores) that have a greed to fill prescriptions for our plan members. Network 

pharmacies b ill us d irectly f or p rescriptions y ou r eceive. You can use the P rovider & P harmacy 
Directory to find the network pharmacy y ou want to use. This is important be cause, with few
e

 
xceptions, you must get your prescriptions filled at one of our network pharmacies if y ou want

our
 

 plan to cover ( help you pay f or) them. 

Section 3.3 The pl an’s Li st of C overed Drugs ( Formulary) 

The plan h as a  List of Covered Drugs ( Formulary). W e c all it the “ Drug L ist” f or s hort. I t tells
w

 
hich Part D prescription drugs a re c overed under the Part D benefit included in CareSource 

Dual Advantage. In addition to the drugs covered by Part D, some prescription drugs are c overed 
for y ou under y our Medicaid benefits. The Drug L ist tells y ou how to find out which drugs are
c

 
overed under Medicaid. 

The drugs on this list are s elected by the plan with the help of a team of doctors and pharmacists.
T

 
he list m ust m eet r equirements s et b y M edicare. M edicare has ap proved t he CareSource Dual

A
 

dvantage D rug L ist. 

The Drug L ist al so t ells y ou i f t here are any r ules t hat r estrict co verage for y our d rugs. 

We w ill provide y ou a c opy of the D rug L ist. To get the most complete and current information 
about which drugs are covered, you can visit the plan’s w ebsite (CareSource.com/Medicare) or 
call M ember S ervices ( phone numbers a re printed on the back co ver of this booklet). 

Section 3.4 The P art D E xplanation of B enefits (th e “ Part D E OB”): R eports
w

 
ith a s ummary of pa yments m ade f or y our P art D pr escription 

drugs 

When you use y our Part D  prescription drug benefits, we will send you a s ummary r eport to help 
you understand and keep track of payments for y our Part D prescription drugs. This summary
r

 
eport i s cal led t he Part D  Explanation of Benefits (o r the “ Part D E OB”). 

http://www.caresource.com/Medicare
http://www.caresource.com/Medicare
http://www.caresource.com/Medicare


12 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 1 . G etting st arted as  a m ember 

The Part D  Explanation of Benefits te lls y ou the total amount y ou, or others on your behalf, have 
spent on your Part D prescription drugs a nd the total amount we have paid for each of y our Part
D

 
 prescription drugs during the month. The Part D EOB provides more information about the

dr
 

ugs y ou take, such as increases in price a nd other drugs with lower c ost s haring th at may b e
a

 
vailable. You should consult with your prescriber about these lower cost opt ions. Chapter 6 

(What you pay for your Part D prescription drugs) gives more information about the
E

 
xplanation of Benefits and how it can help you keep track of y our drug coverage. 

A Part D  Explanation of Benefits s ummary is also available upon request. To get a  copy, please
co

 
ntact M ember S ervices (phone numbers ar e printed o n t he back c over of this booklet). 

SECTION 4 Your m onthly pr emium f or Ca reSource Dua l 
Advantage 

Section 4.1 How m uch i s y our pl an premium? 

You do not pay a  separate monthly plan premium for C areSource Dual A dvantage. 

In some s ituations, y our pl an premium c ould be more 

In some situations, your pl an premium could be m ore than the amount listed above in Section 
4.1. This s ituation is de scribed below. 

• Some members ar e required t o p ay a  Part D l ate enrollment p enalty because they did 
not j oin a  Medicare drug p lan w hen t hey f irst b ecame eligible or b ecause they h ad a  
continuous period of 63 days or more when they di dn’t have “creditable” pr escription 
drug co verage. ( “Creditable” means t he drug co verage is ex pected t o p ay, on average, at
l

 
east as m uch as M edicare’s s tandard p rescription d rug co verage.) F or these members, the

P
 

art D  late enrollment penalty is added to the plan’s monthly premium. Their premium
a

 
mount will be the monthly plan premium plus the amount of t heir Part D l ate e nrollment 

penalty. 
o If y ou receive “ Extra Help” from Medicare to pay f or y our prescription drugs, you 

will not pay a la te e nrollment penalty. 
o If y ou lose “Extra Help”, y ou ma y b e s ubject to th e la te e nrollment penalty if y ou

g
 

o 63 days or more in a r ow without Part D or other creditable prescription drug
c

 
overage.  

o If y ou are required to pay the P art D la te e nrollment penalty, th e c ost of th e la te
e

 
nrollment penalty depends on how long y ou went without Part D or other

cr
 

editable prescription drug coverage. 
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• Some members may be required to pay an extra charge, known as the Part D I ncome
R

 
elated Monthly Adjustment Amount, also known as I RMAA, because, 2 years ago, they

ha
 

d a modified adjusted gross income, above a  certain amount, on their I RS tax r eturn.
M

 
embers subject to an IRMAA will have to pay the standard premium amount and this

ex
 

tra charge, w hich w ill b e added t o t heir p remium. 

Some members are required t o p ay o ther M edicare p remiums 

Some members are r equired to pay other Medicare premiums. As explained in Section 2 above, 
in o rder to b e e ligible f or o ur p lan, y ou mu st maintain y our e ligibility f or M edicaid a s w ell as
ha

 
ve both Medicare Part A an d M edicare Part B . For most C areSource Dual A dvantage

m
 

embers, Medicaid pays for y our Part A premium (if y ou don’t qualify for i t automatically) a nd 
for y our Part B  premium. I f Medicaid is not paying y our Medicare premiums for y ou, you must
c

 
ontinue to pay y our Medicare premiums to r emain a me mber o f the plan. 

• If y our modified adjusted gross income as reported on your I RS tax return from 2 years
a

 
go is above a c ertain amount, you’ll pay the standard premium amount and an Income

R
 

elated Monthly Adjustment Amount, also known as I RMAA. IRMAA is a n extra
c

 
harge a dded to your premium. If y ou have to pay an extra amount, Social Security, not 

your Medicare plan, w ill send y ou a le tter te lling y ou w hat that extra a mount will be. I f
y

 
ou had a life-changing event that caused your income to go down, you can ask Social

S
 

ecurity to reconsider their decision. 

• If you are required to pay the extra amount and you do not pay it, you will be 
disenrolled f rom t he plan. 

• You can also visit medicare.gov on the Web o r ca ll 1 -800-MEDICARE (1 -800-633- 
4227), 24 hours a day, 7 days a  week. TTY users s hould call 1-877-486-2048. Or y ou 
may c all Social S ecurity at 1 -800-772-1213. TTY us ers should call 1-800-325-0778. 

Your copy of M edicare & Y ou 2021  gives information about these premiums in the s ection
cal

 
led “ 2021 Medicare Costs.” Everyone with M edicare receives a  copy o f M edicare & Y ou ea ch

y
 

ear in the fall. Those new to Medicare receive it w ithin a month after first signing up. You can 
also download a copy of M edicare &  You 2021 from the Medicare website (medicare.gov). O r,
y

 
ou can order a printed copy by phone a t 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 

7 days a  week. TTY users call 1-877-486-2048. 

http://www.medicare.gov/
http://www.medicare.gov/
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Section 4.2 I f y ou p ay a  Part D l ate enrollment p enalty, t here are several
w

 
ays y ou can pay y our pe nalty 

If y ou pay a Part D late enrollment penalty, there a re three ways y ou can pay the penalty. You 
can inform CareSource of y our payment option choice or change how y ou pay y our plan 
premium b y co ntacting M ember S ervices at t he number l isted o n t he back co ver. 

If y ou decide to change the way y ou pay y our Part D late enrollment pe nalty, it can take up to 
three months for y our new payment method to take effect. While we are processing y our request
fo

 
r a n ew payment method, you are responsible for making sure that y our Part D late enrollment

pe
 

nalty is paid on time. 

Option 1: Y ou can pa y b y c heck 

On a monthly basis CareSource will send a P art D la te e nrollment pe nalty invoice. You can pay
t

 
he monthly member P art D la te e nrollment p enalty b y ch eck. P art D la te e nrollment p enalties

a
 

re due by the first day of each month. The check should be made out to CareSource ( checks
s

 
hould NOT be made out to CMS or HHS) and should be mailed along with the P art D l ate 

enrollment p enalty invoice coupon to: 

CareSource
P

 
.O. Box 630568 

Cincinnati, OH 45263-0568 

Option 2: Y ou can pa y y our P art D l ate e nrollment pe nalty onl ine 

On a monthly basis y ou can pay y our P art D l ate e nrollment penalty online t hrough the My
C

 
areSource online member p ortal at  My.CareSource.com . You must create a login to the

C
 

areSource Dual A dvantage m ember p ortal t o ac cess t he Part D la te e nrollment penalty p ayment 
option. Payments through the CareSource Dual Advantage me mber portal c an be through 
electronic check, d ebit o r cr edit ca rd. C areSource accepts V isa, M asterCard o r D iscover C ard. 

Option 3: Y ou can ha ve t he P art D l ate e nrollment pe nalty t aken out of y our
m

 
onthly S ocial S ecurity or R etired Railroad Board check 

You can h ave the Part D la te e nrollment pe nalty taken out of y our monthly S ocial Security or
R

 
etired R ailroad B oard c heck. Contact Member Services for more information on how to pay

yo
 

ur p enalty t his way. We will be happy to help you set this up. (Phone numbers fo r Member 
Services are printed on the back cover of this booklet.) 

What t o do if y ou are ha ving trouble pa ying your P art D l ate e nrollment pe nalty 

Your P art D la te e nrollment penalty i s due in our of fice by the f irst day of the month. If we have
not

 
 received your p enalty p ayment b y the first day of  the month, we will send you a notice

t
 

elling y ou that y our P art D l ate enrollment p enalty i s o verdue. 

http://My.CareSource.com/
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If y ou are having trouble pa ying y our Part D la te e nrollment penalty o n t ime, p lease contact
M

 
ember Services to see if we can direct y ou to programs that will help with your p enalty. (Phone

num
 

bers for Member Services are printed on the back cover of this booklet.) 

Section 4.3 C an w e change your m onthly pl an premium dur ing the y ear? 

No. We are not allowed to begin charging a monthly plan premium during the y ear. If t he
m

 
onthly plan premium changes for next y ear, we w ill tell you in S eptember an d t he change will

t
 

ake effect o n J anuary 1 . 

SECTION 5 Please k eep your pl an membership r ecord up to date 

Section 5.1 How t o h elp m ake sure that w e have accurate information 
about y ou 

Your membership record has information from y our enrollment form, including y our a ddress and 
telephone number. It shows y our s pecific plan co verage including y our P rimary C are Provider
(P

 
CP). 

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have
c

 
orrect information about y ou. These network p roviders u se your membership reco rd t o

k
 

now w hat s ervices a nd d rugs a re covered a nd the c ost-sharing a mounts f or you. B ecause 
of this, it is very important that y ou help us keep your information up to date. 

Let us k now a bout t hese c hanges: 
• Changes to your name, your address, or y our phone number 

• Changes in any other health insurance coverage y ou have (such as from y our employer, 
your spouse’s employer, workers’ c ompensation, or Medicaid) 

• If y ou h ave a ny lia bility c laims, s uch a s c laims f rom an automobile accident 

• If y ou have been admitted to a nursing home 

• If y ou r eceive care in an o ut-of-area or o ut-of-network hospital or emergency r oom 

• If y our designated responsible party ( such as a  caregiver) ch anges 

• If y ou a re p articipating in a c linical research s tudy 

If an y o f t his i nformation ch anges, p lease let u s k now b y cal ling M ember S ervices ( phone
num

 
bers ar e printed o n t he back co ver of this booklet). 

It is also important to contact Social Security if y ou move or change y our m ailing address. You
c

 
an find phone numbers a nd contact information for Social Security in Chapter 2, Section 5. 
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Read over t he i nformation we s end you about a ny o ther i nsurance c overage y ou 
have 

Medicare requires t hat w e collect i nformation f rom y ou ab out an y o ther m edical o r d rug 
insurance c overage that y ou have. That’s because w e must coordinate a ny ot her coverage y ou 
have with your benefits under our plan. (For more i nformation about how our coverage works
w

 
hen you have other insurance, see Section 7 in this chapter.) 

Once each y ear, w e will s end y ou a  letter t hat l ists an y o ther m edical o r d rug i nsurance coverage 
that we know about. Please read over this information carefully. If it is correct, you don’t need to 
do anything. If the information is incorrect, or if y ou have other co verage that i s n ot l isted, p lease 
call M ember S ervices ( phone numbers a re printed on the back cover of this booklet). 

SECTION 6 We pr otect t he p rivacy of y our pe rsonal he alth 
information 

Section 6.1 We m ake s ure t hat y our he alth information is pr otected 

Federal an d s tate laws p rotect t he privacy o f y our m edical r ecords an d p ersonal h ealth
i

 
nformation. We protect y our personal health information as r equired b y t hese laws. 

For more information about how we protect y our pe rsonal health information, please g o to 
Chapter 8, Section 1.3 of this booklet. 

SECTION 7 Ho w ot her i nsurance w orks w ith our pl an 

Section 7.1 W hich plan pays f irst w hen you have ot her i nsurance? 

When you have other insurance ( like employer gr oup health coverage), there are rules set by
M

 
edicare that decide w hether our plan or y our other insurance pays f irst. The insurance that pays

f
 

irst is called the “primary pa yer” a nd pays up to the limits of its coverage. The one that pays
s

 
econd, cal led t he “secondary p ayer,” only p ays i f t here are costs l eft u ncovered b y t he primary

c
 

overage. The secondary pa yer may not pay a ll of t he uncovered costs. 

These rules a pply f or employer or union group health plan coverage: 

• If y ou h ave retiree coverage, M edicare pays f irst. 

• If y our g roup health plan coverage is based on your or a family member’s c urrent
e

 
mployment, who pays f irst depends on your age, the number of people employed by

yo
 

ur e mployer, and whether y ou have Medicare based on age, disability, or End-Stage 
Renal D isease (ESRD): 
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o If y ou’re under 65 and disabled and you or y our family member is still working, 
your gr oup health plan pays f irst if the employer ha s 100 or more e mployees or at
le

 
ast one e mployer in a mu ltiple e mployer p lan t hat ha s more than 100 employees. 

o If y ou’re over 65 and you or y our spouse is still working, your g roup health plan 
pays f irst if th e e mployer h as 2 0 o r mo re e mployees o r a t least one e mployer in a 
mu

 
ltiple e mployer p lan t hat ha s more than 20 employees. 

• If y ou have Medicare because of ESRD, your g roup health p lan w ill pay f irst for th e f irst 
30 m onths af ter y ou b ecome eligible for M edicare. 

These types o f co verage usually p ay f irst f or s ervices r elated t o ea ch t ype: 

• No-fault insurance (including automobile insurance) 

• Liability ( including a utomobile in surance) 

• Black l ung b enefits 

• Workers’ compensation 

Medicaid an d T RICARE n ever p ay f irst f or M edicare-covered s ervices. T hey o nly p ay af ter
M

 
edicare and/or employer g roup health plans have paid. 

If y ou have other insurance, tell y our doctor, hospital, and pharmacy. If y ou have questions about
w

 
ho pays first, or y ou need to update y our other insurance information, call Member Services

(
 

phone numbers ar e printed o n t he back c over of this booklet). You may need to give y our plan 
member I D number to your other insurers (once y ou have confirmed their identity) so your bills
ar

 
e paid co rrectly an d o n t ime. 



CHAPTER 2  
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and re sources 
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SECTION 1 Ca reSource Dua l A dvantage c ontacts
(

 
how t o contact u s, i ncluding ho w t o r each M ember

S
 

ervices a t t he p lan) 

How t o co ntact o ur p lan’s Member S ervices 

For a ssistance w ith c laims, b illing, or m ember c ard q uestions, p lease call o r w rite to C areSource 
Dual Advantage M ember S ervices. We will be happy to help you. 

Method Member Services –  Contact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday.
M

 

ember S ervices al so h as f ree language interpreter s ervices av ailable 
for non-English s peakers. 

TTY 711 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-844-417-6153 

WRITE CareSource Dual A dvantage Member S ervices
P

 
.O. Box 8738

D
 

ayton, OH 45401-8738 

WEBSITE CareSource.com/Medicare 

http://www.caresource.com/Medicare
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How t o contact us w hen you are a sking for a c overage de cision about y our
m

 
edical c are 

A coverage decision is a decision we make a bout y our benefits and coverage or about the
a

 
mount we will pay for y our medical services. For more information on asking for c overage

de
 

cisions about y our medical care, see Chapter 9 ( What to do if you have a problem or
c

 
omplaint (coverage decisions, appeals, complaints)). 

You may c all us if y ou have questions about our coverage decision process. 

Method Coverage Decisions f or Medical C are – Contact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

TTY 711 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-844-417-6157 

WRITE CareSource Dual A dvantage Coverage Decisions 
P.O. Box 1432 
Dayton, OH 45401-1432 

WEBSITE CareSource.com/Medicare 

http://www.caresource.com/Medicare
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How t o contact us w hen you are m aking an appeal a bout y our m edical c are 

An ap peal i s a  formal w ay o f as king u s t o r eview an d ch ange a coverage decision w e have 
made. F or more i nformation on making an appeal a bout y our medical care, see Chapter 9 
(What to do if you have a problem or complaint ( coverage decisions, appeals, complaints)). 

Method Appeals f or Medical C are – Contact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

TTY 711 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-844-417-6153 

WRITE CareSource Dual A dvantage Appeals 
P.O. Box 1947 
Dayton, OH 45401-1947 

WEBSITE CareSource.com/Medicare 

http://www.caresource.com/Medicare
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How t o contact us w hen you are m aking a c omplaint a bout y our m edical c are 

You can make a complaint about us or one of our ne twork providers, including a c omplaint
a

 
bout the quality of y our c are. This type of complaint does not involve coverage or payment

di
 

sputes. (If y our problem is about the plan’s coverage or payment, you should look at the
s

 
ection above about making an appeal.) For more information on making a c omplaint about

yo
 

ur m edical c are, s ee Chapter 9 ( What to do if you have a problem or complaint (coverage
de

 
cisions, appeals, complaints)). 

Method Complaints a bout Med ical C are – Contact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

TTY 711 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-844-417-6153 

WRITE CareSource Dual A dvantage Complaints 
P.O. Box 1947 
Dayton, OH 45401-1947 

MEDICARE
W

 
EBSITE 

You can submit a complaint about C areSource Dual A dvantage
di

 
rectly to Medicare. To submit an online complaint to Medicare g o to 

medicare.gov/MedicareComplaintForm/home.aspx. 

http://www.medicare.gov/MedicareComplaintForm/home.aspx
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How t o contact us w hen you are a sking for a c overage de cision about your P art D
pr

 
escription drugs 

A coverage decision is a decision we make a bout y our benefits and coverage or about the
a

 
mount we will pay for y our prescription drugs c overed under the Part D benefit included in 

your plan. For more information on asking for c overage decisions about y our Part D
pr

 
escription drugs, see Chapter 9 (What to do if you have a problem or complaint (coverage

de
 

cisions, appeals, complaints)). 

Method Coverage Decisions f or Part D P rescription D rugs –  
Contact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

TTY 711 
Calls t o t his n umber ar e free.
O 

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-877-251-5896 

WRITE Express S cripts 
ATTN: M edicare Review
P

 
.O. Box 66587 

St. Louis, MO 63166-6587 

WEBSITE CareSource.com/Medicare 

http://www.caresource.com/Medicare
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How t o contact us w hen you are m aking an appeal a bout y our P art D pr escription 
drugs 

An ap peal i s a  formal w ay o f as king u s t o r eview an d ch ange a coverage decision w e have 
made. For more information on making an appeal a bout y our Part D prescription drugs, see
C

 
hapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals, 

complaints)). 

Method Appeals f or Part D P rescription D rugs – C ontact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 
April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

TTY 711 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday;
A

 
pril 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-877-852-4070 

WRITE Express S cripts 
ATTN: M edicare Appeals
P

 
.O. Box 66588 

St. Louis, MO 63166-6588 

WEBSITE CareSource.com/ga/members/tools-resources/grievance- 
appeal/part-d-prescription-plan-rights/dsnp 

https://www.caresource.com/ga/members/tools-resources/grievance-appeal/part-d-prescription-plan-rights/dsnp
https://www.caresource.com/ga/members/tools-resources/grievance-appeal/part-d-prescription-plan-rights/dsnp
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How t o contact us w hen you are m aking a c omplaint a bout y our P art D 
pr

 
escription drugs 

You can make a complaint about us or one of our ne twork pharmacies, including a c omplaint
a

 
bout the quality of y our c are. This type of complaint does not involve coverage or payment

di
 

sputes. (If y our problem is about the plan’s coverage or payment, you should look at the
s

 
ection above about making an appeal.) For more information on making a c omplaint about

y
 

our Part D prescription drugs, see Chapter 9 (What to do if you have a problem or complaint
(c

 
overage decisions, appeals, complaints)). 

Method Complaints a bout P art D pr escription drugs – C ontact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday;
A

 
pril 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

TTY 711 
Calls t o t his n umber ar e free.
O

 

ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday;
A

 
pril 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-844-417-6153 

WRITE CareSource Dual Advantage Complaints 
P.O. Box 1947 
Dayton, OH 45401-1947 

MEDICARE
W

 
EBSITE 

You can submit a complaint about C areSource Dual A dvantage d irectly
t

 
o Medicare. To submit an online complaint to Medicare g o to 

medicare.gov/MedicareComplaintForm/home.aspx. 

Where t o send a r equest a sking us t o pay t he c ost f or m edical c are or a dr ug you 
have received 

For more information on situations in which you may need to ask us for reimbursement or to 
pay a  bill y ou have received from a provider, see C hapter 7 ( Asking us to pay a bill you have
r

 
eceived f or co vered m edical s ervices o r d rugs). 

Please note: I f y ou send us a payment request and we deny any part of y our request, you can 
appeal our decision. See C hapter 9 (What to do if you have a problem or complaint (coverage
de

 
cisions, appeals, complaints)) fo r more i nformation. 

http://www.medicare.gov/MedicareComplaintForm/home.aspx
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Method Payment R equest – C ontact Information 

WRITE Medical P ayment R equests 
CareSource Dual A dvantage
P

 
.O. Box 8730 

Dayton, OH  45401-8730

P

 

rescription P ayment R equests
E

 
xpress S cripts

A
 

TTN: M edicare Part D 
P

 
.O. Box 14718 

Lexington, KY 40512-4718 

WEBSITE CareSource.com/Medicare 

SECTION 2 M edicare 
(how t o get h elp and i nformation directly f rom t he F ederal
M

 
edicare pr ogram) 

Medicare is the Federal health insurance program for people 65 years of age or older, some
pe

 
ople under a ge 65 with disabilities, and people with End-Stage Renal D isease (permanent

ki
 

dney failure requiring di alysis or a kidney transplant). 

The Federal a gency i n ch arge of M edicare is t he Centers f or M edicare & M edicaid S ervices
(

 
sometimes cal led “C MS”). T his a gency co ntracts w ith M edicare Advantage organizations

i
 

ncluding us. 

Method Medicare – Contact Information 

CALL 1-800-MEDICARE, o r 1 -800-633-4227
C

 

alls t o t his n umber ar e free.
24 hour

 

s a day, 7 days a w eek. 

TTY 1-877-486-2048
T

 

his number requires special telephone equipment and is only for people who 
have difficulties with hearing or speaking. 
Calls t o t his n umber ar e free. 

http://www.caresource.com/Medicare
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Method Medicare – Contact Information 

WEBSITE medicare.gov
T

 

his is th e o fficial government website f or M edicare. I t g ives y ou up-to-date 
information about Medicare and current Medicare issues. It also has
i

 
nformation about hospitals, nursing homes, physicians, home health 

agencies, and dialysis facilities. It includes booklets y ou can print directly
fro

 
m y our computer. You can also find Medicare c ontacts in your state. 

The Medicare website also h as d etailed i nformation ab out y our M edicare 
eligibility a nd e nrollment o ptions with the following tools:
•

 

M edicare E ligibility T ool: P rovides M edicare e ligibility st atus 
information. 

• Med icare Plan F inder: P rovides personalized information about
a

 
vailable Medicare prescription drug plans, Medicare health plans, 

and Medigap (Medicare S upplement I nsurance) policies in your a rea. 
These tools provide an estimate of what y our out-of-pocket c osts
m

 
ight be in different Medicare plans. 

WEBSITE 
(continued) 

You can al so u se the website to t ell M edicare about an y co mplaints y ou h ave 
about CareSource Dual A dvantage:
•

 

T ell Med icare about y our complaint: Y ou can submit a complaint
a

 
bout CareSource Dual A dvantage d irectly t o M edicare. T o s ubmit a  

complaint to Medicare, go to 
medicare.gov/MedicareComplaintForm/home.aspx. M edicare takes
y

 
our c omplaints seriously a nd will use this information to help 

improve the quality of the Medicare program.
I

 

f y ou don’t have a computer, your local library or senior center may be a ble
t

 
o help you visit this website using its computer. Or, you can call Medicare 

and tell them what information you are looking f or. They will find the
i

 
nformation on the website, print it out, and send it to you. (You can call

M
 

edicare at 1- 800-MEDICARE (1 -800-633-4227), 24 hours a day, 7 days a 
w

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

http://www.medicare.gov/
http://www.medicare.gov/MedicareComplaintForm/home.aspx
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SECTION 3 S tate H ealth I nsurance A ssistance P rogram 
(free he lp, i nformation, a nd a nswers t o y our qu estions
a

 
bout M edicare) 

The State Health I nsurance Assistance Program ( SHIP) i s a  government p rogram w ith t rained
c

 
ounselors in every state. I n G eorgia, t he SHIP i s cal led G eorgiaCares. 

GeorgiaCares i s independent (not connected with any insurance company or health plan). It is a
s

 
tate program t hat g ets m oney f rom t he Federal g overnment t o g ive free local h ealth i nsurance 

counseling to people w ith M edicare. 

GeorgiaCares counselors can help you with your M edicare questions or problems. They c an help 
you understand your Medicare r ights, help you make complaints about y our medical care or
t

 
reatment, and help you straighten out problems with your Medicare bills. GeorgiaCares

c
 

ounselors can also help you understand your Medicare plan choices a nd answer questions about
s

 
witching plans. 

Method GeorgiaCares – Contact Information 

CALL 1-866-552-4464 

TTY 711 

WRITE 2 P eachtree Street N .W. 
29th Floor 
Atlanta, GA 30303 

WEBSITE mygeorgiacares.org 

SECTION 4 Q uality Improvement Organization 
(paid b y M edicare to check on t he qu ality of c are f or
p

 
eople with M edicare) 

There is a  designated Q uality I mprovement O rganization f or s erving M edicare beneficiaries i n
each

 
s tate. F or G eorgia, the Quality I mprovement O rganization is called Kepro. 

Kepro has a g roup of doctors and other health care professionals who are paid by the F ederal
g

 
overnment. This organization is paid by Medicare to check on and help improve the quality of

car
 

e for p eople with M edicare. K epro i s an independent organization. It i s not connected with 
our plan. 

https://mygeorgiacares.org/


30 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 2 . I mportant phone  numbers and resources 

You should contact K epro in a ny o f th ese s ituations: 

• You have a c omplaint about the quality of care y ou have received. 

• You think coverage for y our hospital stay is ending too soon. 

• You think coverage for y our home health care, skilled nursing facility c are, or
C

 
omprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon. 

Method Kepro (Georgia’s Quality Improvement Organization) – Contact 
Information 

CALL 1-888-317-0751 

TTY 1-855−843−4776 
This number requires special telephone equipment and is only for
pe

 
ople who have difficulties with hearing or speaking. 

WRITE 5201 W. Kennedy B oulevard 
Suite 900 
Tampa, FL 33609 

WEBSITE keproqio.com 

SECTION 5 S ocial Security 

Social Security is responsible for determining eligibility and handling e nrollment for Medicare. 
U.S. citizens and lawful permanent residents who are 65 or older, or who have a disability or
E

 
nd-Stage Renal D isease and meet certain conditions, are el igible for M edicare. I f y ou a re 

already g etting S ocial S ecurity ch ecks, en rollment i nto M edicare is au tomatic. I f y ou ar e not
g

 
etting S ocial S ecurity c hecks, y ou h ave to en roll i n M edicare. S ocial S ecurity h andles t he 

enrollment p rocess f or M edicare. T o ap ply f or M edicare, y ou can c all S ocial S ecurity o r v isit
y

 
our l ocal S ocial S ecurity o ffice. 

Social Security is also responsible for determining who has to pay an extra amount for their Part
D

 
 drug coverage because they have a higher income. If y ou got a le tter f rom Social Security

t
 

elling y ou that y ou have t o pay the e xtra amount and have questions about the amount or if y our
i

 
ncome went down because of a life-changing e vent, you can call Social Security to ask for

r
 

econsideration. 

If y ou move or c hange y our ma iling a ddress, it  is imp ortant that you c ontact Social Security to 
l

 
et them know. 

http://www.keproqio.com/
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Method Social S ecurity – C ontact Information 

CALL 1-800-772-1213
C

 

alls t o t his n umber ar e free.
A

 

vailable 7:00 am to 7:00 pm, Monday through Friday.
Y

 

ou can u se Social S ecurity’s au tomated t elephone services t o g et
r

 
ecorded information and conduct some business 24 hours a day. 

TTY 1-800-325-0778
T

 

his number requires special telephone equipment and is only for
pe

 
ople who have difficulties with hearing or speaking.

C
 

alls t o t his n umber ar e free.
A

 

vailable 7:00 am to 7:00 pm, Monday through Friday. 

WEBSITE ssa.gov 

SECTION 6 M edicaid 
(a j oint F ederal a nd s tate p rogram t hat he lps w ith medical
c

 
osts f or s ome p eople with limited i ncome an d r esources) 

Medicaid is a jo int Federal and s tate g overnment program that helps w ith me dical costs f or
c

 
ertain people with limited incomes and resources. 

If y ou have questions about the assistance y ou get from Medicaid, contact G eorgia Medicaid. 

Method Georgia Med icaid – C ontact Information 

CALL 1-866-211-0950
8 a

 

.m. – 5 p.m., Monday t hrough Friday 

TTY 711 

WRITE 2 P eachtree Street N .W. 
Atlanta, GA 30303 

WEBSITE medicaid.georgia.gov 

The State O mbudsman P rogram helps people e nrolled in Medicaid with service or billing
pr

 
oblems. They can help you file a g rievance or appeal with our plan. Contact the S tate

O
 

mbudsman Program or vi sit their website to locate the ombudsman in your region. 

http://www.ssa.gov/
http://www.medicaid.georgia.gov/
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Method State O mbudsman P rogram – Contact Information 

CALL 1-866-552-4464
8 a

 

.m. – 5 p.m., Monday t hrough Friday 

TTY 711 

WRITE 2 P eachtree Street N .W.
33

 
rd Floor

A
 

tlanta, GA 30303 

WEBSITE georgiaombudsman.org 

The State Long-Term C are O mbudsman P rogram he lps people g et information about nursing
hom

 
es and resolve problems between nursing homes and residents or their families. 

Method State L ong-Term C are Ombudsman P rogram –  Contact 
Information 

CALL 1-866-552-4464
8 a

 

.m. – 5 p.m., Monday t hrough Friday 

TTY 711 

WRITE 2 P eachtree Street N .W.
33

 
rd Floor

A
 

tlanta, GA 30303 

WEBSITE georgiaombudsman.org 

SECTION 7 I nformation about pr ograms t o help people pa y f or
t

 
heir prescription drugs 

Medicare’s “Extra Help” P rogram 

Because you ar e eligible for M edicaid, y ou q ualify f or an d a re getting “E xtra Help” from
M

 
edicare to pay for y our prescription drug plan costs. You do not need to do anything further to 

get this “ Extra H elp.” 

https://www.georgiaombudsman.org/
https://www.georgiaombudsman.org/
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If y ou have questions about “Extra Help,” call: 

• 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048 
(applications), 24 hours a day, 7 days a week; 

• The Social S ecurity O ffice at 1- 800-772-1213, between 7 am to 7 pm, Monday through 
Friday. TTY users should call 1-800-325-0778; or 

• Your S tate Medicaid O ffice (applications) ( See Section 6 o f t his ch apter f or co ntact
i

 
nformation). 

If y ou believe that y ou are paying an incorrect cost-sharing a mount when you get y our
pr

 
escription at a pharmacy, our plan has established a process that allows y ou to either request

a
 

ssistance in obtaining e vidence of y our proper copayment l evel, o r, i f y ou al ready h ave the 
evidence, to provide this evidence to us. 

• Please fax o r m ail y our b est av ailable evidence documentation to CareSource Dual
A

 
dvantage using the Member Services c ontact information located on the b ack co ver o f

t
 

his booklet. 

• When we receive the e vidence showing y our c opayment level, we will update our s ystem
s

 
o that y ou can pay the c orrect c opayment when you get y our next prescription at the

pha
 

rmacy. If y ou overpay y our c opayment, we will reimburse y ou. Either w e will
f

 
orward a check to you in the amount of y our overpayment or we will offset future

c
 

opayments. If the pharmacy hasn’t c ollected a c opayment from y ou and is carrying y our
c

 
opayment as a debt owed by y ou, we may make the payment directly to the pharmacy. If

a 
 

state paid o n y our b ehalf, w e may m ake payment d irectly t o t he state. P lease contact
M

 
ember Services if y ou have questions (phone numbers ar e printed o n t he back co ver o f

t
 

his booklet). 

What if you h ave coverage from a State P harmaceutical Assistance P rogram (SPAP)? 

If y ou ar e enrolled i n a  State Pharmaceutical A ssistance Program (S PAP), o r any o ther program
t

 
hat provides coverage f or Part D drugs (other than “Extra Help”), y ou s till get the 70 % discount

on c
 

overed brand name drugs. Also, the plan pays 5%  of the costs of brand drugs in the c overage
g

 
ap. The 70% discount and the 5% paid by the plan are both applied to the pr ice of the drug

b
 

efore any S PAP o r o ther co verage. 

What if you h ave coverage from an AIDS Drug Assistance P rogram (ADAP)?
W

 
hat i s t he AIDS D rug A ssistance Program ( ADAP)? 

The A IDS Dr ug As sistance P rogram ( ADAP) h elps ADAP -eligible in dividuals liv ing w ith
H

 
IV/AIDS h ave access t o l ife-saving H IV m edications. M edicare Part D p rescription d rugs t hat

a
 

re also covered by ADAP qualify for prescription cost-sharing a ssistance Ge orgia A IDS Dr ug
A

 
ssistance Program ( ADAP). Note: To be eligible for the ADAP operating i n your State, 

individuals mu st meet certain c riteria, in cluding p roof o f S tate r esidence a nd H IV s tatus, lo w
i

 
ncome as defined by the State, and uninsured/under-insured status. 
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If y ou are currently enrolled in an ADAP, it can continue to provide y ou with Medicare Part D
pr

 
escription cost-sharing a ssistance for dr ugs on the ADAP formulary. In order to be sure y ou 

continue receiving this assistance, please notify y our local ADAP enrollment worker of a ny
ch

 
anges i n y our Medicare Part D plan name or policy number. Please call Ge orgia A IDS Dr ug

A
 

ssistance Program ( ADAP) at 1 -404-656-9805 (TTY: 711). 

For information on eligibility c riteria, covered drugs, or how to enroll in the program, please call
Ge

 
orgia A IDS Dr ug As sistance Program ( ADAP) at 1- 404-656-9805 (TTY: 711) . 

What if you get “Extra Help” from Med icare to h elp p ay y our prescription d rug co sts?
C

 
an you get the discounts? 

Most of our members g et “Extra Help” from Medicare to pay for their prescription drug plan 
costs. If y ou get “Extra Help,” the Medicare Coverage Gap Discount Program does not apply to 
you. If y ou get “ Extra H elp,” y ou al ready h ave c overage f or y our prescription drug c osts during
t

 
he coverage gap. 

What if you d on’t get a discount, and you think y ou should have? 

If y ou think that y ou have reached the c overage ga p and did not get a discount when you paid for
y

 
our brand name drug, you should review y our next P art D  Explanation of B enefits (Part D 

E
 

OB) notice. If the discount doesn’t appear on your P art D  Explanation of Benefits, you should 
contact us to make sure that y our pr escription records are c orrect and up-to-date. If w e don’t
a

 
gree that y ou are owed a discount, you can appeal. You can get help filing an appeal from y our

S
 

tate Health Insurance Assistance Program (SHIP) (telephone numbers are i n Section 3 of this
C

 
hapter) o r b y cal ling 1 -800-MEDICARE (1-800-633-4227), 24 hours a  day, 7 days a week. 

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

State Pharmaceutical A ssistance Programs 

Many states h ave State Pharmaceutical A ssistance P rograms t hat h elp s ome p eople pay f or
pr

 
escription drugs based on financial need, age, medical condition, o r d isabilities. E ach s tate has

di
 

fferent r ules to provide dr ug c overage to its me mbers. 

In G eorgia, t he State Pharmaceutical A ssistance Program i s R x O utreach. 
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Method Rx O utreach ( Georgia’s S tate Pharmaceutical A ssistance 
Program) –  Contact Information 

CALL 1-888-796-1234 

TTY 711 

WRITE Rx O utreach
P

 
.O. Box 66536 

St Louis, MO 63166-6536 

WEBSITE rxoutreach.org 

SECTION 8 Ho w t o c ontact t he Ra ilroad Retirement Boa rd 

The Railroad Retirement B oard is a n independent F ederal agency that administers
c

 
omprehensive benefit programs for the nation’s railroad workers and their families. If y ou have

que
 

stions regarding y our be nefits from the Railroad Retirement Board, contact the agency. 

If y ou r eceive y our M edicare th rough th e R ailroad R etirement Board, it  is imp ortant that you le t 
them know if y ou move or  change y our ma iling a ddress. 

Method Railroad R etirement B oard – C ontact Information 

CALL 1-877-772-5772
C

 

alls t o t his n umber ar e free.
I

 

f y ou press “ 0,” y ou may s peak with an RRB representative from 9:00 
am to 3:30 pm, Monday, Tuesday, Thursday, and Friday, and from
9:

 
00 am to 12:00 pm on Wednesday.

I
 

f y ou press “ 1”, you may a ccess the automated RRB Help Line and
r

 
ecorded information 24 hours a day, including weekends and holidays. 

TTY 1-312-751-4701
T

 

his number requires special telephone equipment and is only for
pe

 
ople who have difficulties with hearing or speaking.

C
 

alls to th is n umber a re not f ree. 

WEBSITE rrb.gov/ 

http://www.rxoutreach.org/
https://rrb.gov/
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SECTION 9 Do  you have “ group insurance” or  other he alth 
insurance from an e mployer? 

If y ou (or y our spouse) ge t benefits from y our ( or y our spouse’s) employer or  retiree g roup as
pa

 
rt of this plan, you may c all the employer/union benefits administrator or  Member Services if

y
 

ou have any questions. You can ask about y our (or y our spouse’s) e mployer or retiree health 
benefits o r premiums. (Phone numbers for Member Services are printed on the back cover of this
bookl

 
et.) Y ou ma y a lso c all 1-800-MEDICARE (1-800-633-4227; TTY: 1-877-486-2048) with 

questions related to your M edicare coverage under this plan or enrollment periods t o m ake a 
change. 

If y ou have other prescription drug coverage through your ( or y our spouse’s) employer or
r

 
etiree group, p lease contact t hat group’s benefits administrator. The b enefits a dministrator

c
 

an help you determine how y our current prescription drug c overage will work with our plan. 



CHAPTER 3  
Using the pl an’s coverage for your 

medical a nd other covered services 
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SECTION 1 Thi ngs t o know a bout ge tting your m edical c are a nd 
other s ervices covered a s a m ember of our p lan 

This ch apter ex plains w hat y ou need to know about using the plan to get y our medical care a nd 
other s ervices c overed. It gives definitions of terms and explains the rules y ou will need to 
follow to get t he medical t reatments, s ervices, an d o ther m edical c are that a re covered b y t he 
plan. 

For t he details o n w hat m edical c are and o ther s ervices ar e covered b y o ur p lan, u se the 
benefits chart in the next chapter, Chapter 4 ( Benefits Chart, what is covered). 

Section 1.1 W hat ar e “network p roviders” an d “ covered ser vices”? 

Here a re some definitions that can help you understand how y ou get the care and services that
a

 
re covered for y ou as a m ember of our plan: 

• “Providers” are doctors a nd other health care professionals lic ensed b y th e s tate to 
p

 
rovide medical s ervices an d car e. T he term “p roviders” also i ncludes h ospitals an d other

h
 

ealth car e facilities. 

• “Network p roviders” ar e the doctors an d o ther h ealth car e professionals, m edical
g

 
roups, hospitals, and other h ealth c are facilities t hat h ave an a greement w ith u s t o accep t

our
 

 payment as payment in full. We have arranged for these providers to deliver covered 
services to members in our plan. The providers in our network bill us directly for c are
t

 
hey g ive y ou. When you see a network provider, you pay nothing f or co vered s ervices. 

• “Covered s ervices” i nclude all t he medical c are, h ealth car e services, s upplies, an d
eq

 
uipment t hat ar e covered b y o ur p lan. Y our co vered s ervices f or m edical car e are listed

i
 

n the benefits chart in Chapter 4. 

Section 1.2 B asic rules f or g etting y our m edical car e and other ser vices 
covered b y t he plan 

As a  Medicare and M edicaid health plan, CareSource Dual A dvantage m ust co ver al l s ervices
co

 
vered b y O riginal M edicare and may offer other services in addition to those covered under

O
 

riginal M edicare. 

CareSource Dual A dvantage w ill g enerally co ver y our m edical c are as l ong as : 

• The care you re ceive is i ncluded i n t he plan’s B enefits C hart ( this c hart is in C hapter
4 of

 
 this booklet). 

• The care you re ceive is co nsidered m edically n ecessary. “M edically n ecessary” means
t

 
hat the s ervices, supplies, or drugs are needed for t he prevention, diagnosis, or treatment

o
 

f y our m edical co ndition an d m eet a ccepted s tandards o f m edical p ractice. 
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• You have a network p rimary ca re provider (PCP) who is providing and overseeing 
your care. As a  member of  our plan, you must choose a network PCP (for m ore
i

 
nformation about this, see Section 2.1 in this chapter). 

o Referrals f rom y our P CP ar e not r equired f or em ergency c are or u rgently n eeded
s

 
ervices. There a re a lso some other kinds of care y ou can get without having

a
 

pproval in advance f rom y our PCP (for more information about this, see S ection 
2.2 of this chapter). 

• You m ust r eceive your care from a n etwork p rovider (for more information about
t

 
his, see Section 2 in this c hapter). In most cases, care y ou receive from a n out-of- 

network provider (a provider who is not part of our plan’s network) will not be covered. 
Here are three exceptions: 

o The plan co vers em ergency car e or u rgently n eeded s ervices t hat y ou get f rom an 
out-of-network provider. For more information about this, and to see what
em

 
ergency o r u rgently n eeded s ervices means, see Section 3 in this chapter. 

o If yo u n eed m edical c are that M edicare or M edicaid r equires our plan to cover and 
the providers in our network cannot provide this care, you can get this care f rom
a

 
n out-of-network provider. In this situation, we will cover these services at no  

cost to you. For information about getting approval to see an out-of-network 
doctor, s ee Section 2.4 in this chapter. 

o The plan covers k idney d ialysis s ervices t hat y ou g et at a  Medicare-certified
d

 
ialysis f acility w hen y ou ar e temporarily o utside t he plan’s s ervice area. 

SECTION 2 Us e pr oviders i n the pl an’s ne twork t o get y our
m

 
edical c are a nd other s ervices 

Section 2.1 Y ou must ch oose a Primary C are Provider ( PCP) t o p rovide 
and o versee your car e 

What i s a “ PCP” a nd what doe s t he P CP d o for y ou? 
Your primary care physician is y our health partner, providing or coordinating y our care. When 
you b ecome a  member o f C areSource Dual A dvantage, you should choose a pl an provider t o 
be y our PCP. 

Our P CPs a re M .D.s ( medical doc tors) or D .O.s ( osteopathic doc tors) w ho s pecialize i n one of 
t

 
he following areas: 

• Family an d g eneral p ractice 
• Internal medicine 
• Preventive me dicine 
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The PCP y ou choose will help you receive the right care a t the right time and the right place. 
Your PCP will also coordinate the rest of the c overed services y ou get as a member of 
CareSource Dual A dvantage. 

Because your P CP w ill pr ovide and coordinate y our medical care, you should have all y our past
m

 
edical records sent to your PCP’s office. Chapter 8 tells y ou how to protect y our medical

r
 

ecords a nd personal health information. 

If y ou n eed cer tain t ypes o f co vered s ervices o r s upplies, your PCP will need to get prior 
authorization (prior approval) from CareSource. 

How do  you choose y our P CP? 
At CareSource.com/Medicare our F ind a Doctor/Provider tool allows y ou to search for 
physicians an d h ealth c are facilities b y ci ty an d z ip co de where they ar e located s o y ou c an 
identify a  PCP i n y our ar ea. 

Before selecting a  PCP, ch eck o ur F ind a  Doctor/Provider t ool t o s ee if h e/she is acc epting n ew
p

 
atients ( or c urrent/established p atients). You can locate a provider from our network by visiting 

FindADoctor.CareSource.com . Scroll down to Georgia and filter the results under Medicare
b

 
y s electing D ual S pecial N eeds f rom the lis t. 

The Provider & P harmacy Directory lists p hysicians a nd h ealth c are f acilities b y c ity a nd z ip 
code where they a re located so you can identify a P CP in your area. 

If y ou h ave selected a  new P CP w hom y ou’ve never s een b efore, y ou should schedule an 
appointment for a physician exam and establish a w orking r elationship as soon as possible. 

If you n eed a copy of the P rovider & P harmacy Directory or help choosing a PCP in your 
area, ca ll M ember Services a t t he number listed o n t he back co ver. 

Changing your P CP 

You may c hange y our PCP for any r eason, at any time. Also, it’s possible t hat y our PCP might
l

 
eave our plan’s network of providers and you would have to find a new PCP. 

To ch ange your P CP, y ou can c all M ember S ervices at t he number listed on the back cover. 
Member Services will help you make sure the PCP y ou want to switch to is accepting new
p

 
atients. Y our P CP ch ange will b e effective the next d ay. 

http://www.caresource.com/Medicare
https://findadoctor.caresource.com/
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Section 2.2 W hat ki nds of m edical c are and o ther s ervices can you get
w

 
ithout ge tting approval i n advance f rom y our P CP? 

You can g et t he services listed below without getting approval in advance f rom y our PCP. 

• Routine women’s health care, which includes b reast ex ams, s creening m ammograms ( x- 
rays of the breast), Pap tests, and pelvic ex ams as long as y ou get them from a network 
provider 

• Flu shots, Hepatitis B va ccinations, and pneumonia vaccinations a s long a s y ou get them 
from a network provider 

• Emergency services from network providers or from out-of-network providers 

• Urgently n eeded services from network providers or  from out-of-network providers when 
network providers are temporarily unavailable or i naccessible, e.g., when you are
t

 
emporarily outside of t he plan’s s ervice area 

• Kidney d ialysis s ervices t hat y ou g et at a  Medicare-certified d ialysis f acility w hen y ou
ar

 
e temporarily o utside the plan’s s ervice area. ( If possible, please cal l M ember S ervices

b
 

efore you l eave the service area so w e can h elp a rrange for y ou t o h ave maintenance 
dialysis w hile y ou ar e away . Phone numbers for Member Services are printed on the back 
cover of this booklet.) 

Section 2.3 H ow t o g et car e f rom sp ecialists and o ther n etwork providers 

A s pecialist i s a  doctor w ho p rovides h ealth c are services f or a  specific disease or p art o f t he 
body. T here are many k inds o f s pecialists. H ere are a few ex amples: 

• Oncologists c are for p atients w ith can cer 

• Cardiologists car e for patients with heart conditions 

• Orthopedists c are f or p atients w ith c ertain b one, joint, or muscle conditions 

Your P CP w ill coordinate most of the covered services y ou g et from specialists. Your PCP will
pr

 
ovide most of y our care and will help you arrange or coordinate the rest of the covered 

services y ou get as a member of our plan. This includes: 

• Your x-rays 
• Laboratory te sts 
• Therapies 
• Care fro m d octors w ho a re s pecialists 
• Hospital admissions 
• Follow-up care 



44 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 3 . U sing the pl an’s cov erage for y our m edical a nd other cov ered 

services 

Coordinating y our services includes checking or consulting with other plan providers about
y

 
our c are and how it is goi ng. In some c ases, your PCP or other appropriate provider will need 

to get prior a uthorization (prior approval) from us. You should contact y our P CP to obtain a
pr

 
ior authorization. The C areSource U tilization Management Department is responsible for

m
 

aking prior a uthorization decisions. Prior authorization decisions are made using ge nerally
a

 
ccepted standards of medical practice. Please see C hapter 4 for information about which 

services require prior authorization. Since y our PCP will provide and coordinate y our medical
car

 
e, y ou should have all o f y our p ast m edical r ecords s ent t o y our P CP’s o ffice. 

CareSource Medicare Advantage (Part C ) p lans o ffer co verage for d ental c are, w hich i s n ot
co

 
vered b y O riginal M edicare (Part A an d P art B ). T he types o f d ental car e that m ay b e covered 

by a  CareSource Medicare Advantage plan c an i nclude teeth cl eanings, ex ams, x -rays and other
s

 
ervices. CareSource has pa rtnered with DentaQuest to administer dental benefits. You can find 

a network dental provider or dental specialist by visiting FindADoctor.CareSource.com scroll 
to right column and enter specialty – Dentistry. 

What i f a s pecialist o r a nother ne twork pr ovider l eaves our pl an? 

We may make changes to the hospitals, doctors, and specialists (providers) that are part of y our
pl

 
an during the y ear. There are a number of reasons why y our provider might leave y our plan, 

but if y our doctor or specialist does leave y our plan you have certain rights a nd protections that
ar

 
e summarized b elow: 

• Even though our network of providers may c hange during the y ear, Medicare requires
t

 
hat we furnish you with uninterrupted access to qualified doctors and specialists. 

• We w ill make a good faith effort to provide y ou with at least 30 days’ notice that y our
pr

 
ovider is leaving our plan so that y ou have time t o select a new provider. 

• We w ill assist you in s electing a n ew q ualified p rovider to c ontinue ma naging y our h ealth
car

 
e needs. 

• If y ou are undergoing medical treatment y ou have t he right to request, and we will work 
with y ou t o en sure, t hat t he medically n ecessary t reatment y ou ar e receiving i s n ot
i

 
nterrupted. 

• If y ou believe w e have not furnished you with a qualified provider to replace y our
pr

 
evious provider or that your c are is not being a ppropriately managed, you have the

r
 

ight to file an appeal of our  decision. 

• If y ou find out y our doctor or specialist is leaving your plan, please contact u s s o w e can
a

 
ssist y ou in finding a  new provider to manage y our car e. You can reach us at the number

on t
 

he back cover. 

https://findadoctor.caresource.com/
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Section 2.4 H ow t o get c are f rom out -of-network pr oviders 
It is important to know which providers are part of our network because, with limited 
exceptions, while y ou are a member of our plan you must use network providers to get y our
m

 
edical ca re and s ervices. T he only ex ceptions ar e emergencies, u rgently n eeded s ervices

w
 

hen the network is not available (generally, when you are out of the a rea), out-of-area dialysis
s

 
ervices, an d cas es i n w hich C areSource Dual A dvantage HM O D-SNP authorizes use of out- 

of-network providers. See Chapter 3 (Using the plan’s coverage f or y our m edical s ervices)
S

 
ection 3, for more specific information about emergency, out-of-network and out-of-area

co
 

verage. 

If y ou need medical care t hat Medicare requires our plan to cover a nd the providers in our
ne

 
twork cannot provide this care, you can g et t his car e from an o ut-of-network provider. In 

most cases, a prior a uthorization should be obtained from the plan prior to seeking c are. Your
pr

 
imary care provider or t he appropriate provider is responsible for obtaining the prior

a
 

uthorization. In this situation, you will pay the same as y ou would pay if y ou got the care f rom
a

 
 network provider. 

SECTION 3 H ow t o g et co vered s ervices w hen y ou h ave a n
e

 
mergency or ur gent ne ed for care or duri ng a

d
 

isaster 

Section 3.1 G etting car e i f y ou h ave a medical e mergency 

What i s a “ medical e mergency” a nd what s hould you do if y ou have one ? 

A “ medical e mergency” i s when you, or any other prudent layperson with an average
know

 
ledge of health and medicine, believe that y ou have medical symptoms that require

imme
 

diate me dical attention to p revent loss o f lif e, lo ss o f a limb , o r lo ss of function of a limb. 
The medical symptoms may be an illness, injury, severe pain, or a medical condition that is
qui

 
ckly g etting worse. 

If y ou h ave a medical em ergency: 

• Get he lp as qu ickly a s p ossible.  Call 911 for help or go to the nearest emergency room
or

 
 hospital. Call for an ambulance if y ou need it. You do not ne ed to get approval or a  

referral fi rst fro m y our PCP. 

• As s oon as po ssible, m ake s ure t hat o ur pl an has be en told about y our e mergency. 
We ne ed to follow up on your e mergency care. You or someone else should call to tell us
a

 
bout y our emergency ca re, usually within 48 hours. You can reach us at the number on 

the back of y our C areSource member I D car d. 
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What i s co vered i f y ou h ave a medical em ergency? 

You m ay g et co vered em ergency m edical c are w henever y ou n eed i t worldwide. Our plan covers
a

 
mbulance services in situations where ge tting to the emergency room in any ot her w ay could 

endanger y our health. For more information, see the Benefits Chart in Chapter 4 of this booklet. 

If y ou have a n emergency, we will talk with the doctors who are g iving y ou emergency care to 
help manage a nd follow up on  your c are. The doctors who are g iving y ou emergency c are will
d

 
ecide when y our co ndition is stable and the medical emergency is over. 

After t he emergency i s o ver y ou ar e entitled t o f ollow-up care to be sure y our condition 
continues to be stable. Your follow-up care will be covered by our plan. Follow-up care provided 
by out-of-network providers requires prior a uthorization and may not be a uthorized if a network 
provider is capable of taking over y our care a s soon as y our medical c ondition and the
ci

 
rcumstances al low. 

What i f i t w asn’t a m edical em ergency? 

Sometimes it  can b e h ard to k now if y ou have a medical emergency. For e xample, you might g o 
in f or em ergency c are – thinking that y our health is in serious danger – and the doctor may say
th

 
at it wasn’t a me dical emergency a fter a ll. I f it  turns o ut that it was n ot an e mergency, a s lo ng 

as y ou reasonably thought y our health was in serious danger, w e will co ver y our car e. 

However, after the doctor has said that it was not an em ergency, w e will c over ad ditional ca re 
only if y ou get the additional care in one of these t wo ways: 

• You go to a network provider to get the additional care. 

•  – or – The additional care y ou get is considered “urgently needed services” and you 
follow the rules for ge tting this urgent care ( for more information about this, see Section 
3.2 below). 
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Section 3.2 G etting care w hen you have a n urgent ne ed for ser vices 

What are “urgently n eeded services”? 

“Urgently n eeded s ervices” are non-emergency, unforeseen medical illness, injury, or c ondition 
that requires imme diate me dical care. Urgently n eeded s ervices m ay be furnished by network 
providers or by out-of-network providers when network providers a re temporarily u navailable or
i

 
naccessible. The unforeseen condition could, for e xample, be an unforeseen flare-up of a known 

condition that y ou have. 

What i f y ou are i n t he p lan’s service area when y ou h ave an u rgent n eed f or c are? 

You should always try to obtain urgently needed services from network providers. However, if
pr

 
oviders are temporarily unavailable or inaccessible and it is not reasonable to wait to obtain 

care f rom y our network provider when the network becomes available, we w ill cover urgently
n

 
eeded s ervices that y ou get from an out-of-network provider. 

You can visit an urgent c are center f or non-emergency situations to keep an injury or illness 
from getting worse when y our PCP’s office is closed or if y our PCP is not able to see y ou right 
away. If y ou think you need to go to an urgent c are center, you can: 

• Call y our PCP for advice. You can try to reach your PCP, or a back-up doctor on call
af

 
ter hour s. 

or 

• Call C areSource24® , our nur se advice line, 24 hours a day, 7 days a  week 
at 1 -833-687-7301 

or 

• Go t o a  participating u rgent car e center l isted i n y our P rovider & P harmacy Directory 
or on our website a t CareSource.com/Medicare. After y ou go, always call y our PCP
to

 
 schedule follow-up c are. 

What i f y ou are outside the pl an’s s ervice a rea w hen you have a n urgent ne ed for
car

 
e? 

When you are outside the service a rea and cannot g et c are from a network provider, our plan will
co

 
ver u rgently n eeded s ervices that y ou get from any provider. 

Our plan covers urgently ne eded services worldwide. 

http://www.caresource.com/Medicare
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Section 3.3 G etting care dur ing a di saster 

If the Governor of y our state, the U.S. Secretary of Health and Human Services, or the President
o

 
f t he United S tates d eclares a  state of d isaster o r em ergency i n y our g eographic area, y ou a re 

still entitled to c are f rom your p lan. 

Please v isit the f ollowing website: CareSource.com/Medicare for information on how to obtain 
needed car e during a  disaster. 

Generally, if y ou cannot us e a network provider d uring a  disaster, your plan will allow y ou to 
obtain care f rom out-of-network providers at in-network cost s haring. If y ou cannot use a
ne

 
twork pharmacy during a disaster, you may be a ble to fill y our prescription drugs a t an out-of- 

network p harmacy. P lease see Chapter 5 , S ection 2.5 for more information. 

SECTION 4 What i f y ou are b illed directly f or t he f ull c ost of y our 
covered s ervices? 

Section 4.1 You can ask us t o pay fo r co vered ser vices 

If y ou have paid more than your s hare for co vered s ervices, or if y ou have r eceived a bill for t he 
full cost of co vered m edical s ervices, g o t o C hapter 7 ( Asking us to pay our share of a bill you 
have received f or co vered m edical s ervices o r d rugs) fo r information about what to do. 

Section 4.2 W hat s hould you do if s ervices a re not c overed by our pl an? 

CareSource Dual A dvantage co vers al l m edical s ervices t hat ar e medically n ecessary, t hese 
services a re lis ted i n the pl an’s Benefits Chart (this chart is in Chapter 4 of t his booklet), and ar e 
obtained consistent with plan rules. You are responsible for paying the full c ost of services that
a

 
ren’t c overed by our plan, either because they a re not plan covered services, or they w ere

obt
 

ained out-of-network and w ere not authorized. 

If y ou have a ny questions about whether we will pay f or any m edical s ervice or c are that y ou ar e 
considering, you have the right to ask us w hether w e will cover it before y ou get it. You also 
have the right to ask for this in writing. If we say w e will not cover y our services, you have the
r

 
ight to appeal our decision not to cover y our care. 

Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals, 
complaints)) has more information about what to do if y ou want a coverage decision from us or
w

 
ant t o ap peal a  decision w e have already m ade. Y ou m ay al so cal l M ember S ervices t o g et

m
 

ore information (phone numbers are pr inted on the back cover of this booklet). 

http://www.caresource.com/Medicare
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For co vered s ervices t hat h ave a benefit l imitation, y ou pay the full cost of a ny services y ou get
a

 
fter y ou have used up your benefit for that type of  covered service . Services y ou p ay f or af ter

yo
 

u h ave reached y our b enefit l imit d o not count towards y our out of p ocket maximum. Y ou can 
call Member Services when you want to know how much of y our benefit limit y ou have a lready
us

 
ed. 

SECTION 5 How a re y our m edical se rvices co vered w hen y ou a re 
in a “clinical research study”? 

Section 5.1 What i s a  “clinical r esearch study”? 

A cl inical r esearch s tudy ( also cal led a  “clinical t rial”) is a w ay th at doctors a nd s cientists te st 
new t ypes o f m edical ca re, l ike how w ell a  new c ancer d rug w orks. T hey t est n ew m edical c are 
procedures or drugs by a sking for volunteers to help with the study. This kind of study is one of
t

 
he final s tages o f a  research p rocess t hat h elps d octors an d s cientists s ee if a  new ap proach

w
 

orks and if it is safe. 

Not al l cl inical r esearch s tudies ar e open t o m embers o f o ur p lan. M edicare f irst n eeds t o approve
t

 
he research s tudy. I f y ou p articipate in a  study t hat M edicare has not  approved, you will be

r
 

esponsible for paying all costs for your participation in the study. 

Once Medicare approves the study, someone w ho works on the study w ill contact y ou to explain 
more about the study and see if y ou meet the r equirements set by the scientists who are running
t

 
he study. You can participate in the study as long a s y ou meet the requirements for the study

and
 

y ou have a f ull understanding a nd acceptance of what is involved if y ou participate in the
s

 
tudy. 

If y ou p articipate in a  Medicare-approved study, Original Medicare pays most of the costs for the
c

 
overed services y ou receive as part of the study. When you are in a clinical research study, you 

may stay enrolled in our pl an and continue to get the rest of y our c are (the c are that is not related 
to the study) through our pl an. 

If y ou want to participate in a Medicare-approved clinical research study, you do not need to get
a

 
pproval from us or y our PCP. The providers t hat d eliver y our c are as p art o f t he clinical

r
 

esearch study do not need to be part of our plan’s ne twork of providers. 

Although you do not need to get our plan’s permission to be in a clinical research study, you do 
need t o t ell u s b efore you s tart p articipating i n a cl inical res earch s tudy. 

If y ou plan on participating in a c linical research study, contact Member Services (phone
num

 
bers ar e printed o n t he back c over of this booklet) to le t them know th at you w ill be

p
 

articipating in a c linical trial and to f ind o ut more s pecific d etails a bout what your p lan w ill pay. 
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Section 5.2 W hen y ou p articipate i n a  clinical r esearch st udy, w ho p ays for
w

 
hat? 

Once y ou join a Medicare-approved clinical research study, you are covered for routine items
a

 
nd services y ou receive a s part of the study, including: 

• Room and board for a  hospital stay that Medicare w ould pay f or ev en i f y ou w eren’t i n a  
study 

• An operation or other medical procedure if it is p art o f t he research s tudy 

• Treatment o f s ide effects an d complications of the ne w care 

Original M edicare pays m ost o f t he cost o f t he covered s ervices y ou r eceive as p art o f t he study.
A

 
fter M edicare has p aid i ts s hare of t he cost f or t hese services, o ur p lan w ill pay th e r est. L ike

f
 

or all covered services, you will pay nothing for t he covered services y ou get in the c linical
r

 
esearch s tudy. 

In order f or us to pay for our  share of the costs, you will need to submit a request for payment. 
With your r equest, you will need to send us a copy of y our Medicare Summary Notices or other
doc

 
umentation that shows what services y ou received as part of the study. Please see Chapter 7 

for more information about submitting requests for payment. 

When you are part of a clinical r esearch s tudy, n either Medicare nor our plan w ill p ay f or any
of

 
 the following: 

• Generally, M edicare will not p ay f or th e n ew ite m or s ervice th at the s tudy is te sting
unl

 
ess Medicare would cover the item or service e ven if y ou were not  in a study. 

• Items an d s ervices t he study g ives y ou or a ny participant for free 

• Items or services provided only to collect data, and not used in your direct he alth care. 
For example, Medicare w ould not pay f or monthly C T scans done as part of  the study if
yo

 
ur m edical c ondition would normally require only one CT scan. 

Do you want t o know m ore? 

You can get more information about joining a clinical research study by reading the publication 
“Medicare and C linical R esearch S tudies” on t he M edicare website (medicare.gov). You can also 
call 1 -800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a  week. TTY users should call
1-

 
877-486-2048. 

http://www.medicare.gov/
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SECTION 6 Rul es f or getting care co vered i n a “ religious non - 
medical h ealth ca re institution” 

Section 6.1 W hat i s a r eligious n on-medical h ealth c are institution? 

A religious non-medical health c are in stitution is a f acility th at provides c are f or a c ondition th at 
would ordinarily be treated in a hospital or skilled nursing facility. If g etting c are in a h ospital or
a

 
s killed n ursing f acility i s a gainst a me mber’s r eligious b eliefs, w e will instead provide

c
 

overage for c are in a religious non-medical health care institution. You may c hoose to pursue
m

 
edical ca re at an y t ime for an y r eason. This benefit is provided only for Part A inpatient

s
 

ervices ( non-medical h ealth car e services). M edicare will o nly p ay f or n on-medical h ealth car e 
services provided by religious non-medical health c are in stitutions. 

Section 6.2 R eceiving C are From a  Religious N on-Medical H ealth C are 
Institution 

To g et car e from a  religious n on-medical health c are in stitution, y ou mu st sign a le gal document 
that says y ou are c onscientiously opposed to getting medical treatment that is “non-excepted.” 

• “Non-excepted” medical car e or t reatment i s an y m edical ca re or t reatment t hat i s
v

 
oluntary and not required b y any f ederal, s tate, o r l ocal l aw. 

• “Excepted” medical t reatment i s m edical car e or t reatment t hat y ou g et t hat i s not 
vol

 
untary or i s required u nder f ederal, s tate, o r l ocal l aw. 

To be covered by our plan, the care y ou get from a  religious non-medical health c are in stitution
mu

 
st meet the f ollowing c onditions: 

• The facility p roviding t he care must b e certified b y M edicare. 

• Our p lan’s co verage of s ervices y ou r eceive is limite d to non- religious as pects o f car e. 

• If y ou get services from this institution that are provided to you in a facility, the
f

 
ollowing conditions apply: 
o You must have a medical condition that would allow y ou to receive covered 

services f or i npatient h ospital car e or s killed n ursing f acility car e. 
o – and –  You must get approval in advance from our plan before y ou are admitted 

to th e f acility o r y our s tay w ill not be c overed. 
Medicare Inpatient H ospital co verage limits ap ply as d escribed i n t he benefit ch art in Chapter 4. 
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SECTION 7 Rul es f or ownership of dura ble m edical e quipment 

Section 7.1 W ill you ow n the dur able m edical e quipment a fter m aking a
c

 
ertain number of pa yments unde r our pl an? 

Durable medical equipment (D ME) includes items such as oxygen equipment and supplies, 
wheelchairs, w alkers, p owered m attress s ystems, cr utches, d iabetic supplies, s peech g enerating
de

 
vices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider for use in the

hom
 

e. The member al ways o wns c ertain i tems, such as prosthetics. In this s ection, we discuss
ot

 
her types of DM E th at you m ust r ent. 

In Original Medicare, people who rent certain types of DME own the e quipment after paying
c

 
opayments for the item f or 13 months. As a member o f C areSource Dual A dvantage, however, 

you us ually will not acquire ownership of r ented DME items no matter how many c opayments
y

 
ou make for the item while a member of our plan. Under certain limited c ircumstances w e w ill 

transfer ownership o f the D ME ite m to y ou. C all Member S ervices (phone numbers ar e printed
on t

 
he back cover of this bookl et) to find out about the requirements y ou must meet and the

doc
 

umentation you need to provide. 

What ha ppens t o payments y ou made f or dur able m edical e quipment i f y ou 
switch to Original Medicare? 

If y ou did not acquire ownership of the DM E i tem while in our plan, you will have to make 13 
new consecutive payments after y ou switch to Original Medicare in order to own the ite m.
P

 
ayments y ou made w hile in our plan do not count toward these 13 consecutive payments. 

If y ou made fewer than 13 payments for the DM E i tem u nder O riginal M edicare before y ou 
joined our plan, your pr evious payments also do not count toward the 13 consecutive payments. 
You will have to make 13 new consecutive payments after y ou return to Original M edicare in
o

 
rder to own the item. There are no exceptions to this case when you return to Original

M
 

edicare. 
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SECTION 8 Rul es f or Oxygen Equipment, S upplies, a nd 
Maintenance 

Section 8.1 W hat ox ygen benefits a re y ou entitled to? 

If y ou qualify for Medicare oxygen equipment c overage, then for a s long a s y ou are enrolled, 
CareSource Dual A dvantage w ill cover: 

• Rental of oxygen equipment 

• Delivery of oxygen and oxygen contents 

• Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents 

• Maintenance a nd repairs of  oxygen equipment 

If y ou l eave CareSource D ual Advantage or no longer medically require oxygen equipment, then 
the oxygen equipment must be returned to the owner. 

Section 8.2 W hat i s y our co st sh aring? W ill i t ch ange after 36  months? 

Your cost sharing for Medicare oxygen equipment coverage is $0. 

Your co st s haring will not change after being e nrolled for 36 months in CareSource Dual
A

 
dvantage. 

If prior to enrolling in CareSource D ual Advantage y ou had made 36 months of rental payment
f

 
or oxygen equipment c overage, your cost sharing in CareSource Dual A dvantage i s $0. 

Section 8.3 W hat ha ppens i f y ou leave y our pl an and return to Original
M

 
edicare? 

If y ou return to Original Medicare, then you start a  new 36-month c ycle which r enews ev ery f ive 
years. F or example, if y ou had paid rentals for oxygen equipment for 36 months prior to joining
C

 
areSource Dual A dvantage, join CareSource Dual A dvantage f or 12 months, and then return to 

Original Medicare, y ou w ill pay f ull cost sharing f or oxygen equipment c overage. 

Similarly, if y ou made payments for 36 months while enrolled in CareSource Dual Advantage
a

 
nd then return to Original Medicare, you will pay f ull cost sharing f or oxygen equipment

co
 

verage. 
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COVID-19 Benefits 

In addition to the benefits outlined below, CareSource Dual Advantage o ffers t he fo llowing fo r 
COVID-19: 

• COVID-19 lab tests require no member c opays. 
• COVID-19 vaccinations w ill require no member c opays. 
• Additional services are available to members through the telehealth option. 

COVID-19 benefits are contingent upon the duration of the public health emergency, which may
or

 
 may not last for the duration of the full y ear. Please contact our Member Services number a t

1-
 

833-230-2020 (TTY: 711) for additional information. Members can also contact their doctor or
C

 
areSource24 if they have questions about prevention, symptoms, or treatment.   

SECTION 1 Unde rstanding c overed s ervices 

This ch apter f ocuses on  what s ervices ar e covered. I t includes a B enefits C hart that lists y our
co

 
vered s ervices as a  member o f C areSource D ual Advantage. Later in this chapter, you can find 

information about medical services that a re not c overed. It a lso explains li mits o n cer tain s ervices. 

Section 1.1 Y ou pay not hing for y our c overed services 

Because you g et as sistance from M edicaid, you p ay nothing f or y our co vered s ervices as l ong as 
y

 
ou follow the plans’ rules for g etting y our care. (See Chapter 3 for more information about the

pl
 

ans’ rules for ge tting y our care.) 
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Section 1.2 W hat i s t he m ost y ou w ill p ay for co vered m edical s ervices? 

Note: B ecause our m embers al so g et as sistance from M edicaid, v ery f ew m embers ev er r each
t

 
his out-of-pocket maximum. You are not responsible for paying any out-of-pocket costs toward 

the ma ximum out-of-pocket amount for covered P art A an d P art B s ervices. 

Because you ar e enrolled i n a  Medicare Advantage Plan, t here is a limit to how much you have
t

 
o pay out-of-pocket ea ch y ear f or m edical s ervices t hat ar e covered u nder M edicare Part A an d

P
 

art B ( see the Medical B enefits C hart in S ection 2 , b elow). T his limit  is c alled th e ma ximum 
out-of-pocket a mount for medical services. 

As a  member o f C areSource Dual A dvantage, the m ost y ou will have to pay out -of-pocket for
P

 
art A an d P art B s ervices in 2021 is $7,550. The amounts y ou pay f or copayments, and 

coinsurance for c overed services count toward this ma ximum out-of-pocket amount. (The
a

 
mounts y ou pay f or y our Part D prescription drugs do not count toward your ma ximum out-of- 

pocket amount. In addition, amounts y ou pay f or s ome services do not count toward your
ma

 
ximum out-of-pocket a mount as denoted in the M edical B enefits C hart.) I f y ou reach the

ma
 

ximum out-of-pocket a mount of  $7,550, you will not have to pay a ny out-of-pocket c osts for
t

 
he re st o f the y ear for covered P art A an d P art B  services. However, you must continue to pay

t
 

he Medicare Part B p remium ( unless y our Part B  premium is paid for y ou by Medicaid or
a

 
nother third party). 

SECTION 2 Use t he Be nefits Cha rt t o find out w hat i s c overed for 
you 

Section 2.1 Your m edical b enefits as a  member o f t he plan 

The B enefits C hart on th e f ollowing p ages lis ts th e s ervices C areSource Dual A dvantage co vers. 
The services listed in the Benefits Chart are covered only when the following coverage
r

 
equirements a re met: 

• Your M edicare covered s ervices m ust b e provided acco rding t o t he coverage guidelines
es

 
tablished b y M edicare. 

• Your services (including m edical care, services, supplies, and equipment) m ust b e 
medically n ecessary. “M edically n ecessary” m eans t hat t he services, supplies, or drugs
ar

 
e needed f or t he prevention, diagnosis, or treatment of y our medical condition and 

meet ac cepted s tandards o f m edical p ractice. 

• You receive y our c are from a network provider. In most cases, care y ou receive from an 
out-of-network provider w ill not be covered. Chapter 3 provides more information about
r

 
equirements for using network providers and the s ituations when we will cover services

f
 

rom an out-of-network provider. 

• You have a primary c are provider ( PCP) who is providing and overseeing y our care 
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• Some of t he services l isted i n t he Benefits C hart ar e covered onl y if y our doctor or other
ne

 
twork provider g ets approval in advance (sometimes called “prior a uthorization”) from

us
 

. Covered services that need approval in advance are m arked i n t he Benefits C hart b y 
an as terisk. 

Other important things to know about our coverage: 

• You ar e covered b y b oth M edicare and M edicaid. M edicare covers h ealth c are and
pr

 
escription drugs. Medicaid covers y our cost sharing f or M edicare services. Please see 

your M edicaid S tate Plan co verage document f or c overed M edicare services. M edicaid
a

 
lso covers services Medicare does not cover, like long-term care, over the c ounter drugs, 

and home and community-based s ervices. 

• Like all M edicare health p lans, w e cover ev erything t hat O riginal M edicare covers. (If
y

 
ou want to know more about the coverage and costs of Original Medicare, look in your

M
 

edicare &  You 2021 Handbook. View it online a t medicare.gov or ask fo r a c opy by 
calling 1 -800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a  week. TTY users
s

 
hould call 1-877-486-2048.) 

• For al l p reventive services t hat ar e covered at n o c ost u nder O riginal M edicare, w e also
c

 
over the service a t no cost to you. 

• Sometimes, M edicare adds co verage under O riginal M edicare for n ew s ervices d uring t he 
year. I f M edicare adds co verage for an y s ervices d uring 2021,  either Medicare or our plan 
will co ver t hose services. 

• If y ou are within our plan’s 3-month period of deemed continued eligibility, w e w ill 
continue to provide all Medicare Advantage plan-covered Medicare benefits. However, 
during this period, we will not continue to cover M edicaid benefits that are included 
under the applicable Medicaid State Plan, nor will we pay the Medicare premiums or cost
s

 
haring f or which the state would otherwise be liable had you not lost y our M edicaid 

eligibility. M edicare c ost-sharing amounts for Medicare basic and supplemental benefits
do not

 
 change during this period. 

You do not pay a nything f or t he services l isted i n t he Benefits C hart, as l ong as y ou m eet t he 
coverage requirements d escribed ab ove. 

You w ill s ee this ap ple next t o t he preventive services i n t he benefits ch art. 

http://www.medicare.gov/
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Benefits Chart 

Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Abdominal a ortic aneurysm s creening
A

 

 one-time screening ultrasound for people at risk. The plan 
only covers this screening if y ou have certain risk factors and if
y

 
ou get a  referral for it from y our physician, physician 

assistant, n urse p ractitioner, o r c linical nurse s pecialist. 

There is no coinsurance, 
copayment, or deductible
fo

 
r members e ligible f or th is

p
 

reventive screening. 

Acupuncture f or c hronic l ow ba ck pain 
Covered services include:
U

 

p to 12 visits in 90 days are covered for Medicare
be

 
neficiaries under the following ci rcumstances:

F
 

or the purpose of this benefit, chronic low back pain is
d

 
efined as :
•

 

L asting 12 weeks or longer;
•

 
n onspecific, in th at it has n o id entifiable s ystemic c ause
(

 
i.e., n ot associated w ith me tastatic, in flammatory,

i
 

nfectious, et c. d isease);
•

 
not as sociated w ith s urgery; an d

•
 

not  associated with pregnancy.
A

 

n additional eight sessions will be covered for those patients
de

 
monstrating a n improvement. No more than 20 acupuncture

tr
 

eatments ma y b e a dministered a nnually.
T

 

reatment must be d iscontinued if th e p atient is n ot improving
o

 
r is re gressing. 

$0 copay f or ea ch
M

 
edicare-covered v isit. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Ambulance services*  
• C overed am bulance services i nclude fixed w ing, r otary

w
 

ing, and ground ambulance services, to the nearest
ap

 
propriate facility t hat c an p rovide care only i f t hey ar e 

furnished to a member whose medical condition is such 
that other means of transportation could endanger the
pe

 
rson’s health or if authorized by the plan.

•
 

No n-emergency t ransportation b y am bulance is ap propriate 
if it  is d ocumented th at the me mber’s c ondition is s uch th at 
other means of transportation could endanger the person’s
he

 
alth and that transportation by ambulance is medically

r
 

equired.
*

 
Prior authorization i s req uired f or non-emergency

m
 

edical transportation an d fixed wing transportation 

$0 copay f or ea ch
M

 
edicare-covered ground 

transportation service.
$0 c

 

opay f or ea ch
M

 
edicare-covered ai r

t
 

ransportation service.
C

 

ost sharing applies to each 
one-way tr ip. 

Annual wellness v isit
I

 

f y ou’ve had Part B  for longer than 12 months, you can get an 
annual wellness visit to develop or update a  personalized 
prevention plan based on y our c urrent health and risk factors. 
This is covered once every 12 m onths.
N

 

ote : Your f irst annual wellness v isit can’t take p lace w ithin
12 m

 
onths of y our “ Welcome to Medicare” preventive visit. 

However, you don’t need to have had a “ Welcome to 
Medicare” visit t o b e covered f or an nual w ellness v isits af ter
y

 
ou’ve had Part B  for 12 months. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he annual w ellness

v
 

isit. 

Bone mass m easurement
F

 

or qualified individuals ( generally, this means people at risk 
of losing bone mass or at risk of osteoporosis), the following
s

 
ervices are c overed every 24 m onths or more fre quently i f 

medically n ecessary: pr ocedures to identify bone m ass, detect
bone

 
 loss, or determine bone quality, including a physician’s

i
 

nterpretation of the r esults. 

There is no coinsurance, 
copayment, or deductible
fo

 
r Medicare-covered bone

m
 

ass m easurement. 



61 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 4 . B enefits C hart ( what i s covered) 

Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Breast ca ncer screening ( mammograms)
C

 

overed services include:
•

 

O ne baseline mammogram b etween t he ages o f 3 5 an d 3 9
•

 
O ne screening mammogram every 12 months for w omen 
age 40 and older

•
 

C linical b reast ex ams o nce every 2 4 m onths 

There is no coinsurance,
c

 
opayment, or deductible

f
 

or covered screening
ma

 
mmograms. 

Cardiac rehabilitation s ervices 
Comprehensive programs o f car diac rehabilitation s ervices t hat
i

 
nclude exercise, ed ucation, an d co unseling ar e covered f or

m
 

embers who meet c ertain conditions with a doctor’s order. 
The plan also covers intensive cardiac rehabilitation programs
t

 
hat ar e typically m ore rigorous o r m ore intense than car diac 

rehabilitation p rograms. 

$0 copay f or ea ch
M

 
edicare-covered car diac 

rehab s ervice.
$0 c

 

opay f or ea ch
M

 
edicare-covered i ntensive 

cardiac rehab s ervice. 

Cardiovascular disease risk red uction v isit ( therapy f or 
cardiovascular disease)
W

 

e cover one visit per ca lendar y ear w ith y our p rimary ca re 
doctor to help lower y our risk for cardiovascular disease. 
During this visit, your doctor may discuss aspirin use (i f 
appropriate), check your bl ood pressure, and give y ou tips to 
make sure you’re eating h ealthy. 

There is no coinsurance, 
copayment, or deductible
f

 
or the intensive behavioral

t
 

herapy c ardiovascular
d

 
isease preventive benefit. 

Cardiovascular disease testing
B

 

lood tests for the detection of cardiovascular disease (or
ab

 
normalities as sociated w ith an el evated r isk o f

car
 

diovascular d isease) o nce every 5 y ears ( 60 m onths) 

There is no coinsurance, 
copayment, or deductible
fo

 
r cardiovascular d isease 

testing t hat i s co vered o nce 
every 5 y ears. 

Cervical a nd v aginal ca ncer screening
C

 

overed services include:
•

 

F or al l w omen: P ap t ests an d p elvic exams ar e covered
onc

 
e every 24 months

•
 

I f y ou are at high risk of c ervical or vaginal cancer or y ou 
are of c hildbearing a ge and have had an abnormal Pap test
w

 
ithin the past 3 years: one Pap test every 12 months 

There is no coinsurance, 
copayment, or deductible
fo

 
r Medicare-covered 

preventive Pap and pelvic
ex

 
ams. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Chiropractic services*  
Covered services include:
•

 

W e cover only manual manipulation of the spine to correct
s

 
ubluxation

*
 

Prior Authorization i s req uired f or greater than 1 5 p lan 
covered ch iropractic visits p er calendar year. 

$0 copay f or ea ch
M

 
edicare-covered

c
 

hiropractic v isit. 

Colorectal ca ncer screening
F

 

or people 50 and older, the following are c overed:
•

 

F lexible sigmoidoscopy ( or s creening b arium en ema as an 
a

 
lternative) e very 48 months

O
 

ne of the following every 12 months:
•

 

G uaiac-based f ecal o ccult b lood t est ( gFOBT)
•

 
F ecal immunochemical test (FIT)

D

 

NA b ased co lorectal s creening ev ery 3 y ears
F

 

or p eople at h igh r isk o f co lorectal can cer, w e cover:
•

 
S creening co lonoscopy ( or s creening b arium en ema as an 
a

 
lternative) e very 24 months

F
 

or people not at high risk of colorectal can cer, w e cover:
•

 
S creening colonoscopy e very 10 years (120 months), but
not

 
 within 48 months of a  screening sigmoidoscopy 

There is no coinsurance, 
copayment, or deductible
f

 
or a  Medicare-covered

co
 

lorectal can cer s creening
ex

 
am.

$0 c
 

opay f or ea ch
Me

 
dicare-covered b arium

en
 

ema. 

Dental s ervices ( preventive/diagnostic and co mprehensive 
dental pl an)
P

 

lease v isit CareSource.com/ga/plans/medicare/benefits- 
services/dental-vision-hearing f or mo re d etailed in formation
on de

 
ntal service codes.

S
 

ervices must be provided by a D entaQuest provider. Visit
F

 
indADoctor.CareSource.com , scroll to the right column and 

enter s pecialty –  Dentistry. 

http://www.caresource.com/ga/plans/medicare/benefits-services/dental-vision-hearing
http://www.caresource.com/ga/plans/medicare/benefits-services/dental-vision-hearing
https://findadoctor.caresource.com/
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Diagnostic and P reventive Services
I

 

n general, preventive and diagnostic dental services (such as
c

 

leaning, routine dental exams, and dental x-rays) are n ot
co

 

vered b y O riginal M edicare. O n al l o ur C areSource 
Advantage plans, we cover the following and prior 
authorization is not required: 

Diagnostic Dental
O

 

ral Evaluations E xams
•

 

O ne type of oral evaluation per 6 months
•

 

C omprehensive Oral Evaluation and Comprehensive
P

 

eriodontal Evaluation limited to one per provider -or- 

practice location p er t hree (3) c alendar y ear(s) 

Diagnostic Dental
R

 

adiographs (X-Rays)
•

 

H orizontal o r V ertical B itewings o nce per cal endar y ear
•

 

I ndividual X-ray ( Image of t he Root) as d entally n ecessary
(

 

initial film and one additional) once per calendar y ear
•

 

I ntraoral X -Ray I mage of the Entire Mouth (full mouth 
series o r p anoramic image) o nce every 3 cal endar y ears 

Preventive Dental
C

 

leanings (Prophylaxis a nd Periodontal M aintenance)
•

 

O ne routine dental c leaning per 6 months(s)
•

 

D 4910 Covered for HMO Standard plan ONLY – F our
p

 

eriodontal m aintenance cleanings ( special cl eanings
a

 

round g um after a ctive g um treatment)
•

 

P eriodontal cleanings and routine c leanings ( prophylaxis)
i

 

n combination are only covered up to four total cleanings 
per y ear. 

Preventive Dental
F

 

luoride Treatment
•

 

O ne Fluoride Application per 6 month(s) 

No Member Cost Share

N

 

o Member Cost Share

N

 

o Member Cost Share

N

 

o Member Cost Share 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Comprehensive Dental B enefits i nclude (Basic and Major
S

 

ervices)
C

 

omprehensive Dental B enefits are additional benefits not
co

 

vered u nder O riginal M edicare. T he CareSource Dual
Ad

 

vantage ( HMO D-SNP) p lan i s a  special M edicaid - 

Medicare Advantage (MA) p lan t hat o ffers t hese 
comprehensive benefits that original Medicare does not cover, 
subject to the following calendar year ma ximum for a ll 
Comprehensive benefits:
$2,000 m

 

aximum plan coverage amount for comprehensive
d

 

ental b enefits ev ery y ear
T

 

here is no applicable coinsurance a nd there is no deductible. 
These dental s ervices n ot co vered b y t raditional M edicare do
not

 

 apply to Maximum Out of Pocket.
•

 

A  prior authorization is not required.
•

 

B enefits include deep cleanings, fillings, root canals, 
dentures, partials, extractions and more.

L

 

abs and O ther Tests
•

 

 As m edically n ecessary 

Minor Restorations (e.g. Filings)
•

 

A malgam (metal) F illings - or- Resin (tooth colored fillings)
onc

 

e per tooth per calendar y ear
•

 

P rotective (temporary) Restorations once per tooth per 
lifetime 

Major Restorations (e.g. Crowns, Inlays)
•

 

O ne type of crown or inlay per tooth per f ive (5) c alendar 
years 

Endodontics
•

 

R oot C anal T reatment ( RCT) f or a  tooth o nce per l ifetime 
per tooth 

No Member Cost Share

No

 

M ember C ost S hare

N

 

o Member Cost Share

N

 

o Member Cost Share 



65 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 4 . B enefits C hart ( what i s covered) 

Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Periodontics
S

 

urgical
•

 

O ne type of periodontal surgical procedure per a rea of
m

 

outh (quadrant) per 3 calendar y ear(s)
•

 

O ne Gingivectomy (Gum Surgery) one to three teeth or
fo

 

ur or more
•

 

O ne Gingival flap (Gum Surgery) procedure – one to three 
teeth or four or mo re te eth

•
 

O ne Osseous “Bone” Surgery – one to three t eeth o r four or 
more teeth

•
 

O ne type of t issue graft ( pedicle or f ree soft t issue) p er 
tooth not to exceed two teeth p er cal endar y ear 

Periodontics
No

 

n-Surgical ( e.g. D eep C leaning)
•

 

D eep Cleaning for four or more teeth in a mouth quadrant
-

 

or- one to three teeth in a mouth quadrant every 2 calendar
y

 

ears
•

 

R emoval of extensive plaque and tarter to enable a
c

 

omplete evaluation and diagnosis once per three c alendar 
years 

Prosthodontics (e.g. Dentures and Partials)
•

 

O ne Denture per 5 cal endar y ears
•

 

 One Partial p er 5 cal endar y ears 

Prosthodontics Fixed (e.g. Fixed Bridge)
•

 

 One type of F ixed B ridge p er 5 cal endar y ears p er t ooth 

Oral S urgery
S

 

imple Extractions
•

 

 As m edically n ecessary 

No Member Cost Share

N

 

o M ember Cost Share

N

 

o Member Cost Share

N

 

o M ember C ost Share

N

 

o Member Cost Share 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Oral S urgery
S

 

urgical E xtractions a nd O ther Surgical P rocedures 
• One (bone r econtouring) A lveoloplasty per section of

m
 

outh (quadrant) per lifetime 
• One (ridge procedure) V estibuloplasty p er ar ch p er l ifetime 

Emergency ( Palliative Care) 
• As m edically n ecessary 

Anesthesia 
• Up to 1 ½ hours o f an esthesia/sedation t ime (deep,

m
 

oderate, g eneral) p arenteral s edation ( e.g. v ia IV) 
• One unit of nitrous oxide (commonly known as laughing

g
 

as) p er d ate of s ervice -or- one unit of non- IV sedation 
per d ate of s ervice (t hese two services not payable with 
general an esthesia or I V s edation) 

Other Adjunctive Procedures ( e.g. O cclusal [ Bite]
A

 

djustments, D esensitizing Med icaments f or Tooth) 
• Occlusal G uard o nce per f ive calendar y ears 
• Therapeutic drug i njection o nce per s urgical p rocedure as

m
 

edically n ecessary 
• One f acility/ASC o r h ospital call per d ate o f s ervice 

Dental procedures a nd services not listed are EXCLUDED (not 
covered) d ental s ervices u nder t he dental b enefit. 

If a Mem ber is co vered u nder Original Med icare Covered
S

 

ervices. I n g eneral, t raditional M edicare (Part A an d B ) d oes
not

 

 cover most dental care, dental procedures, or supplies, like
de

 

ntal cleanings, fillings, tooth extractions, dentures, dental 
plates, or other dental devices. Under certain ci rcumstances: 

No Member Cost Share 

No Member Cost Share

N

 

o Member Cost Share 

No Member Cost Share 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Original Med icare will p ay f or example when 
• you r eceive an o ral ex amination i n t he hospital b ecause you

w
 

ill be having a ki dney t ransplant  or in a rural or
f

 

ederally q ualified h ealth cl inic before a heart valve
rep

 

lacement; 
• you h ave a disease t hat involves the jaw ( like oral can cer)

an
 

d n eed d ental s ervices t hat ar e necessary p rior t o
ra

 

diation t reatment; 
• you had a f acial tumor  removed and had ridge

r
 

econstruction (reconstruction of part of the jaw) as part of
t

 

hat procedure; 
• you need surgery to treat f ractures o f t he jaw o r face due 

to trauma; 
• you need dental splints and wiring a s a result of j aw 

surgery. 

While M edicare ma y p ay f or th ese in itial dental services, 
Medicare will not pay for any more follow-up d ental ca re 
after the underlying health condition has been treated. For
ex

 

ample, i f M edicare paid f or a  tooth t o b e removed ( extracted)
a

 

s part of surgery to repair a facial injury y ou got in a car
a

 

ccident, it will not pay f or any other dental care y ou may need 
later b ecause y ou had the tooth removed. 

Medicare w ill pay f or s ome dental-related hospitalizations, 
for ex ample, i f 
• you develop an infection after having a tooth pulled; 
• you require observation during a de ntal procedure because

y
 

ou h ave a health-threatening c ondition. 
• Note: M edicare w ill cover th e c osts o f h ospitalization

(
 

including room a nd board, anesthesia, and x-rays). I t will 
not co ver the dentist f ee fo r treatment o r fees fo r other 
physicians, such as radiologists or anesthesiologists. 
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While Medicare may p ay f or i n-patient hospital care in th ese
ci

 
rcumstances, Med icare w ill n ever cover any dental ca re

s
 

pecifically ex cluded f rom Or iginal Med icare (i.e., 
dentures), even if y ou are in the hospital. 

All Original Med icare c omprehensive services require prior 
authorization (PA) and are subject to a $50 copay. 

Depression s creening
W

 

e cover one screening f or depression per calendar y ear. The
s

 
creening m ust b e done in a  primary c are setting t hat can 

pr
 

ovide follow-up treatment and/or re ferrals. 

There is no coinsurance, 
copayment, or deductible
f

 
or an annual depression 

screening v isit. 

Diabetes s creening
W

 

e cover t his s creening ( includes f asting g lucose tests) i f y ou
ha

 
ve any of the following risk factors: high blood pressure

(
 

hypertension), history of abnormal cholesterol and triglyceride
l

 
evels (dyslipidemia), obesity, or a  history of high blood sugar

(
 

glucose). Tests may a lso be covered if y ou meet other
r

 
equirements, like being ove rweight and having a f amily

hi
 

story of diabetes.
B

 

ased on the results of these tests, you may be eligible for up 
to two diabetes screenings every 12 months. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he Medicare covered

d
 

iabetes s creening t ests. 
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Diabetes s elf-management training, diabetic services
a

 
nd supplies

F
 

or all people w ho have di abetes (insulin and non-insulin 
users). Covered services i nclude:
•

 

S upplies to monitor y our bl ood glucose: B lood glucose
m

 
onitor, blood glucose test strips, lancet devices and 

lancets, and glucose-control solutions for checking the
a

 
ccuracy o f te st strips a nd mo nitors.

•
 

F or people with diabetes w ho have severe diabetic foot
d

 
isease: O ne pair p er cal endar y ear o f t herapeutic custom- 

molded shoes (including i nserts provided with such shoes)
a

 
nd two additional pairs of  inserts, or one pair of de pth 

shoes and three pairs of inserts (not including the non-  
customized removable inserts provided with such shoes). 
Coverage includes fitting. 

• D iabetes s elf-management training is covered under certain 
conditions. 

• M edical Nutrition T herapy 

$0 copay fo r Medicare- 
covered di abetic monitoring
s

 
upplies. 

$0 copay for Medicare- 
covered d iabetic therapeutic 
shoes or inserts.
$0 f

 

or Medicare-covered 
diabetes s elf-management
tr

 
aining s ervices

$0 c
 

opay f or M edical
N

 
utrition Therapy 

Durable m edical e quipment ( DME) a nd related supplies*  
(For a  definition of “durable medical equipment,” s ee Chapter
12 of

 
 this booklet.)

C
 

overed ite ms in clude, b ut are n ot limited to : wheelchairs,
c

 
rutches, powered mattress systems, diabetic supplies, hospital 

beds ordered by a provider for use in the home, IV infusion 
pumps, speech generating devices, oxygen equipment, 
nebulizers, and walkers.
W

 

e cover al l m edically n ecessary D ME co vered b y O riginal
M

 
edicare. If our supplier in your area does not carry a 

pa
 

rticular brand or manufacturer, you may ask them if they can 
special order it for y ou. The most recent list of suppliers is
av

 
ailable on o ur w ebsite at C areSource.com/Medicare.

*
 

Prior authorization i s req uired f or all p owered a nd
cu

 
stomized w heelchairs. P rior authorization i s a lso

req
 

uired f or other DME ca tegories i f b illed ch arges a re 
greater than $ 500. P lease contact Me mber Services f or 
assistance i n d etermining w hat s ervices n eed a uthorization. 

$0 copay fo r Medicare- 
covered d urable medical
e

 
quipment. 

http://www.caresource.com/Medicare
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Emergency ca re 
Emergency car e refers t o s ervices t hat a re:
•

 

F urnished by a provider qua lified to furnish emergency
s

 
ervices, an d

•
 

N eeded t o ev aluate or s tabilize an em ergency m edical
c

 
ondition. 

A m edical em ergency i s w hen you, or any other prudent
l

 
ayperson with an average knowledge of health and medicine, 

believe th at you h ave me dical symptoms th at require
imme

 
diate me dical attention to p revent loss o f l ife, loss of a

l
 

imb, or loss of function of a limb. The medical symptoms may
be

 
 an illness, injury, severe pain, or a  medical condition that is

qui
 

ckly g etting worse.
C

 

ost sharing for necessary e mergency services furnished out- 
of-network i s t he same as f or such services furnished in- 
network.
E

 

mergency s ervices ar e covered w orldwide. 

$0 copay f or ea ch
M

 
edicare-covered

e
 

mergency r oom visit.
I

 

f y ou are admitted to the
hos

 
pital within 3 days, you 

pay th e in patient hospital 
copay instead of the
E

 
mergency co pay. S ee the 

“Inpatient Hospital Care”
s

 
ection of this booklet for

ot
 

her costs. 

If y ou r eceive emergency
car

 
e at an o ut-of-network

hos
 

pital and need inpatient
car

 
e after y our em ergency

c
 

ondition is stabilized, you 
must return to a network 
hospital in order for y our
c

 
are to continue to be

co
 

vered or y ou must have
y

 
our i npatient car e at t he 

out-of-network hospital
a

 
uthorized by the plan and 

your c ost is th e c ost sharing
y

 
ou would pay a t a network 

hospital. 

Health a nd w ellness ed ucation p rograms

P

 

rogram consists o f in teractions w ith a c ertified h ealth
e

 
ducator or other qualified professional. Focus to improve

m
 

ember’s health status through creating a  plan w ith cl ear g oals
f

 
or the member to achieve. Sessions can be g roup, individual

or
 

 telephonic based.

F

 

itness benefit consists of approved network fitness center 
membership o r h ome f itness k it. 

$0 copay for health and 
wellness education 
programs. 
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Hearing s ervices 
You m ust s ee a T ruHearing p rovider to u se this b enefit.
C

 
all 1-833-750-5893 t o s chedule a n appointment. 

Diagnostic hearing an d b alance evaluations p erformed b y y our
p

 
rovider t o d etermine if y ou n eed m edical t reatment ar e 

covered a s outpatient care when furnished by a physician, 
audiologist, or other qualified provider. 

Hearing Exam: 

1 r outine hearing ex am p er cal endar y ear 

Hearing A ids: 

Up to $1,000 toward the c ost of 2 non-implantable h earing 
aid(s) f rom t he applicable TruHearing C hoice catalog ev ery 
year ( limit 1 h earing a id p er e ar). 

Hearing ai d p urchases i nclude: 
• 3 f itting/evaluations 
• 45 day trial period 
• 3 y ear ex tended w arranty 
• 48 b atteries p er ai d 

Benefit does not include or  cover a ny of the f ollowing: 
• Ear molds 
• Hearing ai d acc essories 
• Additional provider visits 
• Extra batteries 
• Hearing ai ds t hat ar e not t he TruHearing h earing a ids 
• Hearing ai d r eturn f ees 
• Loss & d amage warranty cl aims 

Costs a ssociated w ith ex cluded i tems a re the responsibility 
of t he member and n ot co vered by t he pl an. 

$0 copay f or ea ch
M

 
edicare-covered ex am t o

di
 

agnose a nd treat hearing
an

 
d b alance issues. 
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HIV screening 
For people who ask for an HIV screening test or w ho are a t
i

 
ncreased r isk f or H IV i nfection, w e cover: 
• One screening ex am ev ery 12 m onths
F

 

or women who are pregnant, we cover: 
• Up to three screening exams during a pregnancy 

There is no coinsurance, 
copayment, or deductible
f

 
or me mbers e ligible f or

M
 

edicare-covered
p

 
reventive HIV s creening. 

Home health a gency ca * re  

Prior t o r eceiving h ome health s ervices, a  doctor m ust cer tify $0 copay for Medicare- 
that y ou need home health services and will order hom e health covered home health 
services to be provided by a  home health agency. You must be services. 
homebound, which means leaving home is a  major effort. 
Covered services include, but are n ot limited to : 
• Part-time o r in termittent skilled n ursing a nd h ome h ealth

ai
 

de services ( To b e covered u nder t he home health car e 
benefit, your skilled nursing and home health aide services
c

 
ombined must total fewer than 8 hours per day a nd 35 

hours per w eek) 
• Physical therapy, occupational therapy, and speech therapy 
• Medical an d s ocial s ervices 
• Medical equipment and supplies 

Prior authorization req uired f or all p rivate duty a nd h ome 
health a ide visits, s killed n ursing h ome services g reater 
than 3 visits p er calendar year, s ocial w orker home services
gr

 
eater than 2 visits per calendar year, physical therapy, 

occupational therapy, and speech therapy greater than 10 
visits p er calendar year. 
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Home in fusion therapy 
Home infusion therapy involves the intravenous or 
s

 
ubcutaneous administration of drugs or biologicals to an 

individual at home. The components needed to perform home
i

 
nfusion include the drug (for example, antivirals, immune

g
 

lobulin), equipment (for example, a pump), and supplies (for
e

 
xample, tubing and catheters).

C
 

overed services include, but are not limited to:
•

 

P rofessional services, including nursing services, furnished 
in acco rdance with t he plan o f ca re

•

 

P atient training and education not otherwise covered under
t

 
he durable medical equipment benefit

•

 

R emote mo nitoring
•

 

M onitoring services for the provision of home infusion 
therapy and home infusion drugs f urnished by a qualified 
home infusion therapy supplier 

$0 copay for Medicare- 
covered home infusion 
therapy s ervices. 

Hospice care 
You m ay r eceive care from an y M edicare-certified h ospice 
program. You are e ligible for the hospice benefit when your
doc

 
tor and the hospice medical director have g iven you a

te
 

rminal prognosis c ertifying th at you’re te rminally ill  and
ha

 
ve 6 months or less to live if y our illness runs its normal

c
 

ourse. Your hospice doctor can be a  network provider or an 
out-of-network provider. Covered services include:
•

 

D rugs for symptom control and pain relief
•

 
S hort-term respite care

•
 

H ome care
F

 

or h ospice services an d f or s ervices t hat ar e covered b y
M

 
edicare Part A o r B an d ar e related t o y our t erminal

pr
 

ognosis: O riginal M edicare (rather t han o ur p lan) w ill p ay f or
y

 
our hospice services related to your terminal prognosis. While

y
 

ou are in the hospice program, your hospice provider will bill
O

 
riginal M edicare for t he services t hat O riginal M edicare pays

fo
 

r. 

When you enroll in a
M

 
edicare-certified h ospice 

program, your hospice
s

 
ervices an d y our P art A 

an
 

d P art B s ervices r elated
t

 
o your terminal prognosis

ar
 

e paid f or b y O riginal
M

 
edicare, n ot C areSource 

Dual Advantage.
$0 c

 

opay for c onsultation 
services 
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Hospice care (continued)
F

 

or s ervices t hat a re covered b y M edicare Part A o r B an d ar e 
not related to y our te rminal prognosis: I f y ou need non- 
emergency, n on-urgently n eeded s ervices t hat ar e covered
unde

 
r Medicare Part A or B and that are not related to your

t
 

erminal prognosis, your c ost for these services depends on 
whether y ou use a  provider in our plan’s network:
•

 

If y ou obtain the covered services from a network provider, 
you only pay the plan cost-sharing a mount for in-network 
services

•
 

I f y ou obtain the covered services from an out-of-network 
provider, you pay the c ost sharing under F ee-for-Service 
Medicare (Original M edicare)

F
 

or s ervices t hat a re covered b y C areSource Dual A dvantage 
but ar e not co vered b y M edicare Part A o r B : C areSource Dual
A

 
dvantage will continue t o cover plan-covered s ervices t hat

a
 

re not covered under Part A or B w hether or not they a re
r

 
elated to your terminal prognosis. You pay y our plan cost- 

sharing a mount for these s ervices.
F

 

or d rugs t hat m ay b e covered b y t he plan’s P art D b enefit:
D

 
rugs are never covered by both hospice a nd our pl an at the

s
 

ame time. F or m ore information, p lease see Chapter 5, 
Section 9.4 (What if you’re in Medicare-certified h ospice)
N

 

ote: I f y ou need non-hospice care (care that i s n ot r elated t o
y

 
our terminal prognosis), y ou should contact us to arrange the

s
 

ervices.
O

 

ur plan covers hospice c onsultation services (one time only)
f

 
or a terminally ill person who hasn’t elected the hospice

b
 

enefit. 
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Immunizations 
Covered M edicare Part B s ervices i nclude: 
• Pneumonia vaccine 
• Flu shots, once each flu season in the fall and winter, with 

additional flu s hots if me dically n ecessary 
• Hepatitis B v accine if y ou a re a t high o r in termediate r isk

o
 

f g etting H epatitis B  
• Other v accines i f y ou a re at r isk an d t hey m eet M edicare 

Part B co verage rules
W

 

e also cover some vaccines under our Part D prescription 
drug benefit. 

Inpatient ho spital c are*  
Includes inpatient acute, inpatient rehabilitation, long-term ca re 
hospitals and other types of  inpatient hospital services. 
Inpatient hospital care s tarts th e d ay y ou a re f ormally a dmitted
t

 
o the hospital with a doctor’s order. The day before y ou are

di
 

scharged is y our last inpatient day. 
Covered services include but are not limited to: 
• Semi-private room (or a pr ivate room if medically

n
 

ecessary) 
• Meals in cluding s pecial diets 
• Regular nursing services 
• Costs o f s pecial car e units ( such as i ntensive care or

co
 

ronary car e units) 
• Drugs and medications 
• Lab t ests 
• X-rays a nd other radiology services 
• Necessary s urgical an d m edical s upplies 
• Use of ap pliances, s uch a s w heelchairs 
• Operating an d r ecovery r oom co sts 
• Physical, occupational, and speech language therapy 
• Inpatient s ubstance abuse s ervices 

There is n o coinsurance, 
copayment, or deductible
f

 
or the pneumonia, 

influenza, and Hepatitis B 
v

 
accines. 

$0 copay
Copa

 
y applies on day of

a
 

dmission. There is no copay
on da

 
y of discharge.  

Our plan covers 90 days for 
an in patient hospital stay
w

 
ithin a benefit period. 

Benefit period begins the da y
y

 
ou are admitted to an 

inpatient hospital or skilled 
nursing facility and ends
w

 
hen you have not received 

any inpatient c are for 60 days
i

 
n a row. 

Our plan also covers 60 
“lifetime reserve days.” 
These are “extra” days t hat
w

 
e cover. If y our hospital

s
 

tay is longer than 90 days, 
you can u se these extra days. 
If y ou get authorized 
inpatient care a t a n out-of- 
network hospital after your 
emergency condition is
st

 
abilized, your cost is the

c
 

ost-sharing you would pay
a

 
t a network hospital. 
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Inpatient ho spital c are ( continued) 
• Under certain conditions, the following types of transplants

a
 

re covered: corneal, kidney, kidney-pancreatic, h eart,
l

 
iver, lung, heart/lung, bone marrow, s tem cel l, an d

in
 

testinal/multivisceral. I f y ou n eed a t ransplant, w e w ill 
arrange to h ave your cas e r eviewed b y a  Medicare- 
approved t ransplant cen ter t hat w ill d ecide whether y ou ar e 
a candidate for a  transplant. Transplant providers m ay be
l

 
ocal or outside of the service area. If our in-network 

transplant services are outside the community pattern of
c

 
are, you may choose to go locally a s long a s the local

t
 

ransplant providers are w illing to accept the Original
M

 
edicare rate. I f C areSource Dual Advantage provides

t
 

ransplant s ervices at a  location o utside the pattern o f car e 
for transplants in your community a nd you choose to obtain 
transplants a t this d istant location, w e w ill arrange o r p ay
f

 
or appropriate lodging and transportation costs for y ou and 

a companion. 
• Blood - including storage and administration. Coverage of

w
 

hole blood and packed red cells (as well as other
c

 
omponents of blood) begins with the first pint of bl ood 

that y ou need. 
• Physician s ervices 
Note: To be an inpatient, y our provider must write an order to 
admit y ou formally a s an inpatient of the hospital. Even if y ou 
stay in the hospital overnight, you might still be considered an 
“outpatient.” I f y ou are not sure if y ou are an inpatient or an 
outpatient, you should ask the hospital staff. 
*Prior authorization i s req uired f or all i npatient 
admissions. 
You can also find more information in a Medicare fact sheet
c

 
alled “Are You a Hospital I npatient or Outpatient? I f You 

Have Medicare – Ask!” This f act s heet i s av ailable on t he Web
at

 
 medicare.gov/sites/default/files/2018-09/11435-Are-You- 

an-Inpatient-or-Outpatient.pdf or b y c alling 1 -800- 
MEDICARE (1-800-633-4227). TTY users call 1-877-486- 
2048. You can call these num bers for free, 24 hours a day, 7 
days a  week. 

http://www.medicare.gov/sites/default/files/2018-09/11435-Are-You-an-Inpatient-or-Outpatient.pdf
http://www.medicare.gov/sites/default/files/2018-09/11435-Are-You-an-Inpatient-or-Outpatient.pdf


77 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 4 . B enefits C hart ( what i s covered) 

What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Inpatient m ental h ealth ca * re  

• Covered s ervices i nclude m ental h ealth ca re services t hat
r

 
equire a  hospital stay. Limitations include 190-day lif etime

limit 
 

for in patient services in a p sychiatric h ospital. T he
190-

 
day limit  does n ot apply to in patient mental health

s
 

ervices provided in a psychiatric unit of a ge neral hospital. 

*Prior authorization i s req uired f or all i npatient 
admissions. 

$0 copay
C

 

opay applies on day of 
admission. There is no 
copay on day of discharge. 
Our plan covers 90 days f or 
an in patient stay w ithin a  
benefit p eriod.
B

 

enefit period begins the
da

 
y y ou are a dmitted to an 

inpatient hospital or skilled 
nursing facility a nd ends
w

 
hen you have not r eceived 

any i npatient car e for 6 0
da

 
ys in a r ow. 
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Inpatient s tay: C overed s ervices rec eived i n a h ospital o r 
SNF dur ing a  non-covered i npatient s tay*  
If y ou have e xhausted your inpatient benefits or if t he inpatient
s

 
tay is not reasonable a nd necessary, we w ill not cover y our

i
 

npatient stay. However, in some cases, we will cover certain 
services y ou r eceive while you ar e in t he hospital or  the skilled 
nursing facility ( SNF). Covered services include but are not
limite 

 
d to : 

• Physician s ervices 
• Diagnostic te sts ( like l ab te sts) 
• X-ray, radium, and isotope therapy including technician 

materials an d s ervices 
• Surgical d ressings 
• Splints, casts and other devices used to reduce f ractures and 

dislocations 
• Prosthetics and orthotics devices (other than dental) that

r
 

eplace all or part of an internal body organ (including
c

 
ontiguous tissue), or a ll or part of the f unction of a 

p
 

ermanently inoperative or  malfunctioning internal body
or

 
gan, including r eplacement or repairs of such devices 

• Leg, ar m, b ack, an d n eck b races; t russes; an d ar tificial l egs,
a

 
rms, and eyes including a djustments, repairs, and 

replacements r equired b ecause of b reakage, wear, loss, or a
c

 
hange in th e p atient’s p hysical condition 

• Physical t herapy, s peech t herapy, an d o ccupational t herapy 

*Some services m ay r equire prior authorization. P lease 
contact M ember Services f or assistance. 

$0 copay per PCP
o

 
ffice v isit 

$0 copay p er S pecialist
o

 
ffice v isit 

$0 copay Diagnostic
te

 
sts f or la bs 

$0 copay x-ray 
$0 copay therapeutic
r

 
adiology -  radium, 

and isotope therapy 
$0 copay Surgical Dressing 
$0 copay Splints, casts
a

 
nd other devices 

$0 copay Prosthetics
a

 
nd orthotics devices 

$0 copay L eg, arm, 
back an d n eck b races;
t

 
russes, an d ar tificial

l
 

egs, arms, and eyes 
$0 copay Physical and 
Speech T herapy 
$0 copay Occupational 
Therapy 

Meal b enefit $0 copay
No

 
n-Medicare-covered me al benefit limited to 2 me als a d ay

f
 

or up to 14 days post i npatient d ischarge. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Medical n utrition t herapy
T

 

his benefit is for people with diabetes, renal (kidney) disease
(

 
but not on dialysis), or after a kidney transplant when ordered 

by y our doctor.
W

 

e cover 3 hours of one-on-one counseling services during
y

 
our f irst year th at you r eceive me dical nutrition th erapy

s
 

ervices under Medicare ( this includes our plan, any other
M

 
edicare Advantage plan, or Original Medicare), and 2 hours

e
 

ach year a fter that. If y our condition, treatment, or diagnosis
ch

 
anges, y ou m ay b e able to r eceive more hours o f t reatment

w
 

ith a physician’s order. A physician must prescribe these
s

 
ervices an d r enew t heir o rder y early i f y our t reatment i s

n
 

eeded i nto t he next cal endar y ear. 

There is no coinsurance, 
copayment, or deductible
f

 
or me mbers e ligible f or

M
 

edicare-covered m edical
nut

 
rition therapy services. 

Medicare Diabetes P revention P rogram ( MDPP)
M

 

DPP s ervices w ill b e covered f or el igible Medicare 
beneficiaries u nder al l M edicare health p lans.
M

 

DPP is a structured health behavior change intervention that
p

 
rovides p ractical training in lo ng-term d ietary ch ange,

i
 

ncreased p hysical a ctivity, an d p roblem-solving s trategies f or
ove

 
rcoming challenges to sustaining weight loss and a healthy

lif
 

estyle. 

There is no coinsurance, 
copayment, or deductible
f

 
or the MDPP benefit. 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Medicare Part B p rescription d rugs*  
These drugs a re covered u nder P art B o f O riginal M edicare.
M

 
embers of our plan receive coverage f or these drugs through 

our plan. Covered drugs include: 
• Drugs t hat u sually ar en’t s elf-administered b y th e p atient 

and are injected or infused while y ou are ge tting physician, 
hospital outpatient, or ambulatory surgical center services 

• Drugs y ou take using durable medical equipment ( such as
ne

 
bulizers) t hat w ere authorized b y t he plan 

• Clotting factors y ou give y ourself by injection if y ou have
he

 
mophilia 

• Immunosuppressive drugs, if y ou were e nrolled in
M

 
edicare Part A at t he time of t he organ t ransplant 

• Injectable osteoporosis drugs, if y ou are homebound, have
a 

 
bone fracture that a  doctor cer tifies w as r elated t o p ost- 

menopausal osteoporosis, and cannot self-administer th e
dr

 
ug 

• Antigens 
• Certain o ral an ti-cancer drugs a nd anti-nausea drugs 
• Certain drugs for home dialysis, including heparin, the

a
 

ntidote for h eparin w hen m edically n ecessary, t opical
a

 
nesthetics, and erythropoiesis-stimulating a gents ( such a s

E
 

pogen®, P rocrit®, Epoetin Alfa, Aranesp®, or
D

 
arbepoetin A lfa) 

• Intravenous I mmune G lobulin for the home treatment of 
primary immu ne d eficiency d iseases

W
 

e also cover some vaccines under our Part B  and Part D
pr

 
escription drug benefit. 

Chapter 5 explains the Part D prescription drug benefit, 
including rules y ou must f ollow to have prescriptions covered. 
What y ou pay for y our Part D prescription drugs through our
pl

 
an is explained in Chapter 6. 

*Some services m ay r equire prior authorization. P lease 
contact M ember Services f or assistance. 

$0 copay for Medicare Part
B

 
 chemotherapy a nd 

radiation drugs. 
$0 copay for other Medicare
P

 
art B  drugs. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Obesity s creening a nd therapy t o pr omote s ustained 
weight loss
I

 

f y ou have a  body mass i ndex of 30 or more, we c over
i

 
ntensive counseling to help you lose w eight. This counseling

i
 

s co vered i f y ou g et i t i n a  primary c are setting, w here it can 
b

 
e coordinated with your comprehensive prevention plan. Talk 

to your primary care doctor or practitioner to find out more. 

There is no coinsurance, 
copayment, or deductible
f

 
or preventive obesity

s
 

creening an d t herapy. 

Opioid t reatment p rogram s ervices*  
Opioid use disorder treatment services are c overed under Part
B

 
o f O riginal M edicare. M embers o f o ur p lan r eceive coverage 

for these services through our plan. Covered services include:
•

 

FD A-approved opioid agonist and antagonist treatment
m

 
edications and the dispensing and administration of such 

medications, if applicable
•

 
S ubstance use counseling  

• I ndividual and group therapy
•

 
T oxicology te sting

*
 

Prior authorization i s req uired f or all i npatient
a

 
dmissions. 

$0 copay for e ach 
Medicare-covered opioid
t

 
reatment s ervice. 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Outpatient di agnostic t ests a nd therapeutic s ervices a nd 
supplies*  
Covered services include, but are not limited to: 
• X-rays 
• Radiation (radium and isotope) therapy including

te
 

chnician ma terials a nd s upplies 
• Surgical supplies, such as dressings 
• Splints, casts and other devices used to reduce f ractures and 

dislocations 
• Laboratory t ests 
• Blood - including storage and administration. Coverage of

w
 

hole blood and packed red cells (as well as other
c

 
omponents of blood) begins with the first pint of bl ood 

that y ou need. 
• Other o utpatient diagnostic te sts 

*Prior authorization re quired f or high t echnical ra diology
s

 
ervices s uch a s MR I, C T S can, P ET S cans. A p rior 

authorization i s req uired f or nuclear medicine and
c

 
ardiology testing. 

Outpatient x-rays 
$0 copay for Medicare- 
covered s ervices. 

Therapeutic radiology 
services 
$0 copay for Medicare- 
covered s ervices ( such as 
r

 
adiation tr eatment for

can
 

cer). 

Medical s upplies 
$0 copay fo r Medicare- 
covered supplies. 

Lab s ervices 
$0 copay for Medicare- 
covered s ervices. 

Blood s ervices 
$0 copay fo r Medicare- 
covered s ervices. 

Diagnostic tests and
p

 
rocedures 

$0 copay for Medicare- 
covered s ervices. 

Diagnostic radiology 
services 
$0 copay for Medicare- 
covered s ervices ( such as 
MR

 
Is and C T sc ans). 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Outpatient hospital observation 
Observation services are hos pital outpatient services given to $0 copay for Medicare- 
determine if y ou need to be admitted as an inpatient or can be covered observation 
discharged. services. 
For outpatient hospital observation services to be c overed, they 
must m eet t he Medicare criteria a nd be considered reasonable 
and necessary. Observation services are c overed only when 
provided by the order of a  physician or another individual 
authorized b y s tate lic ensure la w a nd h ospital staff b ylaws to  
admit patients to the hospital or order outpatient tests. 
Note: Unless the provider has written an order to admit y ou as 
an inpatient to the hospital, you are a n outpatient a nd pay the 
cost-sharing amounts for out patient hospital services. Even if 
you stay in the hospital overnight, you might still be considered 
an “outpatient.” I f y ou are not sure if y ou are an outpatient, you 
should ask the hospital staff. 
You can also find more information in a Medicare fact sheet 
called “ Are You a Hospital I npatient or Outpatient? I f You 
Have Medicare – Ask!” T his f act s heet i s av ailable on t he Web 
at me dicare.gov/sites/default/files/2018-09/11435-Are-You-an- 
Inpatient-or-Outpatient.pdf o r b y c alling 1 -800-MEDICARE 
(1-800-633-4227). TTY us ers call 1-877-486-2048. You can 
call these numbers f or free, 24 hours a day, 7 days a  week. 

http://www.medicare.gov/sites/default/files/2018-09/11435-Are-You-an-Inpatient-or-Outpatient.pdf
http://www.medicare.gov/sites/default/files/2018-09/11435-Are-You-an-Inpatient-or-Outpatient.pdf
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Outpatient h ospital services* 
We cover m edically-necessary s ervices y ou g et i n the
out

 
patient department of a  hospital for diagnosis or treatment

of
 

 an illness or injury. 
Covered services include, but are not limited to: 
• Services i n an em ergency d epartment o r o utpatient cl inic,

s
 

uch as observation services or outpatient surgery 
• Laboratory a nd diagnostic tests billed by the hospital 
• Mental h ealth ca re, i ncluding c are in a  partial- 

hospitalization p rogram, if a d octor c ertifies th at inpatient 
treatment would be required without it 

• X-rays a nd other radiology services billed by the ho spital 
• Medical supplies such as s plints and casts 
• Certain drugs and biologicals that y ou can’t give y ourself
N

 

ote: Unless the provider has written an order to admit y ou as
a

 
n inpatient to the hospital, you are a n outpatient a nd pay the

co
 

st-sharing amounts for out patient hospital services. Even if
y

 
ou stay in the hospital overnight, you might still be considered 

an “outpatient.” I f y ou are not sure if y ou are an outpatient, you 
should ask the hospital staff.
Y

 

ou can also find more information in a Medicare f act s heet 
called “Are You a Hospital I npatient or Outpatient? I f You 
Have Medicare – Ask!” This f act s heet i s av ailable on t he Web
at

 
 medicare.gov/sites/default/files/2018-09/11435-Are-You-an- 

Inpatient-or-Outpatient.pdf or b y c alling 1 -800-MEDICARE 
(1-800-633-4227). TTY us ers call 1-877-486-2048. You can 
call these numbers f or free, 24 hours a day, 7 days a  week. 
*Some services m ay r equire prior authorization. Please
co

 
ntact M ember Services f or assistance. 

$0 copay Emergency
s

 
ervices 

$0 copay O utpatient 
Hospital Surgery 
$0 copay Ambulatory
S

 
urgical C enter S ervices 

$0 copay L aboratory and
d

 
iagnostic te sts, x -rays,

r
 

adiological services, and
me

 
dical supplies 

$0 copay Splints, Casts, and 
Other D evices 
Mental H ealth: 
Psychiatrist Provider: $0 
copay 
Non-Physician Provider: $0  
copay 
$0 copay for preventive
s

 
ervices 

$0 copay Part B  drugs 

http://www.medicare.gov/sites/default/files/2018-09/11435-Are-You-an-Inpatient-or-Outpatient.pdf
http://www.medicare.gov/sites/default/files/2018-09/11435-Are-You-an-Inpatient-or-Outpatient.pdf
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Outpatient m ental h ealth ca * re  

Covered services include:
M

 

ental h ealth s ervices p rovided b y a  state-licensed p sychiatrist 
or d octor, c linical psychologist, c linical social worker, c linical 
nurse specialist, nurse practitioner, physician assistant, or other
M

 
edicare-qualified m ental h ealth ca re professional as al lowed 

under ap plicable state laws. S everal t ypes o f o utpatient m ental
h

 
ealth s ervices ar e also a vailable via telehealth.

*
 

Intensive Outpatient P rogram S ervices r equire prior 
authorization for greater than 10 visits per calendar year. 
Intensive O utpatient P sychiatric Services req uire prior 
authorization for greater than 30 visits per calendar year. 

Psychiatrist v isit
$0 c

 
opay for e ach 

Medicare-covered
i

 
ndividual th erapy v isit.

$0 c
 

opay for e ach 
Medicare-covered group 
therapy v isit.

Ot

 

her S pecialist v isit
$0 c

 
opay for e ach 

Medicare-covered
i

 
ndividual th erapy v isit.

$0 c
 

opay for e ach 
Medicare-covered group 
therapy v isit. 

Outpatient reh abilitation s ervices*  
Covered services include: physical therapy, occupational
t

 
herapy, an d s peech l anguage therapy.

O
 

utpatient rehabilitation services are provided in various
out

 
patient settings, such as hospital outpatient departments, 

independent therapist offices, and Comprehensive Outpatient
R

 
ehabilitation F acilities ( CORFs). 

*
 

Prior authorization re quired a fter 10 v isits p er calendar 
year. 

$0 copay for e ach 
Medicare-covered
oc

 
cupational therapy visit. 

$0 copay for e ach 
Medicare-covered p hysical
a

 
nd/or speech therapy visit. 

Outpatient s ubstance abuse services*  
Medicare-covered group and individual substance a buse
ou

 
tpatient treatment visits. 

*
 

Intensive Outpatient P rogram S ervices r equire prior 
authorization for greater than 10 visits per calendar year. 
Intensive Outpatient P sychiatric Services req uire prior 
authorization for greater than 30 visits per calendar year. 

$0 copay for e ach 
Medicare-covered
i

 
ndividual th erapy v isit.

$0 c
 

opay for e ach 
Medicare-covered group 
therapy v isit. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Outpatient s urgery, i ncluding s ervices pr ovided at ho spital 
outpatient facilities and ambulatory surgical centers* 
N

 

ote: I f y ou are having surgery in a hospital facility, you 
should check with your provider about whether y ou will be an 
inpatient or outpatient. Unless the provider writes an order to 
admit y ou as an inpatient to the hospital, you are an outpatient
a

 
nd pay the cost-sharing am ounts for outpatient surgery. Even 

if y ou stay in the hospital overnight, you might still be
c

 
onsidered an “outpatient.”

*
 

Some services m ay r equire prior authorization. P lease 
contact M ember Services f or assistance. 

Ambulatory surgical
cen

 
ter

$0 c
 

opay for M edicare- 
covered s urgical s ervices.

O

 

utpatient ho spital
$0 c

 
opay for Medicare- 

covered s urgical s ervices.
P

 

hysician s ervices
$0 c

 

opay 

Over-the-counter items 
$190 ma il order a llowance p er q uarter to o rder ite ms f rom a
c

 
atalog. Unused portions do NOT carry over to the next period. 

$0 copay 

Partial hospitalization services*  
“Partial hospitalization” i s a s tructured p rogram of a ctive
ps

 
ychiatric treatment provided as a hospital outpatient service

o
 

r b y a c ommunity me ntal health c enter, th at is mo re in tense
t

 
han t he care received i n y our d octor’s o r t herapist’s o ffice and

is
 

a n a lternative to in patient hospitalization. 

*
 

Prior authorization re quired a fter 30 v isits/year. 

$0 copay p er day fo r 
Medicare-covered p artial
h

 
ospitalization s ervices. 

Personal Emergency R esponse System ( PERS) 
A PERS consists of a home monitoring device that sends an 
alert t o a  24 h our cal l cen ter i n t he event o f an em ergency. 

$0 copay 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Physician/Practitioner services, i ncluding d octor’s o ffice 
visits 
Covered services include: 
• Medically-necessary m edical car e or s urgery s ervices

f
 

urnished in a physician’s office, certified ambulatory
s

 
urgical center, hospital out patient department, or any other

lo
 

cation 
• Consultation, diagnosis, and treatment by a specialist 
• Basic hearing an d b alance exams p erformed b y y our P CP

or
 

 specialist, if y our doctor orders it to see if y ou need 
medical t reatment 

• Certain telehealth services, including: PCP, individual
m

 
ental health sessions, and individual psychiatric s essions. 

o You have the option of ge tting these services through 
an i n-person visit or by telehealth. If y ou choose to get
one

 
 of these services by telehealth, you must use a

ne
 

twork provider who offers the service by telehealth. 
With t elehealth s ervices y ou c an s peak with and 
receive treatment f rom a  physician o ver a  secure,
i

 
nteractive audio and video connection that is supported 

by the use of mobile communication devices such as
s

 
martphones, tablets, and personal computers. Contact

M
 

ember S ervices f or as sistance locating a  telehealth
pr

 
ovider. 

• Some telehealth services i ncluding consultation, diagnosis, 
and treatment by a physician or practitioner, for patients in 
certain r ural a reas o r o ther p laces ap proved b y M edicare 

• Telehealth s ervices f or m onthly en d-stage renal d isease- 
related v isits f or h ome d ialysis me mbers in a h ospital-based
r

 
enal dialysis c enter, r enal dialysis f acility, o r th e me mber’s

hom
 

e 

Primary ca re visit 
$0 copay for e ach 
Medicare-covered o ffice 
visit. 

Specialist v isit 
$0 copay for e ach 
Medicare-covered o ffice
v

 
isit. 

Telehealth 
Primary ca re visit 
$0 copay for e ach 
Medicare-covered o ffice
v

 
isit. 

Individual m ental he alth 
session 
$0 copay for e ach 
Medicare-covered o ffice
v

 
isit. 

Individual ps ychiatric
se

 
ssion 

$0 copay for e ach 
Medicare-covered o ffice
v

 
isit. 
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Services t hat a re covered f or you 

Physician/Practitioner services, i ncluding d octor’s o ffice 
visits ( continued)
•

 

T elehealth s ervices t o d iagnose, ev aluate, o r t reat
s

 
ymptoms of a stroke

•
 

V irtual ch eck-ins (for e xample, by phone or video chat)
w

 
ith your doctor for 5-10 minutes if :

o
 

Y ou’re not a new patient an d
o

 
T he check-in is n’t related to a n o ffice v isit in th e p ast 7
d

 
ays an d

o
 

T he check-in doesn’t lead to an office visit within 24 
hours or the soonest available appointment

•
 

E valuation of video and/or images y ou send to your doctor
a

 
nd interpretation and follow-up by y our doctor within 24 

hours if :
o

 
Y ou’re not a new patient an d

o
 

T he e valuation is n’t related to a n o ffice v isit in th e p ast 
7 days an d

o
 

T he evaluation doesn’t lead to an office visit within 24 
hours or the soonest available appointment

•
 

C onsultation your doctor has with other doctors by phone , 
internet, or electronic health record if y ou’re not a ne w
p

 
atient

•
 

S econd opinion prior to surgery
•

 
No n-routine dental car e (covered s ervices ar e limited t o
s

 
urgery of the jaw or related structures, setting fractures of

t
 

he jaw o r f acial b ones, e xtraction o f t eeth t o p repare the 
jaw f or r adiation t reatments o f n eoplastic cancer d isease, o r
s

 
ervices t hat would be c overed when provided by a 

p
 

hysician) 

What you must pay when 
you g et t hese services 

Podiatry s ervices 
Covered services include:
•

 

D iagnosis a nd th e me dical or s urgical treatment of in juries
an

 
d d iseases o f t he feet ( such as h ammer t oe or h eel s purs)

•
 

R outine foot care f or members with certain m edical
c

 
onditions a ffecting th e l ower limb s 

$0 copay f or ea ch
M

 
edicare-covered v isit. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Prostate cancer screening ex ams
F

 

or men age 50 and older, covered services include the
f

 
ollowing - once every 12 months:
•

 

D igital rectal exam
•

 
P rostate Specific Antigen ( PSA) t est 

$0 copay for a n annual
M

 
edicare-covered d igital

r
 

ectal ex am
T

 

here is no coinsurance, 
copayment, or deductible
f

 
or an an nual P SA t est. 

Prosthetic devices a nd rel ated s upplies*  
Devices ( other t han d ental) t hat r eplace all o r p art o f a  body
pa

 
rt or function. These include, but are not limited to:

c
 

olostomy bags and supplies directly r elated to colostomy care, 
pacemakers, b races, p rosthetic shoes, ar tificial l imbs, an d
b

 
reast p rostheses ( including a  surgical b rassiere after a  

mastectomy). Includes c ertain supplies related to prosthetic
d

 
evices, an d r epair an d/or r eplacement o f p rosthetic devices.

A
 

lso includes some coverage following cataract removal or
cat

 
aract s urgery –  see “Vision C are” later i n t his s ection f or

mo
 

re d etail.
*

 

Prior authorization required for over $500 billed charges. 
Please contact Me mber Services f or assistance. 

$0 copay for Medicare- 
covered prosthetic devices. 
$0 copay for r elated 
Medicare-covered supplies. 

Pulmonary rehabilitation services 
Comprehensive programs of p ulmonary r ehabilitation a re
co

 
vered f or m embers w ho h ave moderate to v ery s evere 

chronic obstructive pulmonary disease ( COPD) and an order
f

 
or pulmonary rehabilitation from the doctor treating the

c
 

hronic respiratory disease. 

$0 copay for e ach 
Medicare-covered
pul

 
monary r ehab service. 

Screening a nd counseling t o r educe a lcohol m isuse
W

 

e cover one a lcohol misuse screening f or adults w ith 
Medicare (including pregnant women) who misuse alcohol, but
a

 
ren’t a lcohol dependent.

I
 

f y ou s creen pos itive for alcohol misuse, you can get up to 4 
brief face-to-face counseling s essions p er cal endar y ear ( if
y

 
ou’re competent and alert during c ounseling) provided by a 

q
 

ualified p rimary c are d octor o r p ractitioner in a p rimary c are
s

 
etting. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he Medicare-covered

s
 

creening a nd counseling to 
reduce alcohol m isuse 
preventive benefit. 
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What you must pay when 
you g et t hese services 

Screening f or lung ca ncer with l ow d ose computed
t

 
omography (LDCT)

F
 

or qualified individuals, a L DCT is covered every 12 m onths.
E

 

ligible members a re: people aged 55 – 77 years w ho have no 
signs or symptoms of lung cancer, but who have a hi story of
t

 
obacco smoking of at least 30 pack-years a nd who currently

s
 

moke or have quit smoking within the last 15 years, who 
receive a written o rder f or L DCT d uring a  lung ca ncer s creening
c

 
ounseling a nd shared decision making visit that meets the

M
 

edicare criteria for such visits and be furnished by a physician 
or qualified non-physician p ractitioner.
F

 

or LDCT lung cancer screenings after th e in itial LDCT
s

 
creening: t he member m ust r eceive a written o rder f or L DCT

l
 

ung cancer screening, which may be furnished during any
a

 
ppropriate visit with a physician or qualified non-physician

pr
 

actitioner. If a physician or qualified non-physician 
practitioner el ects t o p rovide a lung can cer s creening co unseling
a

 
nd shared decision making visit for subsequent lung cancer

s
 

creenings w ith L DCT, t he v isit must meet the M edicare c riteria
f

 
or such visits. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he Medicare covered

c
 

ounseling a nd shared 
decision making visit or for
t

 
he LD CT. 

Screening f or s exually t ransmitted infections ( STIs) a nd 
counseling t o pr event ST Is
W

 

e cover s exually t ransmitted i nfection ( STI) s creenings f or
c

 
hlamydia, gonorrhea, syphilis, and Hepatitis B. These

s
 

creenings a re covered f or p regnant w omen an d f or cer tain
p

 
eople who ar e at i ncreased r isk f or an S TI w hen t he tests ar e 

ordered b y a  primary car e provider. W e cover t hese tests o nce 
every 12 months or at certain times during pregnancy.
W

 

e also cover up to 2 individual 20 to 30 minute, face-to-face 
high-intensity behavioral counseling sessions each y ear for
s

 
exually act ive adults at i ncreased r isk f or S TIs. W e will o nly

c
 

over these counseling sessions as a preventive service if th ey
ar

 
e provided b y a  primary c are provider an d t ake place in a  

primary ca re setting, s uch as a  doctor’s o ffice. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he Medicare-covered

s
 

creening f or S TIs an d
c

 
ounseling f or STIs

p
 

reventive benefit. 



91 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 4 . B enefits C hart ( what i s covered) 

What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Services t o t reat k idney d isease  

Covered services include: 
*

• Kidney d isease education s ervices t o t each k idney car e and
he

 
lp members make informed decisions about their care. 

For members with stage I V chronic kidney disease when 
referred b y t heir doctor, we cover up to six sessions of
k

 
idney d isease education s ervices p er l ifetime. 

• Outpatient dialysis tr eatments ( including d ialysis
t

 
reatments w hen t emporarily o ut o f t he service area, as 

e
 

xplained in Chapter 3) 
• Inpatient dialysis tr eatments ( if y ou ar e admitted a s an 

in
 

patient to a h ospital for s pecial care) 
• Self-dialysis training (includes training for y ou and anyone

he
 

lping y ou with your home dialysis treatments) 
• Home dialysis equipment and supplies 
• Certain home support services (such as, when necessary,

vi
 

sits by trained dialysis workers to check on your home
di

 
alysis, to help in emergencies, and check your dialysis

e
 

quipment and water supply) 
Certain d rugs f or d ialysis ar e covered u nder y our M edicare 
Part B drug benefit. For information about coverage fo r Part B 
D

 
rugs, please g o to the section, “Medicare Part B pr escription 

drugs.” 
*Prior authorization m ay b e required. P lease contact
Me

 
mber Services f or assistance. 

$0 copay for Medicare- 
covered k idney d isease 
education s ervices. 
$0 copay for M edicare- 
covered d ialysis s ervices.
$0 c

 

opay for nutritional
tr

 
aining 

Inpatient Dialysis 
$0 copay
$0 c

 

opay fo r Medicare- 
covered e quipment and 
supplies. 
$0 copay fo r Medicare- 
covered home health 
services. 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Skilled n ursing f acility ( SNF) c are*  
(For a d efinition o f “s killed n ursing f acility ca re,” see Chapter
1

 
2 o f th is b ooklet. S killed n ursing f acilities a re s ometimes

cal
 

led “S NFs.”) 
Covered services include but are not limited to: 
• Semiprivate r oom (or a p rivate r oom if me dically

n
 

ecessary) 
• Meals, i ncluding special di ets 
• Skilled nursing services 
• Physical therapy, occupational therapy, and speech therapy 
• Drugs administered to you as part of y our plan of c are

(
 

This i ncludes s ubstances t hat ar e naturally p resent i n t he 
body, such as blood clotting factors.) 

• Blood - including storage and administration. Coverage of
w

 
hole blood and packed red cells (as well as other

c
 

omponents of blood) begins with the first pint of bl ood 
that y ou need. 

• Medical and surgical supplies ordinarily provided by SNFs 
• Laboratory t ests ordinarily pr ovided by SNF. 
• X-rays a nd other radiology services ordinarily provided by

S
 

NFs 
• Use of appliances such as wheelchairs ordinarily pr ovided 

by SNFs 
• Physician/Practitioner s ervices
G

 

enerally, y ou w ill get your S NF c are f rom network f acilities.
H

 
owever, under c ertain conditions listed below, you may be

a
 

ble to g et your c are f rom a f acility th at isn’t a n etwork 
provider, if the facility a ccepts our plan’s a mounts for
pa

 
yment. 
• A nursing home or continuing care r etirement c ommunity

w
 

here you w ere living right before y ou went to the hospital
(

 
as long a s it provides skilled nursing facility c are) 

• A SNF where y our spouse is living at the time y ou leave
t

 
he hospital 

*Prior authorization i s req uired f or all s killed n ursing 
facility a dmissions. 

$0 copay
C

 

opay applies on day of 
admission. There is no 
copay on day of discharge. 
Our plan covers up to 100 
days in a SNF within a 
benefit period.
B

 

enefit period begins with 
the day y ou are admitted to 
an inpatient hospital or
s

 
killed n ursing f acility a nd

e
 

nds when you have not
r

 
eceived an y i npatient c are 

for 60 days in a row. 
No prior hospitalization is
r

 
equired. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services

 Smoking and tobacco use cessation (counseling to stop
s

 
moking or tobacco use)
I

 

f y ou use tobacco, but do not have signs or symptoms of
t

 
obacco-related d isease: W e cover two counseling quit attempts

w
 

ithin a 12-month period as a preventive service w ith no cost
t

 
o you. Each counseling a ttempt includes up to four face-to- 

face visits.
I

 

f y ou use tobacco and have been diagnosed with a tobacco- 
related d isease or ar e taking m edicine that m ay b e affected b y
t

 
obacco: W e cover ces sation co unseling s ervices. W e cover

tw
 

o c ounseling q uit attempts w ithin a 1 2-month period;
how

 
ever, you will pay the applicable c ost sharing. Each 

counseling a ttempt includes up to four face-to-face v isits. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he Medicare-covered

s
 

moking and tobacco use
ces

 
sation p reventive 

benefits. 

Supervised E xercise Therapy ( SET) 
SET is covered for members who have symptomatic p eripheral
ar

 
tery d isease (PAD).

U
 

p to 36 sessions over a 12- week p eriod ar e covered i f t he SET
p

 
rogram r equirements a re met.

Th
 

e S ET program m ust:
•

 

C onsist o f se ssions lasting 3 0-60 minutes, comprising a
t

 
herapeutic exercise-training program for PAD in patients

w
 

ith c laudication
•

 
B e conducted in a hospital outpatient setting or a
p

 
hysician’s o ffice

•
 

B e delivered b y q ualified au xiliary p ersonnel n ecessary t o
en

 
sure benefits ex ceed h arms, an d w ho a re trained i n

ex
 

ercise therapy f or P AD
•

 
B e under the direct supervision of a physician, physician 
assistant, o r n urse p ractitioner/clinical nurse s pecialist who
m

 
ust be trained in both basic and advanced life support

t
 

echniques
S

 

ET may be c overed beyond 36 sessions over 12 weeks for an 
additional 36 sessions over an extended period of t ime if
d

 
eemed m edically n ecessary b y a  health ca re provider. 

$0 copay for e ach 
Medicare-covered S ET
v

 
isit. 
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Services t hat a re covered f or you 
What you must pay when 
you g et t hese services 

Transportation s ervices 
Up to 60 one-way trips e very y ear to plan-approved h ealth- 
related l ocations v ia taxi, r ideshare services, bus/subway, van, 
medical transport. V erification w ill be p erformed to c onfirm 
that the tr ansportation is me dical in n ature. 

$0 copay 

Urgently n eeded services 
Urgently n eeded s ervices ar e provided t o t reat a  non- 
emergency, unforeseen medical illness, injury, or condition that
r

 
equires i mmediate medical ca re. U rgently n eeded s ervices

m
 

ay be furnished by network providers or by out-of-network 
providers when network providers are temporarily u navailable 
or i naccessible.
C

 

ost sharing for necessary ur gently needed services furnished 
out-of-network is the same as for such services furnished in- 
network.
U

 

rgently n eeded s ervices ar e covered w orldwide but s ervices
r

 
eceived o utside the United S tates do not apply to the

m
 

aximum out of pocket amount. 

$0 copay for e ach 
Medicare-covered v isit. 
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What you must pay when 
Services t hat a re covered f or you y ou g et t hese services 

Vision ca re
S

 

ervices m ust b e provided b y a n E yeMed p rovider 
eyemedvisioncare.com/caresource/public/login.emvc 
Covered services include: 
• Outpatient physician services for the diagnosis and

t
 

reatment of diseases and injuries of the eye, including
tr

 
eatment for a ge-related m acular d egeneration. O riginal

M
 

edicare doesn’t co ver r outine eye ex ams ( eye refractions)
f

 
or e yeglasses/contacts 

• For people who are at high risk of g laucoma, we w ill cover
one

 
 glaucoma screening e ach year. People a t high risk of

g
 

laucoma in clude: people w ith a f amily h istory o f
g

 
laucoma, people w ith d iabetes, A frican-Americans who 

are age 50 and older, and Hispanic Americans who are 65 
or older 

• For p eople with d iabetes, s creening f or d iabetic retinopathy
i

 
s co vered o nce per cal endar y ear 

• One pair o f e yeglasses o r co ntact l enses af ter each cat aract
s

 
urgery that includes insertion of an intraocular lens (If y ou 

have two s eparate cataract o perations, y ou c annot r eserve 
the benefit after the first surgery and purchase two 
eyeglasses a fter t he second s urgery.) 

• One routine eye ex am p er cal endar y ear 
• $250 annual allowance towards the purchase of eye w ear

i
 

ncluding frames, lenses, and contacts 

“Welcome to Med icare” p reventive visit 
The plan covers the one-time “Welcome to M edicare” 
preventive visit. The visit includes a review of y our health, as
w

 
ell as education and counseling about the preventive services

y
 

ou need (including certain screenings and shots), and referrals
fo

 
r other care if n eeded. 

Important: We cover t he “Welcome to M edicare” preventive 
visit only within the first 12 m onths y ou have Medicare Part B. 
When you make y our appointment, let y our doctor’s office
know

 
y ou would like to schedule y our “ Welcome t o Medicare”

p
 

reventive v isit. 

Medicare-covered 
vision care 

$0 copay for a  
Medicare Covered 
Vision Exam 

$0 copay for g lasses or 
contact l enses af ter 
cataract s urgery 

Vision s ervices n ot 
covered b y Med icare 

$0 copay for Routine 
Eye Exam, 1 p er 
calendar y ear 

$0 copay for e ye wear up  
to $250 allowance 
Vision s ervices n ot co vered
by

 
 Medicare do not apply to 

Maximum Out of Pocket. 

There is no coinsurance, 
copayment, or deductible
f

 
or t he “Welcome to

M
 

edicare” preventive visit. 

https://www.eyemedvisioncare.com/caresource/public/login.emvc
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SECTION 3 W hat se rvices a re c overed o utside o f Ca reSource
Dua

 
l A dvantage? 

Section 3.1 S ervices not co vered b y C areSource D ual A dvantage 
Medicaid covers y our cost-sharing f or Medicare services, including premiums, deductibles, 
coinsurance, or copays, depending on your level of eligibility. Additional information and the
m

 
ost current list of covered services under G eorgia M edicaid c an b e found at 

medicaid.georgia.gov/contact-georgia-medicaid. 

SECTION 4 Wha t s ervices a re not c overed by t he pl an 

Section 4.1 S ervices not co vered b y th e p lan 

This s ection te lls y ou w hat services ar e “excluded” b y M edicare. E xcluded m eans t hat t he plan 
doesn’t co ver t hese services. 

The chart b elow d escribes s ome services an d i tems t hat ar en’t co vered by  the plan under a ny
c

 
onditions o r ar e covered b y the plan only under specific conditions. 

We won’t pay f or the ex cluded m edical s ervices lis ted in th e chart below e xcept under the
s

 
pecific c onditions lis ted. The only e xception: we w ill pay i f a  service in the ch art b elow is found 

upon appeal to be a  medical s ervice that we should have paid for or covered because of y our
s

 
pecific situation. (For information about appealing a decision we have made to not cover a

m
 

edical service, go to Chapter 9, Section 6.3 in this booklet.) 

All exclusions o r lim itations o n s ervices a re described i n t he Benefits C hart or in the chart below. 

Services n ot co vered b y
Med

 
icare 

Not co vered u nder 
any condition 

Covered o nly u nder specific 
conditions 

Services considered not
r

 
easonable and n ecessary,

acco
 

rding t o t he standards o f
O

 
riginal Medicare 



https://medicaid.georgia.gov/contact-georgia-medicaid
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Services n ot co vered b y
Med

 
icare 

Not co vered u nder 
any condition 

Covered o nly u nder specific 
conditions 

Experimental m edical an d
s

 
urgical procedures, equipment  

and medications May b e covered b y O riginal 
Experimental procedures and 
items a re th ose ite ms a nd
pr

 
ocedures determined by our  

Medicare under a  Medicare- 
approved clinical re search s tudy o r 
by our plan 

plan and Original Medicare to (See Chapter 3, Section 5 for more 
not b e generally acc epted b y information on clinical research 
the me dical community. studies.) 

Private room in a hospital  
Covered only when medically
n

 
ecessary 

Personal ite ms in y our r oom at 
a hospital or a skilled nursing
f

 
acility, s uch as a  telephone or

a
 

te levision 

 

Full-time nursing c are in your
hom

 
e  

*Custodial car e is ca re 
provided in a nursing home,  
hospice, or other f acility 
setting when you do not 
require skilled me dical care o r 
skilled nursing care. 

Homemaker s ervices i nclude 
basic household assistance, 
including light housekeeping
o

 
r lig ht meal preparation. 

 

Fees ch arged f or car e by y our
imme

 
diate r elatives o r

m
 

embers of y our household 


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Services n ot co vered b y
Med

 
icare 

Not co vered u nder 
any condition 

Covered o nly u nder specific 
conditions 

Cosmetic s urgery o r 
procedures  

• C overed i n cas es o f an 
acci

 
dental i njury o r f or

i
 

mprovement of the functioning
of

 
 a malformed body member

•
 

C overed for a ll stages of
r

 
econstruction f or a  breast af ter a  

mastectomy, as w ell as f or t he 
unaffected b reast t o p roduce a 
symmetrical ap pearance 

Routine chiropractic care  
Manual manipulation of the spine to 
correct a subluxation is covered. 

Routine foot care  
Some limited coverage provided 
according t o M edicare guidelines,
e

 
.g., if y ou have diabetes. 

Home-delivered m eals  
Non-Medicare-covered m eal b enefit
l

 
imited to 2 meals a day for up to 14 

days post inpatient discharge
(

 
maximum 28 me als). 

Orthopedic shoes  
If s hoes a re part o f a  leg b race and
a

 
re included in the c ost of the brace, 

or t he shoes ar e for a  person with 
diabetic foot d isease. 

Supportive devices for the feet  
Orthopedic or therapeutic shoes for
pe

 
ople with diabetic foot di sease 

Radial keratotomy, LASIK
s

 
urgery, and other low vision 

aids 


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Services n ot co vered b y
Med

 
icare 

Not co vered u nder 
any condition 

Covered o nly u nder specific 
conditions 

Reversal of s terilization
pr

 
ocedures and or non- 

prescription co ntraceptive 
supplies 

 

Acupuncture  
Covered only for c hronic low back 
pain 

Naturopath services (uses
n

 
atural or a lternative

tr
 

eatments) 

 

*Custodial care is personal care that does not require the continuing a ttention of trained medical 
or paramedical personnel, such as care that helps y ou with activities of daily living, such as
ba

 
thing or dressing. 
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How c an you get i nformation about y our d rug costs? 

Because you ar e eligible for M edicaid, y ou q ualify f or an d a re getting “E xtra Help” from
M

 
edicare to pay for y our prescription drug plan costs. Because y ou are in the “Extra

H
 

elp” program, s ome in formation in t his E vidence of C overage about the costs for
Pa

 
rt D p rescription drugs ma y not apply to you. W e have sent yo u a  separate insert,

cal
 

led t he “Evidence of C overage Rider f or P eople Who G et E xtra Help P aying f or
P

 
rescription Drugs” (also known as the “Low I ncome Subsidy Rider” or the “LIS

R
 

ider”), which tells y ou about y our drug coverage. If y ou don’t have this insert, please
cal

 
l M ember S ervices an d as k f or t he “LIS R ider.” (Phone numbers f or M ember S ervices

a
 

re printed on the back cover of this booklet.) 

SECTION 1 I ntroduction 

Section 1.1 T his chapter d escribes your c overage f or P art D dr ugs 

This ch apter ex plains ru les f or using y our coverage for Part D d rugs. 

In addition to your c overage for Part D drugs, CareSource Dual A dvantage al so co vers s ome 
drugs u nder t he plan’s m edical b enefits. Through i ts co verage of M edicare Part A  benefits, our
p

 
lan g enerally c overs drugs y ou are g iven during c overed stays in the hospital or in a skilled 

nursing f acility. T hrough its c overage of M edicare P art B be nefits, our plan co vers d rugs
i

 
ncluding c ertain chemotherapy drugs, certain drug injections y ou are g iven during a n office

vi
 

sit, and drugs y ou are gi ven at a dialysis facility. Chapter 4 ( Medical Benefits C hart, w hat is
co

 
vered) tells about the benefits and costs for drugs during a c overed hospital or skilled nursing

f
 

acility s tay, as w ell as y our b enefits an d co sts f or P art B d rugs. 

Your drugs may be c overed by O riginal Medicare i f y ou are in Medicare hospice. Our plan only
c

 
overs Medicare Parts A, B, and D services and drugs that are unrelated to your te rminal 

prognosis and related conditions and therefore not covered under the Medicare hospice benefit. 
For more information, please see Section 9.4 (What if you’re in Medicare-certified h ospice). Fo r
i

 
nformation on hospice coverage, see the hospice s ection of Chapter 4 (Medical Benefits Chart, 

what i s co vered). 

The following sections discuss coverage of y our drugs under the plan’s Part D benefit rules. 
Section 9, Part D drug coverage in special situations includes more information on your Part D
co

 
verage and O riginal M edicare. 

In addition to the drugs c overed by Medicare, some prescription drugs a re c overed for y ou under
y

 
our Medicaid benefits. The Drug L ist tells y ou how to find out about y our Medicaid d rug

c
 

overage. 
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Section 1.2 B asic rules f or t he plan’s Part D d rug co verage 

The plan will generally c over y our drugs a s long a s y ou follow these basic rules: 

• You must have a provider (a doctor, dentist or other prescriber) write y our pr escription. 

• Your prescriber must either accept Medicare or file documentation with CMS showing
t

 
hat he or she is qualified to write prescriptions, or y our Part D claim will be denied. You 

should ask your prescribers the next time y ou call or visit if they meet this c ondition. If
not

 
, please be aware it takes time for y our prescriber to submit the necessary paperwork 

to be processed. 

• You generally m ust use a network pharmacy to fill y our prescription. (See Section 2, Fill 
your prescriptions at a network pharmacy or  through the plan’s mail-order service.) 

• Your drug must be on the plan’s L ist of Covered Drugs (Formulary) ( we c all it the “ Drug
L

 
ist” fo r short). (S ee S ection 3,  Your drugs need to be on the plan’s “Drug List.”) 

• Your drug must be used for a medically accepted i ndication. A “m edically acc epted
i

 
ndication” is a use of the drug that is either approved by the Food and Drug

A
 

dministration or supported by c ertain reference books. (See Section 3 for more
i

 
nformation about a medically a ccepted indication.) 

SECTION 2 Fill y our pr escription at a ne twork p harmacy or  
through the pl an’s m ail-order s ervice 

Section 2.1 To have y our pr escription covered, us e a ne twork pha rmacy 

In most cases, your prescriptions are covered only i f they a re f illed at the plan’s network 
pharmacies. ( See Section 2.5 f or information about when we would cover prescriptions filled at
out

 
-of-network pharmacies.) 

A network pharmacy is a pharmacy that has a contract with the plan to provide y our c overed 
prescription d rugs. T he term “co vered d rugs” means all of the Part D prescription drugs that a re
c

 
overed on the plan’s Drug L ist. 
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Section 2.2 Fi nding network pha rmacies 

How do  you find a ne twork ph armacy i n your a rea? 

To find a network pharmacy, you can look in your P rovider & P harmacy Directory, visit our
w

 
ebsite (CareSource.com/Medicare), or call Member Services ( phone numbers ar e printed

on t
 

he back cover of this bookl et). 

You may g o to any of our network pharmacies. I f y ou switch from one network pharmacy to 
another, and you need a r efill of a drug y ou have been taking, you can ask either to have a new
p

 
rescription written by a pr ovider or to have y our pr escription transferred to your new network 

pharmacy. 

What i f t he pharmacy y ou h ave been u sing l eaves the network? 

If the pharmacy y ou have been using leaves the plan’s network, you will have to find a new
pha

 
rmacy that is in the network. To find another ne twork pharmacy in your area, you can get

he
 

lp from Member Services (phone numbers are printed on the back cover of  this booklet) or use
t

 
he Provider & P harmacy Directory. You can also find information on our w ebsite at  

CareSource.com/Medicare. 

What i f y ou n eed a  specialized p harmacy? 

Sometimes p rescriptions m ust b e filled at a  specialized p harmacy. S pecialized p harmacies
i

 
nclude: 

• Pharmacies that supply drugs f or home infusion therapy. 

• Pharmacies that supply drugs f or residents of a long-term ca re ( LTC) f acility. U sually, a 
l

 
ong-term car e facility ( such as a  nursing h ome) h as i ts o wn p harmacy. I f y ou are in an 

LTC f acility, w e must en sure that y ou ar e able to r outinely r eceive your P art D b enefits
t

 
hrough our network of L TC p harmacies, w hich i s t ypically t he pharmacy t hat t he LTC

f
 

acility u ses. If y ou h ave any d ifficulty ac cessing y our P art D b enefits i n an L TC f acility, 
please contact M ember S ervices. 

• Pharmacies t hat s erve the I ndian H ealth S ervice / T ribal / U rban I ndian H ealth P rogram
(

 
not av ailable in P uerto R ico). E xcept i n em ergencies, o nly N ative Americans o r A laska 

Natives h ave access t o t hese pharmacies i n o ur n etwork. 

• Pharmacies th at dispense d rugs th at are r estricted b y th e F DA to c ertain lo cations or that
r

 
equire special ha ndling, provider coordination, or education on their us e. (Note: This

s
 

cenario should happen rarely.) 

To locate a specialized pharmacy, look in your P rovider &  Pharmacy D irectory o r c all M ember
S

 
ervices (phone numbers are printed on the b ack c over of this booklet). 

http://www.caresource.com/Medicare
http://www.caresource.com/Medicare
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Section 2.3 U sing the pl an’s m ail-order ser vices 

For certain kinds of drugs, you can use the plan’s ne twork mail-order s ervices. G enerally, t he 
drugs provided through mail order ar e drugs t hat y ou t ake on a  regular b asis, f or a  chronic or
l

 
ong-term medical condition. The drugs available through our plan’s mail-order s ervice are 

marked as “ mail-order” dr ugs  in our Drug L ist. 

Our plan’s mail-order s ervice requires y ou to order u p to a 90-day s upply . 

To ge t o rder forms a nd i nformation a bout filling y our p rescriptions b y ma il contact M ember
S

 
ervices. 

Usually a ma il-order pharmacy order will get to you in no more than 10 days. If delivery of y our
m

 
edication does not arrive within 10 days, please c all Member Services to check on the status of

y
 

our prescription. If y our medication requires a prior authorization, our mail-order p harmacy w ill 
contact y our doctor. If the prescription is rejected or the medication is out of stock, our mail- 
order p harmacy w ill co ntact y ou an d m ake arrangements f or a  two-week supply of y our
m

 
edication through a local retail pharmacy. For more information about mail-order, visit our

w
 

ebsite at CareSource.com/Medicare or c all o ur M ember S ervices D epartment. 

New p rescriptions t he pharmacy re ceives d irectly f rom y our doctor’s o ffice. 
The p harmacy w ill automatically f ill and d eliver n ew p rescriptions it  receives f rom health
c

 
are providers, without checking with you first, if e ither: 

• You u sed m ail o rder s ervices w ith this plan in the past, or 

• You sign up for automatic delivery of a ll new prescriptions received directly f rom
he

 
alth care providers. You may request automatic de livery of all new

pr
 

escriptions now or a t any time by calling the number on the back of y our card. 

If y ou receive a  prescription automatically by mail that y ou do not want, and you were
n

 
ot co ntacted to see if y ou wanted it before it shipped, you may be eligible f or a refund. 

If y ou used mail order in the past and do not want t he pharmacy to automatically f ill and 
ship each new prescription, please contact us by calling the number on the back of y our
car

 
d. 

If y ou have never us ed our mail order delivery and/or decide to stop automatic fills of
ne

 
w prescriptions, the pharmacy will contact y ou each time it gets a new prescription 

from a health care provider to see if y ou want the m edication filled and shipped 
immediately. This will give y ou an opportunity to make sure that the pharmacy is
de

 
livering the correct drug (including strength, amount, and form) and, if necessary, 

allow y ou to cancel or delay the order before y ou are billed and it is shipped. It is 
important that y ou respond each time y ou are contacted by the pharmacy, to let them
know 

 
 what to do with the new prescription and to prevent any delays in shipping. 

http://www.caresource.com/Medicare
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To opt out of automatic deliveries of new prescriptions received directly from y our health 
care provider’s o ffice, p lease contact u s b y calling the number on the back of y our card. 

Refills o n m ail-order prescriptions. F or refills of y our drugs, you have the option to 
sign up for a n automatic r efill p rogram. U nder th is p rogram we w ill start to pr ocess y our
ne

 
xt refill automatically w hen our records show y ou should be close to running out of

y
 

our drug. The pharmacy will contact y ou prior to shipping each refill to make sure y ou 
are in need of more medication, and you can cancel scheduled refills if y ou have enough 
of y our medication or if y our medication has changed. If y ou choose not to use our auto 
refill p rogram, p lease contact y our p harmacy 14 d ays before y ou think the drugs y ou 
have on hand will run out to make sure y our next order is shipped to you in time. 

To opt out of our program that automatically prepares mail-order r efills, p lease contact u s
b

 
y calling the number on the back of y our card. 

So the pharmacy can reach you to confirm y our order before shipping, please make sure to let the
pha

 
rmacy know the best w ays to contact y ou. Contact y our pharmacy to make sure they have

y
 

our c orrect contact information. 

Section 2.4 H ow c an you get a l ong-term s upply of dr ugs? 

The plan offers two ways to g et a lo ng-term supply ( also cal led an “ex tended s upply”) o f 
“maintenance” drugs on our plan’s Drug L ist. (Maintenance drugs are drugs that y ou take on a
r

 
egular basis, for a c hronic or long-term medical condition.) Yo u ma y o rder th is supply through 

mail order (s ee S ection 2.3) or yo u ma y go to  a r etail p harmacy. 

1. Some retail p harmacies in our network allow y ou to get a long-term supply of
m

 
aintenance d rugs. Your P rovider & P harmacy Directory tells y ou which pharmacies in 

our network can give y ou a long-term supply of m aintenance drugs. You can also call
M

 
ember Services fo r more i nformation (phone numbers ar e printed o n t he back co ver o f

t
 

his booklet). 
2. For certain kinds of drugs, you can u se the plan’s ne twork mail-order services. T he 

drugs a vailable through our plan’s mail-order s ervice are marked as “m ail-order” d rugs i n
o

 
ur D rug L ist with M O ( mail-order drugs). Our plan’s mail-order service requires y ou to 

order up to a 90-day supply. See Section 2.3 for m ore information about us ing our mail- 
order s ervices. 
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Section 2.5 W hen can you use a pha rmacy t hat i s not i n the pl an’s
ne

 
twork? 

Your pr escription may be c overed in certain situations 

Generally, w e cover d rugs f illed at an o ut-of-network pharmacy only when you are not able to 
use a network pharmacy. To h elp y ou, we h ave network pharmacies outside of our s ervice ar ea
w

 
here yo u can ge t yo ur prescriptions f illed as  a m ember of our pl an. If yo u cannot use a n etwork

p
 

harmacy, here ar e the circumstances w hen we would cover prescriptions filled at an out-of- 
network pharmacy: 

• We have network p harmacies o utside of o ur s ervice area where you can g et p rescriptions
f

 
illed. However, you may not  be a ble to use a network pharmacy due to special

ci
 

rcumstances such as an emergency or an illness or  injury while traveling out side of our
s

 
ervice a rea where there a re no network pharmacies. Day supply, quantity limit, prior

a
 

uthorization, and step therapy requirements still apply at out-of-network p harmacies. 

In t hese situations, please check f irst w ith Me mber Services to see if there is a network 
pharmacy n earby. ( Phone numbers for Member Services a re printed on the back cover of this
bookl

 
et.) You may be required to pay the difference between what y ou pay for the drug at the

out
 

-of-network pharmacy a nd the cost that we would cover at an in-network pharmacy. 

How do  you ask f or r eimbursement f rom t he pl an? 

If y ou must use an out-of-network pharmacy, you will generally have to pay t he full cost (rather
t

 
han your normal share of the cost) a t the time y ou fill y our prescription. You can ask us to 

reimburse y ou for our share of the cost. (Chapter 7, S ection 2.1 explains how to ask the plan to 
pay y ou back.) 

SECTION 3 Y our dr ugs ne ed t o be on  the p lan’s “ Drug List” 

Section 3.1 The “ Drug List” t ells w hich Part D dr ugs a re c overed 

The plan h as a  “List of Covered Drugs ( Formulary).” I n this E vidence of Coverage, we c all it
t

 
he “Drug List” for short. 

The drugs on this list are s elected by the plan with the help of a team of doctors and pharmacists. 
The list m ust m eet r equirements s et b y M edicare. M edicare has ap proved t he plan’s D rug L ist. 

The Drug L ist i ncludes t he drugs co vered u nder M edicare Part D ( earlier i n this chapter, Section 
1.1 explains about Part D drugs). In addition to the drugs c overed by Medicare, some
pr

 
escription drugs are covered for y ou under y our Medicaid benefits. The D rug L ist tells y ou 

how to find out about y our Medicaid drug c overage. 
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We will generally c over a  drug on the plan’s D rug L ist as long as y ou follow the other coverage
r

 
ules explained in this chapter and the use of the drug is a medically accepted indication. A

“m
 

edically ac cepted i ndication” is a  use of t he drug t hat i s ei ther: 

• Approved by the F ood and Drug Administration. (That is, the Food and Drug
A

 
dministration has approved the drug for the diagnosis or condition for which it is being

p
 

rescribed.) 

• -- or --  supported b y ce rtain r eferences, such as th e A merican H ospital Formulary S ervice
D

 
rug I nformation and the DR UGDEX Information S ystem. 

Certain drugs may be c overed for some medical conditions, but are considered non- 
formulary for ot her medical conditions. Drugs that are covered for only select medical
c

 
onditions will be identified on our Drug L ist and in Medicare Plan Finder, along with the

s
 

pecific me dical conditions th at they c over. 

The D rug List i ncludes bot h brand name a nd generic dr ugs 

A generic drug is a prescription drug that has the same active ingredients as t he brand n ame drug.
G

 
enerally, i t works just as well as the brand name dr ug a nd usually co sts l ess. T here are generic 

drug substitutes available for many brand name drugs. 

Over-the-Counter D rugs 

Our p lan al so co vers c ertain ove r-the-counter drugs. Some over-the-counter d rugs ar e less
e

 
xpensive than prescription drugs a nd work just as well. For more information, call Member

S
 

ervices (phone numbers are printed on the back cover of this booklet). 

What i s not on  the D rug List? 

The plan does not cover a ll prescription drugs. 

• In s ome cases, t he law d oes n ot al low an y M edicare plan t o co ver ce rtain t ypes o f d rugs
(

 
for more information about this, see Section 7.1 in this chapter). 

• In other cases, we have decided not to include a particular drug on our Drug L ist. 
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Section 3.2 T here are 6 “ cost-sharing tiers” f or dr ugs on  the D rug List 

Every drug on the plan’s D rug L ist is in one of 6 cost-sharing tiers. In general, the higher the
co

 
st-sharing tier, the higher y our cost for the drug: 

• Tier 1 i ncludes P referred G eneric drugs. T his i s t he lowest t ier. 

• Tier 2 i ncludes G eneric drugs. 

• Tier 3 i ncludes P referred B rand d rugs. 

• Tier 4 i ncludes Non-preferred d rugs. 

• Tier 5 in cludes S pecialty T ier d rugs. T his is th e h ighest tier. 

• Tier 6 i ncludes S elect C are d rugs. 

To find out which cost-sharing tier y our drug is in, look it up in th e p lan’s D rug L ist. 

The amount y ou pay for dr ugs in each cost-sharing tier is shown in Chapter 6 (What you pay for
y

 
our Part D prescription drugs). 

Section 3.3 H ow c an you find out i f a s pecific dr ug is on  the D rug List? 

You have three ways to find out: 

1. Check t he most r ecent D rug L ist w e provided electronically. 
2. Visit the p lan’s w ebsite (CareSource.com/Medicare). The Drug L ist on the w ebsite i s 

always th e mo st current. 
3. Call Member Services to find out if a particular drug is on the plan’s D rug L ist or to ask 

for a copy of the list. (Phone numbers for Member Services are printed on the back co ver
of

 
 this booklet.) 

SECTION 4 The re a re r estrictions on  coverage f or s ome dr ugs 

Section 4.1 W hy do  some dr ugs ha ve r estrictions? 

For certain prescription drugs, special rules r estrict how and when the plan covers them. A team
of

 
 doctors and pharmacists developed these rules to help our members use dr ugs in the most

e
 

ffective ways. These special rules a lso help control overall drug costs, which keeps y our drug
co

 
verage more affordable. 

http://www.caresource.com/Medicare
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In general, our rules e ncourage y ou to get a drug that works for y our medical condition and is
s

 
afe and ef fective. W henever a  safe, l ower-cost drug w ill work ju st as w ell medically as a  higher- 

cost drug, the plan’s rules are designed to encourage y ou and your provider to use that lower-cost
opt

 
ion. We also need to comply with Medicare’s rules and regulations for drug c overage a nd cost

s
 

haring. 

If there is a restriction for your drug, it usually means that you or your p rovider will h ave
t

 
o t ake extra s teps i n o rder for us t o co ver the drug. I f y ou want us to waive the restriction for

y
 

ou, you will need to use the coverage decision process and ask us to make an exception. We
m

 
ay or may not agree to waive the restriction for y ou. (See Chapter 9, Section 7.2 for

i
 

nformation about asking for exceptions.) 

Please note that sometimes a drug may a ppear more than once in our drug list. This is because
d

 
ifferent re strictions o r cost sharing may a pply based on factors such as the strength, amount, or

f
 

orm of the drug prescribed by y our health care provider ( for i nstance, 10  mg versus 100 mg; one
pe

 
r day versus two per day; tablet versus liquid). 

Section 4.2 W hat ki nds of r estrictions? 

Our plan uses different types of restrictions to help our members use drugs in the most effective
w

 
ays. The sections below tell y ou more a bout the types of restrictions we use for certain drugs. 

Restricting b rand n ame drugs when a  generic version i s av ailable 

Generally, a “ generic” drug w orks t he same as a  brand n ame drug an d u sually co sts l ess. W hen a  
generic version o f a b rand name dr ug i s a vailable, o ur ne twork pharmacies w ill pr ovide
y

 
ou t he generic version. We usually will not cover the brand name drug w hen a g eneric version 

is available. However, if y our provider has told us the medical reason that the generic drug nor
ot

 
her covered drugs that treat the same condition will not work for y ou, then we will cover the

br
 

and name drug. (Your s hare of the c ost may be g reater for the brand name drug than for the
g

 
eneric drug.) 

Getting plan approval i n advance 

For certain drugs, you or y our provider need to get approval from the plan before w e will agree
t

 
o cover the drug f or y ou. This is called “prior authorization.” Sometimes t he requirement f or

g
 

etting approval in advance helps g uide appropriate use of certain drugs. If y ou do not get this
a

 
pproval, your drug might not be covered by the plan. 
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Trying a di fferent dr ug first 

This requirement encourages y ou to try less costly but  just as effective drugs before the pl an 
covers another drug. For e xample, if Drug A  and Drug B treat t he same medical co ndition and 
Drug A i s less costly, the plan may r equire y ou to try Drug A first. If Drug A  does not work for
y

 
ou, the plan will then cover Drug B . This requirement to try a different drug first is called “step

t
 

herapy.” 

Quantity limits 
For certain drugs, we limit the amount of the drug t hat y ou can have by limiting how much of a 
dr

 
ug y ou can get each time y ou fill y our prescription. For example, if it is normally considered 

safe to take only one pill per day for a certain drug, we may limit coverage for y our prescription 
to no more than one pill per day. 

Section 4.3 D o any o f t hese r estrictions a pply t o your dr ugs? 

The plan’s Drug L ist includes information about the restrictions described above. To find out if
an

 
y o f t hese restrictions a pply to a drug y ou take or want to take, check the D rug L ist. For the

m
 

ost up-to-date information, call Member Services (phone numbers are printed on the back 
cover of this booklet) or c heck our w ebsite (CareSource.com/Medicare). 

If there is a restriction for your drug, it usually means that you or your p rovider will h ave
t

 
o t ake extra s teps i n o rder for us t o co ver the drug. I f there is a  restriction on the drug y ou 

want to take, you should contact Member Services to learn what y ou or y our provider would 
need to do to get coverage for the drug. I f y ou want us to waive the restriction for y ou, you will
ne

 
ed to use the co verage decision p rocess an d as k u s t o m ake an ex ception. We may or may not

a
 

gree to waive the r estriction for y ou. (See Chapter 9, Section 7.2 for information about asking
f

 
or exceptions.) 

http://www.caresource.com/Medicare
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SECTION 5 Wha t i f one of y our d rugs i s not c overed in the w ay
y

 
ou’d like i t t o be c overed? 

Section 5.1 T here are things y ou can do if y our dr ug is not c overed in the
w

 
ay y ou’d l ike it t o b e covered 

We hope that y our drug coverage w ill work well for y ou. But it’s possible that there could be a
pr

 
escription drug y ou are currently taking, or one that y ou and your provider think you should be

t
 

aking, that is not on our f ormulary or is on our f ormulary with restrictions. For example: 

• The drug might not be c overed at a ll. Or maybe a g eneric version of the drug is covered 
but the brand name version you want to take is not co vered. 

• The drug is covered, but t here are extra rules or restrictions on coverage for that drug. As
ex

 
plained i n S ection 4 , s ome of t he drugs co vered b y t he plan h ave extra rules t o r estrict

t
 

heir use. For example, you might be required to try a  different drug f irst, to s ee if it  will 
work, before the drug y ou want to take will be covered for y ou. Or there might be limits
on w

 
hat amount of the drug (number of pills, etc.) i s covered during a  particular time

pe
 

riod. In some cases, you may want us to waive the restriction for y ou. 

• The drug is covered, but i t is in a cost-sharing tie r th at makes y our c ost sharing m ore 
expensive than you think it should be. T he plan puts each covered drug into one of 6 
different co st-sharing tiers. How much you pay for y our prescription depends in part on 
which cost-sharing tier y our drug is in. 

There a re things y ou can do if y our drug is not covered in the way that y ou’d like it to be
co

 
vered. Y our options depend on what type of problem y ou have: 

• If y our drug is not on the Drug L ist or if y our drug is restricted, go to Section 5.2 to learn 
what y ou can do. 

• If y our drug is in a c ost-sharing tier that makes y our cost more expensive than you think 
it should be, go to Section 5.3 to learn what y ou can do. 
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Section 5.2 W hat c an you do  if y our dr ug is not on  the D rug List or i f t he
d

 
rug i s restricted i n s ome way? 

If y our drug is not on the Drug L ist or is restricted, here are things y ou can do: 

• You may be able to get a temporary supply of the dr ug ( only members in certain 
situations c an get a temporary supply). This will give y ou and your provider time to 
change to another drug or to file a request to have t he drug c overed. 

• You can ch ange to an other d rug. 

• You can request an exception and ask the plan to cover the drug or remove r estrictions
fro

 
m t he d rug. 

You may be a ble t o get a t emporary s upply 

Under c ertain ci rcumstances, t he plan can offer a  temporary supply of a  drug to you when your
d

 
rug is n ot on th e D rug L ist or w hen it  is r estricted in s ome w ay. D oing th is g ives y ou time  to 

talk with your provider about the change in coverage and figure out what to do. 

To be eligible f or a temporary supply, you must meet the two requirements below: 

1. The change to your drug coverage m ust be one of the following types of changes: 

• The drug y ou have been taking is no l onger o n the pl an’s D rug L ist . 

• -- or -- the drug y ou have been taking is n ow res tricted i n s ome way ( Section 4 in this
c

 
hapter te lls a bout restrictions). 

2. You must be in one of t he s ituations de scribed below: 

• For t hose members w ho a re new o r who w ere in t he plan l ast y ear: 
We will cover a temporary s upply of y our drug dur ing t he f irst 90 d ays of you r
m

 
embership in the pl an i f y ou were ne w a nd during t he f irst 90 d ays o f t he calendar 

year if you were in the plan last year . This temporary supply will be for a  maximum of
a 

 
30-day supply. If y our pr escription is written for fewer days, we w ill allow mu ltiple

f
 

ills to provide up to a maximum of a 30 day-supply of medication. The prescription must
be

 
 filled at a network pharmacy. ( Please note that t he long-term c are pharmacy m ay

p
 

rovide th e d rug in s maller a mounts a t a time to p revent waste.) 

• For t hose m embers w ho ha ve be en in the pl an for m ore t han 90 days a nd reside i n a
l

 
ong-term ca re (LTC) f acility a nd n eed a s upply ri ght aw ay: 

We will co ver o ne 31-day s upply o f a p articular drug, or less if y our prescription is
w

 
ritten for fewer da ys. This is in addition to the above t emporary supply s ituation. 
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• In the e vent t hat a n unplanned transition occurs in which a prescribed drug may not 
be

 
 on the C areSource Dual A dvantage HM O D-SNP f ormulary o r ma y b e r estricted b y

qua
 

ntity, we may cover a one-time temporary supply of y our drugs up to a 31- day supply. 
This u sually i nvolves l evel o f ca re changes i n which a member is c hanging from one
t

 
reatment setting to another. If this occurs y ou may need to follow the normal coverage

de
 

termination processes for continued coverage. Examples of level-of-care changes
i

 
nclude: 
 Discharge f rom a hospital to home; 
 Ending y our skilled nursing facility Medicare Part A  stay ( where payments

i
 

nclude all pharmacy charges) and you now need to use y our Part D plan; 
 Changing from hospice status and reverting back to standard Medicare Part A and 

B coverage; 
 Discharges f rom ch ronic ps ychiatric hospitals with highly individualized drug

r
 

egimens; 
 Ending an LTC facility stay a nd returning to the c ommunity. 

To ask for a temporary supply, call Member Services (phone numbers are printed on the back 
cover of this booklet). 

During the time when you are g etting a temporary supply of a drug, you should talk with your
pr

 
ovider to decide what to do when your temporary s upply runs out. You can either switch to a

di
 

fferent drug covered by the plan or ask the plan to make an exception for y ou and cover y our
c

 
urrent drug. The sections below tell y ou more about these options. 

You can change t o another dr ug 

Start by talking with your provider. Perhaps there i s a different drug covered by the plan that
m

 
ight work just as well for y ou. You can call M ember S ervices t o as k f or a  list o f co vered d rugs

t
 

hat treat the same medical condition. This list can help your provider f ind a covered drug that
m

 
ight work for y ou. (Phone numbers for Member S ervices ar e printed o n t he back c over of this

bookl
 

et.) 

You can ask f or an e xception 

You and your provider can ask the plan to make a n exception for y ou and cover the drug in the
w

 
ay y ou would like it to be covered. If y our provider says that y ou have medical reasons that

j
 

ustify asking us for a n exception, your provider c an help you request an exception to the rule. 
For example, you can ask the plan to cover a  drug even though it is not on the plan’s Drug L ist. 
Or y ou can ask the plan to make an exception and cover the drug without restrictions. 

If y ou and your provider w ant to ask for a n exception, Chapter 9, Section 7.4 te lls w hat to d o . It
e

 
xplains the procedures a nd deadlines that have been set by Medicare to make sure y our r equest

i
 

s handled promptly and fairly. 
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Section 5.3 W hat c an you do if y our dr ug is i n a  cost-sharing tier y ou think
i

 
s t oo high? 

If y our drug is in a cost-sharing tier y ou think is too high, here are things y ou can do: 

You can change t o another d rug 

If y our drug is in a c ost-sharing tier y ou think is too high, start by talking with your provider. 
Perhaps there is a  different drug in a lower cost-sharing tie r th at might work ju st as w ell for y ou.
Y

 
ou can c all M ember S ervices t o as k f or a  list o f co vered d rugs t hat t reat t he same medical

c
 

ondition. This list can help your pr ovider f ind a covered drug that might work for y ou. (Phone
n

 
umbers f or M ember S ervices ar e printed o n t he back cover of this booklet.) 

You can ask f or an e xception 

You and your provider can ask the plan to make a n exception in the cost-sharing t ier for the d rug
s

 
o that y ou pay less f or it . If y our provider says that y ou have medical reasons that justify a sking

us
 

 for an exception, your pr ovider can help you request an exception to the rule. 

If y ou and your provider w ant to ask for a n exception, Chapter 9, Section 7.4 te lls what to do. It
e

 
xplains the procedures a nd deadlines that have been set by Medicare to make sure y our r equest

i
 

s handled promptly and fairly. 

Drugs in our T ier 5 s pecialty t ier a re not eligible for this type of e xception. We do not lower the
co

 
st-sharing amount for dr ugs in this tie r. 
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SECTION 6 Wha t i f y our c overage c hanges f or one of y our
dr

 
ugs? 

Section 6.1 The D rug List c an c hange dur ing the y ear 

Most of the changes in drug coverage happen at the beginning of each year ( January 1). 
However, during the y ear, the plan might make c hanges to the Drug L ist. For example, the plan 
might: 

• Add o r remove drugs f rom t he Drug L ist. New dr ugs become a vailable, including new
g

 
eneric drugs. Perhaps the government has g iven approval to a new use for a n existing

dr
 

ug. Sometimes, a  drug g ets r ecalled an d w e decide not t o co ver i t. O r w e might r emove 
a d rug f rom the lis t because it  has been found to be ineffective. 

• Move a drug to a higher or lower cost-sharing t ier. 

• Add o r remove a res triction o n co verage for a d rug (fo r more information about
r

 
estrictions t o co verage, s ee Section 4 i n this chapter). 

• Replace a b rand n ame drug w ith a g eneric drug. 

We must f ollow M edicare requirements b efore we ch ange the plan’s Drug L ist. 

Section 6.2 W hat h appens if co verage changes for a  drug you are t aking? 

Information on changes t o drug coverage 

When changes to the Drug L ist occur during the y ear, we post information on our website about
t

 
hose changes. We will update our online Drug L ist on a regularly scheduled basis to include any

ch
 

anges that have occurred after the last update. Below we point out the times that y ou would get
d

 
irect n otice if ch anges a re made to a  drug t hat y ou ar e then t aking. Y ou ca n al so cal l M ember

S
 

ervices for more information (phone numbers are printed on the back cover of this booklet). 
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Do changes t o your dr ug coverage a ffect y ou right a way? 

Changes t hat can af fect y ou t his y ear: I n t he below cas es, y ou w ill b e affected b y t he coverage 
changes d uring t he current y ear: 

• A n ew g eneric drug rep laces a b rand n ame drug o n t he Drug L ist ( or we change the 
cost-sharing t ier or add n ew res trictions t o t he br and name dr ug or both) 

o We may i mmediately r emove a brand n ame drug o n o ur D rug L ist i f w e are 
replacing it  with a n ewly a pproved g eneric v ersion o f t he same d rug th at will 
appear o n t he same or l ower co st-sharing t ier an d w ith t he same or f ewer
r

 
estrictions. A lso, when adding the new g eneric drug, we may decide to keep the

br
 

and name drug on our D rug L ist, but immediately move it to a higher co st- 
sharing tie r or add new restrictions or both. 

o We may n ot t ell y ou i n a dvance before we make that ch ange—even i f y ou ar e 
currently taking the brand name drug. 

o You or y our prescriber can ask us to make an exception and continue to cover the
br

 
and name drug for y ou. For information on how to ask for an ex ception, s ee 

Chapter 9  (What to do if you have a problem or complaint (coverage decisions, 
appeals, complaints)). 

o If y ou ar e taking t he brand n ame drug at t he time we make the change, w e will
pr

 
ovide y ou with information about the specific c hange(s) w e made. This will

a
 

lso include information on the steps y ou may take to request an exception to 
cover the brand name drug. You may not ge t this notice before we make the
ch

 
ange. 

• Unsafe dr ugs a nd other dr ugs o n the D rug L ist t hat a re withdrawn f rom t he market 
o Once in a while, a drug m ay be suddenly withdrawn b ecause it h as be en found to 

be unsafe or r emoved f rom t he market fo r another r eason. If this happens, we w ill 
immediately r emove th e d rug f rom the D rug L ist. I f y ou ar e taking that drug, we
w

 
ill let you know  of this c hange right away. 

o Your p rescriber w ill also know about this change, and can work with you to find 
another drug for y our c ondition. 

• Other changes to drugs on the Drug List 
o We may m ake other ch anges o nce the year h as s tarted t hat af fect d rugs y ou ar e 

taking. For instance, w e m ight add a ge neric drug that is not new to the market to 
replace a brand n ame drug o r ch ange the cost-sharing tier or a dd new r  estrictions
t

 
o the brand name drug or both. We also might ma ke changes based on FDA

box
 

ed warnings or new clinical guidelines recognized by Medicare. We must give
y

 
ou a t least 30 days’ ad vance notice o f t he change or  give y ou notice of the

ch
 

ange and a 30-day re fill o f the drug y ou are taking at a  network p harmacy. 
o After y ou receive notice of  the change, you should be working with your

p
 

rescriber to s witch to a  different d rug t hat w e cover. 
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o Or y ou or your p rescriber can as k us  to make a n exception and continue to cover
t

 
he drug f or y ou. For information on how to ask for an ex ception, s ee Chapter 9 

(
 

What to do if you have a problem or complaint ( coverage decisions, appeals, 
complaints)). 

Changes t o dr ugs o n the D rug L ist t hat w ill no t a ffect pe ople c urrently t aking t he dr ug: Fo r
ch

 
anges t o t he Drug L ist t hat ar e not de scribed above, if y ou are currently taking the drug the

f
 

ollowing types of c hanges will not affect y ou until J anuary 1 of the next y ear if y ou stay in the
pl

 
an: 

• If we move y our drug into a higher cost-sharing tie r 

• If w e put a  new r estriction on your use of the drug 

• If w e remove y our drug from the Drug L ist 

If an y o f t hese changes h appen f or a  drug y ou ar e taking ( but n ot b ecause of a  market
w

 
ithdrawal, a ge neric drug replacing a brand name drug, or other c hange noted in the sections

a
 

bove), then the c hange w on’t affect y our use or w hat y ou pay as y our share of the c ost until
J

 
anuary 1 of the next y ear. Until that date, you probably won’t see a ny increase in your payments

or
 

 any added restriction to your use of the drug. You w ill not get direct notice th is y ear a bout
c

 
hanges that do not affect y ou. However, o n J anuary 1 o f t he next y ear, t he changes w ill af fect

yo
 

u, a nd it  is imp ortant to c heck th e D rug L ist in t he new b enefit y ear f or any c hanges t o d rugs. 

SECTION 7 Wha t t ypes of dr ugs a re not c overed b y t he pl an? 

Section 7.1 T ypes of dr ugs w e d o not c over 

This section tells y ou what kinds of prescription drugs a re “ excluded.” This means Medicare
doe

 
s not p ay for these drugs. 

We won’t pay f or the drugs that are listed in this section. The only exception: I f t he requested
dr

 
ug is found upon appeal to be a drug that is not excluded under Part D and we should have paid 

for or covered it because of y our specific situation. (For information about appealing a  decision 
we have made to not cover a drug, go to Chapter 9, S ection 7.5 in this booklet.) 
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Here are three general r ules ab out d rugs t hat M edicare drug p lans w ill n ot c over u nder P art D : 

• Our plan’s Part D drug coverage c annot cover a  drug that w ould be covered under
M

 
edicare Part A o r P art B . 

• Our plan cannot cover a dr ug purchased outside the United States and its territories. 

• Our plan usually cannot c over off-label u se. “O ff-label u se” is an y u se of t he drug o ther
t

 
han those indicated on a dr ug’s label as a pproved by the F ood and Drug Administration. 

o Generally, co verage for “ off-label use” is allowed only when the use is supported 
by c ertain r eferences, such as th e A merican H ospital Formulary S ervice D rug
I

 
nformation and the DRUGDEX I nformation System. If the use is not supported 

by an y o f t hese references, then our plan cannot c over its “off-label u se.” 

Also, b y l aw, t he categories o f d rugs l isted b elow ar e not co vered b y M edicare. However, some
of

 
 these drugs may be covered for y ou under y our Medicaid drug coverage. P lease refer t o y our

M
 

edicaid p lan’s member handbook for more information on Medicaid drug coverage. 

• Non-prescription drugs (also called over-the-counter drugs) 

• Drugs when used to promote fertility 

• Drugs when used for the r elief of c ough or cold symptoms 

• Drugs when used for cosmetic purposes or to promote hair growth 

• Prescription vitamins and mineral products, except prenatal vitamins and fluoride
pr

 
eparations 

• Drugs w hen u sed f or t he treatment o f s exual o r er ectile dysfunction 

• Drugs when used for treatment of anorexia, weight loss, or weight ga in 

• Outpatient drugs f or which the manufacturer seeks to require that associated tests or
m

 
onitoring services be purchased exclusively from the manufacturer as a c ondition of

s
 

ale 

SECTION 8 Show y our pl an membership c ard w hen you fill a  
prescription 

Section 8.1 Show y our m embership card 

To fill y our prescription, show y our plan membership card at the network pharmacy y ou choose. 
When you show y our plan membership card, the network pharmacy will automatically bill the
p

 
lan fo r our s hare of t he costs o f yo ur covered prescription drug. You will need to pay the

p
 

harmacy y our share of the cost when you pick up y our prescription. 
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Section 8.2 W hat i f y ou don’t ha ve y our m embership card with you? 

If y ou don’t have y our plan membership card with y ou when you fill y our prescription, ask the
p

 
harmacy to c all the p lan to g et the n ecessary in formation. 

If t he pharmacy i s n ot ab le to g et t he necessary i nformation, you  may have to pay the full cost
o

 
f t he pr escription when you pick it up . (You can then ask us t o r eimburse you f or our share. 

See Chapter 7, Section 2.1 for information about how to ask the plan for r eimbursement.) 

SECTION 9 Part D  drug coverage i n special s ituations 

Section 9.1 What i f y ou’re i n a ho spital or a s killed nursing facility f or a  
stay th at is c overed by t he pl an? 

If y ou are admitted to a hospital or to a skilled nursing facility for a stay covered by the plan, w e 
will generally cover the cost of y our prescription drugs during y our stay. Once y ou leave the
hos

 
pital or skilled nursing facility, the plan will cover y our drugs a s long a s the drugs meet all of

our
 

 rules for c overage. See the previous parts of this section that tell about the rules for ge tting
dr

 
ug c overage. Chapter 6 (What you pay for your P art D prescription drugs) g ives m ore 

information about drug coverage a nd what y ou pay. 

Section 9.2 W hat i f y ou’re a r esident i n a l ong-term car e ( LTC) f acility? 

Usually, a long-term c are ( LTC) f acility (such as a nursing home) has its own pharmacy, or a
pha

 
rmacy that supplies drugs f or all of its residents. If y ou are a resident of a  long-term c are 

facility, you may ge t y our prescription drugs through the facility’s pharmacy a s long a s it is part
of

 
 our network. 

Check your P rovider & P harmacy Directory to find out if y our long-term care f acility’s
pha

 
rmacy is part of our network. If it isn’t, or if y ou need more information, please contact

M
 

ember S ervices (phone numbers are pr inted on the back cover of this booklet).  

What i f y ou’re a r esident i n a l ong-term car e (LTC) facility an d b ecome a new
me

 
mber of t he pl an? 

If y ou need a drug that is not on our Drug L ist or is restricted in some way, the plan will cover a
t

 
emporary supply of y our drug during the first 90 days of y our membership. The total supply will

be
 

 for a maximum of 31-days, or less if y our prescription is written for fewer days. (Please note
t

 
hat the long-term care ( LTC) p harmacy m ay p rovide th e d rug in s maller a mounts a t a time to 

pr
 

event waste.) I f y ou have been a member of the pl an for more than 90 days and need a dr ug
t

 
hat is not on our Drug L ist or if the plan has any restriction on the drug’s coverage, we will

c
 

over one 31-day supply, or less if y our prescription is written for fewer days. 
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During the time when you are g etting a temporary supply of a drug, you should talk with your
p

 
rovider to decide what to do when your temporary s upply runs out. Perhaps there is a different

dr
 

ug c overed by the plan that might work just as well for y ou. Or y ou and your provider can ask 
the plan to make an exception for y ou and cover the drug in the way y ou would like it to be
c

 
overed. If y ou and your pr ovider want to ask for a n exception, Chapter 9, Section 7.4 te lls w hat 

to do. 

Section 9.3 W hat i f y ou’re a lso getting drug coverage f rom a n employer or 
r

 
etiree gr oup plan? 

Do you currently have other prescription drug coverage through your (or y our spouse’s)
em

 
ployer o r r etiree group? I f s o, p lease contact t hat group’s benefits administrator. He or s he 

can help you determine how y our current prescription drug c overage will work with our plan. 

In general, if y ou are currently employed, the prescription drug c overage y ou get from us will be
s

 
econdary to your e mployer or retiree gr oup coverage. That means y our g roup coverage would 

pay fi rst. 

Special n ote about ‘ creditable coverage’: 

Each y ear y our e mployer or retiree g roup should send you a notice that tells if y our prescription 
drug co verage for t he next cal endar y ear i s “cr editable” and t he choices y ou h ave for d rug
co

 
verage. 

If the coverage from the g roup plan is “creditable,” it  means th at the plan ha s drug coverage that
i

 
s expected to pay, on average, at least as much as Medicare’s standard prescription drug

c
 

overage. 

Keep t hese notices a bout cred itable coverage, because y ou may need them later. If y ou enroll
i

 
n a  Medicare plan t hat i ncludes P art D drug c overage, you may need these notices to show that

y
 

ou h ave maintained c reditable c overage. If y ou didn’t get a notice about c reditable c overage
f

 
rom y our employer or retiree g roup plan, you can get a  copy from y our employer or retiree

pl
 

an’s benefits a dministrator or the employer or union. 

Section 9.4 W hat i f y ou’re i n Medicare-certified h ospice? 

Drugs are never covered by both hospice a nd our pl an at the same time. If y ou are enrolled in 
Medicare hospice and r equire an an ti-nausea, l axative, p ain me dication o r a ntianxiety d rug th at is
not

 
 covered by y our hospice because it is unrelated to your terminal illness and related 

conditions, our plan must receive notification from either the prescriber or y our hospice provider
t

 
hat the drug is unrelated before our plan can cover the drug. To prevent delays in receiving a ny

unr
 

elated drugs that should be covered by our plan, you can ask your hospice provider or
pr

 
escriber to make sure w e have the notification that the drug is unrelated before y ou ask a

pha
 

rmacy to f ill your p rescription. 
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In the e vent y ou either revoke y our hospice e lection or are discharged from hospice, our plan 
should cover all y our drugs. To prevent any delays at a pharmacy when your Medicare hospice
be

 
nefit ends, you should bring documentation to the pharmacy to verify y our revocation or

di
 

scharge. See the previous parts of this section that tell about the rules for g etting drug coverage
unde

 
r Part D Chapter 6 (What you pay for your Part D prescription drugs) g ives m ore 

information about drug coverage a nd what y ou pay. 

SECTION 10 P rograms on  drug s afety a nd managing medications 

Section 10.1 P rograms t o help members us e dr ugs s afely 

We conduct d rug u se reviews f or o ur m embers t o h elp m ake sure that t hey ar e getting s afe and
ap

 
propriate care. T hese reviews ar e especially i mportant f or m embers w ho h ave more than o ne 

provider who prescribes t heir drugs. 

We do a review e ach time y ou fill a prescription. We also review our r ecords on a regular basis. 
During these reviews, we look for potential problems such as: 

• Possible medication errors 

• Drugs t hat m ay n ot b e necessary b ecause you ar e taking an other d rug t o t reat t he same 
medical condition 

• Drugs that may not be safe or appropriate because of y our age or g ender 

• Certain combinations of dr ugs that c ould h arm you if ta ken a t the s ame time  

• Prescriptions w ritten f or d rugs t hat h ave ingredients y ou ar e allergic to 

• Possible errors in the amount (dosage) o f a  drug y ou ar e taking 

• Unsafe a mounts of opioid pain medications 

If we see a possible problem in your use of medications, we will work with your provider to 
correct the problem. 
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Section 1 0.2 D rug Management P rogram ( DMP) t o help members s afely us e
t

 
heir opi oid medications 

We have a program that c an help make sure our m embers safely use their pr escription opioid 
medications, and other medications that are frequently abused. This program is called a Drug
M

 
anagement Program (DMP). If y ou use opioid medications that y ou get from s everal d octors o r

pha
 

rmacies, we may talk to your doctors to make sure y our use of opioid medications i s 
appropriate a nd medically ne cessary. Working with your doctors, if we decide y our use o f 
prescription opioid or benzodiazepine me dications is not safe, w e ma y limit  how y ou c an g et 
those me dications. T he limita tions ma y b e: 

• Requiring y ou to get all y our prescriptions for opioid or benzodiazepine me dications
fro

 
m a  certain pha rmacy(ies) 

• Requiring y ou to get all y our prescriptions for opioid or benzodiazepine me dications
fro

 
m a  certain doc tor(s) 

• Limiting th e a mount of o pioid or benzodiazepine medications we will cover for y ou 

If w e t hink that one or more of these limitations should apply to you, we w ill send you a letter in 
advance. T he letter w ill h ave information e xplaining th e limita tions we  think should apply to 
you. You will also have an opportunity to tell us which doctors or pharmacies y ou prefer to use, 
and about any other information you think is important for us to know. After y ou’ve had the
oppor

 
tunity to respond, if we decide to limit y our coverage f or these medications, we will send 

you a nother le tter c onfirming th e limita tion. If y ou think we made a mistake or y ou disagree with 
our determination that y ou are at-risk for prescription drug misuse or w ith t he limitation, you and 
your prescriber have the r ight to ask us for an appeal. If y ou choose to appeal, we will review
y

 
our c ase a nd give y ou a de cision. If we continue to deny a ny part of y our request related to the

limita
 

tions th at apply t o y our acc ess t o m edications, w e will au tomatically s end y our cas e to an 
i

 
ndependent reviewer outside of our plan. See Chapter 9 for information about how to ask for an 

appeal. 

The DMP may not a pply t o you if y ou have certain medical conditions, such as cancer, you are
r

 
eceiving hospice, palliative, or end-of-life c are, or live in a long-term c are facility. 

Section 10.3 M edication Therapy M anagement ( MTM) pr ogram t o help 
members m anage their m edications 

We have a program that c an help our members with complex h ealth n eeds.  

This program is vol untary a nd free to members. A team of pharmacists and doctors developed 
the program for us. This program can help make sure that our members g et th e mo st benefit from 
the drugs they take. Our p rogram i s cal led a  Medication Therapy Management (MTM) program. 
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Some members who take medications for different medical conditions and have high drug costs
m

 
ay be able to get services through an MTM p rogram. A pharmacist or other health professional

w
 

ill give y ou a c omprehensive review of all y our m edications. You can talk about how best to 
take y our medications, your costs, and any problems or questions y ou have about y our
pr

 
escription and over-the-counter m edications. Y ou’ll get a w ritten s ummary o f th is d iscussion.

T
 

he summary has a medication action plan that recommends what y ou can do to make the best
us

 
e of y our medications, with space for y ou to take notes or write down any f ollow-up questions. 

You’ll a lso g et a p ersonal medication lis t that will in clude a ll the me dications y ou’re ta king a nd
w

 
hy y ou t ake them. 

It’s a g ood idea to have your medication review before y our y early “ Wellness” visit, so you can 
talk to your doctor about y our a ction plan and medication list. Bring y our action plan and 
medication list with you to your visit or anytime y ou talk with your doctors, pharmacists, and 
other health care providers. Also, keep y our medication list with you (for e xample, with your I D)
i

 
n cas e you g o to the hospital or emergency room. 

If we have a program that fits y our needs, we will a utomatically e nroll y ou in the program and 
send you information. If y ou decide not to participate, please notify us a nd we will withdraw y ou 
from t he p rogram. If y ou have any questions about these programs, please contact Member
S

 
ervices (phone numbers ar e printed o n t he back c over of this booklet). 



CHAPTER 6  
What you pay  for your Part D 

presc
 

ription drugs 
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How c an you get i nformation about y our d rug costs? 

Because you ar e eligible for M edicaid, y ou q ualify f or an d a re getting “E xtra Help” from
M

 
edicare to pay for y our prescription drug plan costs. Because y ou are in the “Extra

H
 

elp” program, s ome information in th is E vidence of C overage about the costs for
P

 
art D p rescription dr ugs ma y not apply to you. W e have sent y ou a separate insert,

cal
 

led t he “Evidence of C overage Rider f or P eople Who G et E xtra Help P aying f or
P

 
rescription Drugs” (also known as the “Low I ncome Subsidy Rider” or the “LIS

R
 

ider”), which tells y ou about y our drug coverage. If y ou don’t have this insert, please
cal

 
l M ember S ervices an d as k f or t he “LIS R ider.” (Phone numbers f or M ember S ervices

a
 

re printed on the back cover of this booklet.) 

SECTION 1 I ntroduction 

Section 1.1 U se this chapter t ogether w ith o ther m aterials that e xplain
y

 
our dr ug coverage 

This chapter focuses on what y ou pay for y our Part D prescription drugs. To keep things simple, 
we use “drug” in t his ch apter t o m ean a  Part D  prescription drug. As explained in Chapter 5, not
a

 
ll d rugs a re P art D d rugs –  some drugs ar e excluded fro m P art D co verage by law. S ome of the

d
 

rugs ex cluded f rom P art D co verage are covered u nder M edicare Part A o r P art B o r under
M

 
edicaid. 

To understand the payment information we g ive y ou in this chapter, you need to know the basics
of

 
 what drugs are covered, where to fill y our prescriptions, and what rules t o follow when you 

get y our c overed drugs. H ere are materials th at explain th ese b asics: 

• The pl an’s L ist of Covered Drugs (Formulary). T o keep things simple, w e c all this th e
“

 
Drug L ist.” 
o This D rug L ist tells w hich drugs a re c overed for y ou. 
o It also te lls w hich o f th e 6 “ cost-sharing t iers” the drug i s i n an d w hether t here are 

any r estrictions on your coverage f or the drug. 
o If y ou need a copy of the Drug L ist, call Member S ervices (phone numbers ar e 

printed on the back cover of this booklet). You can also find the Drug L ist on our
w

 
ebsite at  CareSource.com/Medicare. The Drug List on the w ebsite i s always 

the most current. 

http://www.caresource.com/Medicare
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• Chapter 5 of this booklet. Chapter 5 gives the details about y our prescription drug
c

 
overage, including rules y ou need to follow when y ou get y our covered drugs. Chapter 5 

also tells which types of pr escription drugs are not covered by our plan. 

• The pl an’s P rovider & P harmacy Directory. In most situations y ou must use a network 
pharmacy t o g et y our co vered d rugs ( see Chapter 5 f or t he details). T he Provider & 
P

 
harmacy Directory h as a  list o f p harmacies i n t he plan’s n etwork. I t also t ells y ou which 

pharmacies in our network can give y ou a long-term supply of a drug (such as filling a
pr

 
escription for a  three-month’s supply). 

Section 1.2 T ypes of out -of-pocket c osts y ou may pa y f or c overed drugs 

To understand the payment information we g ive y ou in this chapter, you need to know about the
t

 
ypes of out-of-pocket costs y ou may pay f or y our c overed services. The amount that y ou pay for

a 
 

drug i s ca lled “ cost sharing,” a nd there are three w ays y ou may be a sked to pay. 

• The “deductible”  is the amount y ou must pay for drugs before our plan begins to pay its
s

 
hare. 

• “Copayment” means that y ou pay a  fixed amount each time y ou fill a prescription. 

• “Coinsurance” means that y ou pay a percent of the total cost of the drug each time y ou 
fill a p rescription. 

SECTION 2 Wha t y ou pay f or a dr ug depends o n which “drug 
payment s tage” y ou are i n when y ou get t he d rug 
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Section 2.1 W hat a re t he dr ug payment s tages fo r C areSource D ual
A

 
dvantage me mbers? 

As shown in the table below, there are “ drug payment stages” for y our Medicare Part D
pr

 
escription drug coverage under C areSource Dual A dvantage. How much y ou pay f or a drug

de
 

pends on which of these stages y ou are in a t the time y ou g et a p rescription f illed o r r efilled. 

Stage 1 Stage 2 Stage 3 Stage 4 
Yearly Deductible Initial Coverage Coverage Gap Catastrophic 

Stage Stage Stage Coverage 
Stage 

During this stage, you During this stage, the During this stage, you During this 
pay the full cost o f plan pays i ts s hare of t he pay 25% o f t he price stage, t he pl an 
your T iers 1, 2, 3, 4, cost of y our Tiers 1, 2, 3, for brand name drugs will pay mo st 
and 5 drugs. 4, and 5 drugs and you ( plus a portion of the of t he costs o f 
You s tay in th is s tage pay your share of t he dispensing fee) a nd your drugs fo r 
until y ou have paid cost. 25% of the p rice fo r the rest o f t he 
$445 for y our Tiers 1, After y ou (or others on generic drugs. calendar y ear 
2, 3, 4, and 5 drugs your b ehalf) h ave met You s tay in th is s tage (through 
($445 is the amount of your T iers 1, 2, 3, 4, and until y our y ear-to- December 3 1, 
your T iers 1, 2, 3, 4, 5 deductible, the plan date “out-of-pocket 2021). 
and 5 deductible). pays its share of the c osts costs”  (your (Details ar e in 
(Details ar e in S ection of your Tiers 1, 2, 3, 4, payments) r each a  Section 7 of 
4 of this chapter.) and 5 drugs and you pay 

your s hare.
Y

 

ou s tay in th is s tage
unt

 
il y our y ear-to-date 

“total drug costs” (your
pa

 
yments plus any Part D

p
 

lan’s p ayments) to tal 
$4,130. 
(Details ar e in S ection 5 
of

 
 this chapter.) 

total of $6,550. This
a

 
mount and rules for

c
 

ounting costs toward 
this a mount have
b

 
een s et b y M edicare.

(
 

Details ar e in
S

 
ection 6 of this

ch
 

apter.) 

this chapter.) 
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SECTION 3 We s end you reports t hat e xplain pa yments f or y our
dr

 
ugs a nd which pa yment s tage y ou are i n 

Section 3.1 W e s end you a m onthly r eport c alled the “ Part D E xplanation 
of Benefits” (th e “ Part D E OB”) 

Our plan keeps track of the costs of y our prescription drugs and the payments y ou have made
w

 
hen you get y our prescriptions filled or refilled at the pharmacy. This way, we can tell y ou 

when you have moved from one drug payment stage to the next. In particular, there are two types
of

 
 costs we keep track of: 

• We keep track of how much you have paid. This is called your “out-of-pocket” cost. 

• We keep t rack o f y our “ total drug costs.” This is the amount y ou pay out-of-pocket or
ot

 
hers pay on your behalf plus the amount paid by t he plan. 

Our p lan w ill prepare a w ritten r eport called th e P art D  Explanation of Benefits ( it is s ometimes
cal

 
led t he “Part D E OB”) when you have had one or  more prescriptions filled through the plan 

during the previous month. The Part D EOB provides more information about the drugs y ou 
take, such as increases in price and other drugs with lower co st s haring t hat m ay b e available.
Y

 
ou should consult with your prescriber about these lower cost options. It includes: 

• Information for that month. This report gives the payment details a bout the
pr

 
escriptions y ou have f illed during the previous m onth. It shows the total dr ug c osts, 

what the plan paid, and what y ou and others on your behalf paid. 

• Totals for the year since January 1. This i s cal led “ year-to-date” in formation. I t shows
y

 
ou the total drug c osts and total payments for y our drugs since the y ear began. 

• Drug p rice information. T his in formation w ill display c umulative p ercentage in creases
f

 
or each prescription claim.  

• Available lower cost a lternative prescriptions. T his will include information about
ot

 
her drugs with lower c ost sharing f or e ach p rescription c laim that may b e a vailable. 

Section 3.2 H elp us k eep our i nformation about y our d rug payments up  to 
date 

To keep track of y our drug costs and the payments y ou make for d rugs, w e u se records w e get
f

 
rom pharmacies. Here is how y ou can help us keep your information correct and up to date: 

• Show y our m embership card when you get a pr escription filled. T o m ake sure we 
know about the prescriptions y ou are filling a nd what y ou are paying, show y our plan 
membership card every time y ou get a prescription filled. 
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• Make sure we have the information w e need. T here are times y ou m ay p ay f or
p

 
rescription d rugs w hen w e w ill not automatically g et the in formation w e n eed to 

k
 

eep t rack of y our out-of-pocket costs. To help us ke ep track of y our out-of-pocket costs, 
you may g ive us c opies of receipts for drugs that y ou have purchased. (If y ou ar e billed
f

 
or a covered drug, you can ask our plan to pay o ur s hare of t he cost for the drug. For 

instructions on how to do this, go to Chapter 7, Section 2 of this booklet.) H ere are some 
types of situations when you may want to give us copies of y  our drug r eceipts to be sure
w

 
e have a  complete r ecord of what y ou have spent for y our drugs: 
o When you p urchase a covered d rug at a  network p harmacy at a  special p rice or

us
 

ing a discount card that is not part of our plan’s be nefit 
o When you made a  copayment for drugs that are provided under a drug

m
 

anufacturer p atient as sistance program 
o Any t ime you h ave purchased covered drugs a t out-of-network p harmacies o r

ot
 

her times y ou have paid the full price for a covered drug under special
ci

 
rcumstances 

• Send us i nformation about t he pa yments o thers ha ve m ade f or y ou. P ayments m ade 
by certain other individuals and organizations also count toward your out-of-pocket c osts
a

 
nd help qualify y ou for c atastrophic c overage. For example, payments made by a  State 

Pharmaceutical A ssistance Program, an A IDS d rug as sistance program ( ADAP), the
I

 
ndian H ealth S ervice, an d m ost ch arities count toward your out-of-pocket c osts. You 

should keep a record of these payments and send them to us so we can track your c osts. 

• Check t he written rep ort w e send y ou. W hen y ou r eceive a P art D  Explanation of
B

 
enefits (a P art D E OB) i n the mail, please look it over to be sure the information is

c
 

omplete and correct. If y ou think something is missing from the report, or y ou have any
que

 
stions, please call us a t Member Services (phone numbers ar e printed o n t he back

co
 

ver of this booklet). You may a lso update y our m ailing address, phone number, and 
communication p reference on t he My C areSource o nline member p ortal at  
My.CareSource.com. Be sure to keep these reports. They a re a n important record of
y

 
our dr ug e xpenses. 

SECTION 4 During the De ductible S tage, y ou pay t he f ull c ost of 
yo

 
ur T iers 1 , 2 , 3 , 4 , an d 5 dr ugs 

Section 4.1 You stay i n the D eductible S tage unt il y ou ha ve pa id $445 fo r
yo

 
ur T iers 1, 2, 3, 4, and 5 dr ugs 

Because most of our members get “E xtra Help” w ith their prescription drug costs, the Deductible
S

 
tage does not apply to most members. If y ou receive “Extra Help,” this payment stage does not

a
 

pply to you. 

https://my.caresource.com/
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If y ou do not receive “Extra Help,” th e D eductible S tage is th e f irst payment stage fo r your drug
c

 
overage. You will pay a y early deductible of $445 on T iers 1, 2, 3, 4, and 5 drugs. You must

p
 

ay the f ull c ost of your Tiers 1, 2, 3, 4, and 5 dr ugs unt il y ou reach the pl an’s deductible
a

 
mount. For all other drugs, you will not have to pay a ny d eductible a nd w ill start receiving

co
 

verage immediately. 

• Your “f ull cost” is usually l ower than the normal full price of the drug, since our plan has
ne

 
gotiated lower c osts for most drugs. 

• The “deductible”  is the amount y ou must pay for y our Part D prescription drugs before
t

 
he plan begins to pay its share. 

Once y ou have paid $445 for y our Tiers 1, 2, 3, 4, and 5 drugs, you leave the Deductible Stage
a

 
nd move on to the next drug payment stage, which is th e I nitial Coverage S tage. 

SECTION 5 During the I nitial Cov erage S tage, t he pl an pays i ts
s

 
hare of y our dr ug costs a nd you pay y our s hare 

Section 5.1 What y ou pay f or a dr ug depends on  the dr ug and where y ou 
fill y our pr escription 

During the I nitial Coverage Stage, the plan pays its share of the c ost of y our covered prescription 
drugs, and you pay y our s hare ( your c opayment or coinsurance amount). Your share of the cost
w

 
ill vary depending on the drug and where y ou fill y our prescription. 

The pl an has 6 c ost-sharing tiers 

Every drug on the plan’s D rug L ist is in one of 6 cost-sharing tiers. In general, the higher the
co

 
st-sharing tier number, the higher y our cost for the drug: 

• Tier 1 i ncludes P referred G eneric drugs. T his i s t he lowest t ier. 

• Tier 2 i ncludes G eneric drugs. 

• Tier 3 i ncludes P referred B rand drugs. 

• Tier 4 i ncludes Non-preferred d rugs. 

• Tier 5 in cludes S pecialty T ier d rugs. T his is th e h ighest tier. 

• Tier 6 i ncludes S elect C are drugs. 

To find out which cost-sharing tier y our drug is in, look it up in the plan’s Drug L ist. 
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Your pha rmacy c hoices 

How much you pay for a dr ug depends on whether y ou get the drug from: 

• A retail pharmacy that is i n our plan’s network 

• A pharmacy that is not in the plan’s network 

• The plan’s m ail-order p harmacy 

For more information about these pharmacy choices and filling y our prescriptions, see Chapter 5 
in this booklet and the plan’s P rovider & P harmacy Directory. 

Section 5.2 A t able t hat s hows y our c osts f or a one - month s upply of a 
dr

 
ug 

During th e I nitial Coverage Stage, your share of the cost of a c overed drug w ill be either a
c

 
opayment or coinsurance. 

• “Copayment” means that y ou pay a  fixed amount each time y ou fill a prescription. 

• “Coinsurance” means that y ou pay a percent of the total cost of the drug each time y ou 
fill a p rescription. 

As shown in the table below, the amount of the co payment o r co insurance depends on which 
cost-sharing tie r y our d rug is in . P lease note: 

• If y our covered drug costs less than the copayment amount listed in the chart, you will
pa

 
y that lower price for the drug. You pay ei ther the full price of the drug or t he 

copayment amount, whichever i s l ower. 

• We cover prescriptions filled at out-of-network p harmacies in o nly limite d s ituations.
P

 
lease see Chapter 5 , S ection 2.5 f or information about when we will cover a 

pr
 

escription filled at an out-of-network pharmacy. 
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Your s hare of t he c ost w hen y ou get a one -month su pply o f a  covered P art D 
pr

 
escription drug: 

Tier 

Standard 
retail co st
s

 
haring (i n- 

network)
(

 
up to a 30-day 

supply) 

Mail-order 
cost s haring
(

 
up to a 30- 

day supply) 

Long-term 
care (LTC)
co

 
st s haring

(
 

up to a 31-day 
supply) 

Out-of-network cost 
sharing
(

 
Coverage is limite d

to
 

c ertain s ituations; 
see Chapter 5 f or
de

 
tails.) (up to a 30- 

day supply) 
Cost-Sharing 
Tier 1
(

 
Preferred

G
 

eneric) 

25% of the total 
cost 

Not co vered 25% of the total 
cost 

25% of the total cost 

Cost-Sharing 
Tier 2 
(Generic) 

25% of the total 
cost 

Not co vered 25% of the total 
cost 

25% of the total cos t 

Cost-Sharing 
Tier 3
(

 
Preferred 

Brand) 

25% of the total 
cost 

Not co vered 25% of the total 
cost 

25% of the total cos t 

Cost-Sharing 
Tier 4
(

 
Non-Preferred 

Drug) 

25% of the total 
cost 

Not co vered 25% of the total 
cost 

25% of the total cos t 

Cost-Sharing 
Tier 5 
(Specialty T ier) 

25% of the total 
cost 

Not co vered 25% of the to tal 
cost 

25% of the total cost 

Cost-Sharing 
Tier 6
(

 
Select C are 

Drugs) 

$0 copay Not co vered $0 copay $0 copay 

Section 5.3 I f y our doc tor pr escribes l ess t han a f ull m onth’s s upply, y ou 
may not ha ve t o pay t he c ost of t he e ntire m onth’s s upply 

Typically, t he a mount y ou pay f or a prescription drug c overs a  full month’s supply of a c overed 
drug. However, your doctor can prescribe less than a month’s supply of drugs. There may be
t

 
imes when you want to ask your doctor a bout prescribing less than a month’s supply of a  drug

(
 

for example, when you are trying a medication for the first time that is known to have serious
s

 
ide e ffects). I f your doctor prescribes less than a f ull month’s supply, you will not have to pay

f
 

or th e f ull month’s supply f or certain drugs. 
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The amount y ou pay when you get less than a full m onth’s supply will depend on whether y ou 
are responsible for paying co insurance (a percentage of t he total co st) o r a  copayment ( a flat
dol

 
lar amount). 

• If y ou are responsible f or coinsurance, you pay a p ercentage of the total cost of the drug. 
You p ay t he same percentage regardless o f w hether t he prescription is for a f ull month’s
s

 
upply or for fewer days. However, because the e ntire drug cost will be lower if y ou get

l
 

ess than a full month’s supply, the am ount y ou pay w ill be less. 

• If y ou are responsible f or a copayment for the drug, your c opay will be based on the
num

 
ber of days of the drug that y ou receive. We will calculate the amount y ou pay per

da
 

y f or y our drug (the “ daily cost-sharing rate”) a nd multiply it by the number of days o f 
the drug y ou receive. 

o Here’s an ex ample: L et’s s ay t he copay f or y our drug f or a f ull month’s supply (a
30-

 
day supply) is $30. This means that the amount y ou pay per day f or y our drug

i
 

s $1. If y ou receive a 7 days’ supply of the drug, your payment will be $1 per day
m

 
ultiplied by 7 days, for a  total payment of $7. 

Daily cost s haring allows y ou to make sure a drug w orks for y ou before y ou have to pay for an 
entire month’s supply. You can also ask your doctor to prescribe, and your pha rmacist to 
dispense, less than a full m onth’s supply of a drug or drugs, if this will help you b etter p lan r efill 
dates for different prescriptions so that y ou can take fewer trips to the pharmacy. The amount
y

 
ou pay w ill depend upon the days’ supply y ou receive. 

Section 5.4 A t able t hat s hows y our c osts f or a l ong-term ( 90-day) s upply
o

 
f a dr ug 

For some drugs, you can get a  long-term supply (also called an “extended supply”) w hen you fill
y

 
our prescription. A long-term supply is a  90-day s upply. (For details on where and how to get a

l
 

ong-term supply of a  drug, see Chapter 5, Section 2.4.) 

The table below shows w hat y ou pay when you get a long-term (90-day) s upply of a dr ug. 
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Your s hare of t he c ost w hen y ou get a l ong-term su pply o f a  covered P art D 
pr

 
escription drug: 

Tier 

Standard retail co st
s

 
haring (i n-network)

(
 

90-day supply) 
Mail-order cost sharing 
(90-day supply) 

Cost-Sharing T ier 1 
(Preferred G eneric) 

25% of the total cost 25% of the total cost 

Cost-Sharing T ier 2 
(Generic) 

25% of the total cost 25% of the total cost 

Cost-Sharing T ier 3
(

 
Preferred B rand) 

25% of the total cost 25% of th e to tal cost 

Cost-Sharing T ier 4
(

 
Non-Preferred B rand) 

25% of the total cost 25% of the total cost 

Cost-Sharing T ier 5
(

 
Specialty T ier) 

Not co vered Not co vered 

Cost-Sharing T ier 6 
(Select C are Drugs) 

Not co vered Not co vered 

Section 5.5 Y ou stay i n the I nitial C overage S tage unt il y our t otal dr ug 
costs for t he year r each $4, 130 

You stay in the I nitial Coverage Stage until the total amount for the prescription drugs y ou have
f

 
illed an d r efilled r eaches t he $4,130 l imit for the I nitial Coverage Stage . 

Your total drug cost is based on adding together what y ou have paid and what any Part D plan 
has paid: 

• What you have paid f or all the covered drugs y ou have g otten since y ou started with 
your f irst drug purchase of  the y ear. (See Section 6.2 for more information about how
M

 
edicare calculates y our o ut-of-pocket c osts.) This includes: 
o The $445 y ou paid when you were in the D eductible Stage 
o The total y ou paid as y our share of the cost for y our drugs during the I nitial

C
 

overage S tage 

• What the plan has pa id as its share of the c ost for y our drugs during the I nitial
C

 
overage Stage. (If y ou were e nrolled in a different Part D plan at any time during 2021,  

the amount that plan paid during the I nitial Coverage Stage also counts toward your total
dr

 
ug c osts.) 
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The Part D  Explanation of Benefits (Part D E OB) t hat we send to you will help you keep track of
how

 
 much you and the plan, as w ell as an y th ird p arties, have spent on your behalf during the

y
 

ear. Many people do not reach the $4,130 limit in a y ear. 

We w ill let y ou know if y ou reach this $4,130 a mount. If y ou do reach this amount, you will
l

 
eave the I nitial Coverage Stage and move on to the Coverage Gap Stage. 

SECTION 6 During the Cov erage G ap Stage, y ou r eceive a  
discount on  brand name d rugs a nd pay no  more t han 
25% of t he c osts of ge neric dr ugs 

Section 6.1 You stay i n the C overage G ap S tage unt il y our out -of-pocket
co

 
sts reach $6, 550 

When you are in the Coverage G ap Stage, the Medicare Coverage G ap Discount Program
pr

 
ovides manufacturer discounts on brand name d rugs. You pay 25% of the negotiated price and 

a portion of the dispensing fee for brand name drugs. Both the amount y ou pay a nd the amount
di

 
scounted by the manufacturer count toward your out-of-pocket costs as if y ou had paid them

a
 

nd move y ou through the coverage gap. 

You al so r eceive some coverage f or g eneric drugs. You pay no more than 25% o f the c ost fo r 
generic drugs an d t he plan p ays t he rest. F or g eneric drugs, the amount paid by the plan (75%) 
does not count toward your out-of-pocket costs. Only the amount y ou pay c ounts and moves y ou 
through the c overage ga p. 

You continue paying the di scounted price for brand name drugs and no more than 25% of the
c

 
osts of generic drugs until y our y early out-of-pocket payments reach a maximum amount that

M
 

edicare has s et. I n 202 1, that amount is $6,550. 

Medicare has rules a bout what counts and what does not c ount as y our out-of-pocket c osts. 
When you reach an out-of-pocket limit of $6,550, you leave the Coverage G ap Stage and move
on t

 
o the Catastrophic Coverage S tage. 
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Section 6.2 H ow M edicare calculates your o ut-of-pocket co sts for
pr

 
escription drugs 

Here a re Medicare’s rules that we must follow when we keep track of y our out -of-pocket c osts
fo

 
r your drugs. 

These payments are included in your out -of-pocket co sts 

When you add up your out-of-pocket co sts, you can include  the payments listed below (as
l

 
ong as they are for Part D covered drugs and you followed the rules for drug coverage that

ar
 

e explained in Chapter 5 of this booklet): 

• The amount y ou pay for dr ugs when you are in any of  the f ollowing drug payment stages: 
o The Deductible Stage 
o The Initial C overage Stage 
o The Coverage Gap Stage 

• Any p ayments y ou m ade during t his cal endar y ear as a  member o f a  different M edicare 
prescription drug plan before y ou joined our plan. 

It m atters who pays: 

• If y ou make these payments y ourself, they a re included in your out-of-pocket costs. 

• These payments a re also included if they are made on your behalf by cer tain o ther 
individuals or organizations. This includes payments for y our drugs made by a f riend or
r

 
elative, b y mo st charities, b y A IDS d rug a ssistance p rograms, b y a  State Pharmaceutical

A
 

ssistance Program t hat i s q ualified b y M edicare, or  by the I ndian Health Service. 
Payments m ade by M edicare’s “E xtra Help” Program ar e also i ncluded. 

• Some of t he payments m ade by t he Medicare Coverage Gap D iscount P rogram ar e 
included. The amount the manufacturer pays f or y our brand name drugs is included. But
t

 
he amount the plan pays for y our g eneric drugs is not included. 

Moving on to the Catastrophic Coverage Stage: 
When you (or those paying on your behalf) have spent a total of $6,550 in out-of-pocket
c

 
osts within the calendar y ear, you will move from the Coverage G ap Stage t o the

C
 

atastrophic Coverage Stage. 
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These payments are not i ncluded in your out -of-pocket co sts 

When you add up your out-of-pocket c osts, you are not allowed to include any of t hese 
types of payments for prescription drugs: 

• Drugs y ou buy outside the United S tates a nd its te rritories. 

• Drugs that are not covered by our plan. 

• Drugs y ou get at an out-of-network pharmacy that do not  meet the plan’s requirements
f

 
or out-of-network co verage. 

• Non-Part D drugs, including prescription drugs covered by Part A or Part B  and other
dr

 
ugs e xcluded from coverage by M edicare 

• Payments made by the plan for y our brand or g eneric drugs w hile in t he Coverage Gap 

• Payments for y our drugs t hat are made by g roup health plans in cluding e mployer h ealth
pl

 
ans 

• Payments f or y our d rugs t hat ar e made by ce rtain i nsurance plans and government-funded 
health p rograms s uch as T RICARE an d V eterans A ffairs 

• Payments for y our drugs m ade by a third-party w ith a le gal obligation to p ay f or
pr

 
escription costs (for example, workers c ompensation) 

Reminder: I f any other organization such as the ones listed above pays part or  all of y our
out

 
-of-pocket c osts for drugs, you are required to tell our plan. Call Member Services to let

us
 

 know (phone numbers are printed on the back cover of this booklet). 

How c an you keep track of y our out -of-pocket t otal? 

• We will help you. The P art D  Explanation of Benefits ( Part D E OB) report we send to 
you includes the c urrent a mount of y our out-of-pocket costs (Section 3 in this chapter
t

 
ells about this report). When you reach a total of $6,550 in out-of-pocket costs for the

y
 

ear, th is r eport will tell you th at you h ave le ft the C overage Gap S tage and have moved 
on to the Catastrophic Coverage Stage. 

• Make sure we have the information w e need. Section 3.2 tells what y ou can do to help 
make sure that our r ecords of what y ou have spent a re complete and up to date. 
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SECTION 7 Dur ing the Ca tastrophic Cov erage S tage, t he pl an
p

 
ays m ost of t he c osts f or your dr ugs 

Section 7.1 O nce you ar e in t he Catastrophic Coverage Stage, y ou w ill
st

 
ay i n t his stage for t he rest o f t he year 

You qualify for the Catastrophic Coverage Stage w hen your out-of-pocket co sts h ave reached t he 
$6,550 limit for the calendar y ear. Once y ou are in the Catastrophic Coverage Stage, you will
s

 
tay in th is p ayment stage u ntil the end of the calendar y ear. 

• Your share of the cost for a covered drug w ill be either coinsurance or a copayment, 
whichever i s t he larger a mount: 

o –  either – C oinsurance of 5% of the cost of the drug 
o –  or –  $3.70 f or a  generic d rug o r a  drug t hat i s t reated l ike a generic 

and $9.20 for all other drugs. 

• Our pl an pays t he r est of  the cost. 

SECTION 8 What y ou pay f or v accinations c overed by P art D  
depends on  how a nd where y ou get t hem 

Section 8.1 Our pl an may h ave sep arate coverage for t he Part D v accine 
medication i tself an d f or t he c ost of gi ving you the v accine 

Our p lan p rovides co verage of a  number o f P art D v accines. W e also co ver v accines t hat ar e 
considered medical benefits. You can find out about coverage of these vaccines by g oing to the
B

 
enefits Chart in Chapter 4, Section 2.1. 

There a re two parts to our coverage of Part D vaccinations: 

• The first part of c overage is the cost of t he vaccine medication i tself. T he vaccine is a  
prescription medication. 

• The second part of coverage is for the c ost of gi ving you the vaccine . (T his is s ometimes
cal

 
led t he “administration” of t he vaccine.) 
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What do  you pay f or a P art D v accination? 

What y ou pay for a Part D  vaccination depends on three things: 

1. The type of v accine ( what y ou ar e being v accinated f or). 
o Some vaccines are c onsidered medical benefits. You can find out about y our

c
 

overage of these vaccines by g oing to Chapter 4, B enefits C hart (what is
co

 
vered). 

o Other v accines a re considered P art D d rugs. Y ou can f ind t hese vaccines l isted i n
t

 
he plan’s L ist of Covered Drugs (Formulary). 

2. Where you g et t he vaccine medication. 
3. Who gives you the vaccine. 

What y ou pay at the time y ou get the P art D va ccination can vary depending on the 
circumstances. F or ex ample: 

• Sometimes w hen y ou g et y our v accine, you will have to pay the e ntire cost f or both the
v

 
accine medication an d f or g etting t he vaccine. You can ask our plan to pay y ou back for

our
 

 share of the cost. 

• Other times, when you get the vaccine medication or the vaccine, you will pay only your
s

 
hare of t he cost. 

To show how this works, here are three common ways y ou might g et a P art D  vaccine. 

Situation 1: Y ou buy the P art D v accine at t he pharmacy an d y ou g et y our v accine at t he 
network pharmacy. (Whether y ou have this choice depends on where y ou live. 
Some states do not allow pharmacies to administer a vaccination.) 

• You will have to pay the pha rmacy the a mount of y our c oinsurance or
c

 
opayment for the vaccine and the cost of g iving y ou the vaccine. 

• Our plan will pay the remainder of the c osts. 

Situation 2: Y ou get the P art D v accination at y our doctor’s office. 
• When you get the vaccination, you will pay for the entire cost of the

v
 

accine a nd its a dministration. 
• You can then ask our plan to pay y ou back by using the procedures

t
 

hat are described in Chapter 7 of this booklet ( Asking us to pay a b ill 
you h ave received f or co vered m edical s ervices o r d rugs). 

• You will be reimbursed the amount y ou paid. 
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Situation 3: Y ou buy the P art D va ccine at y our pharmacy, and then take it to your
d

 
octor’s o ffice w here t hey gi ve y ou the vaccine. 
• You will have to pay the pha rmacy the a mount of y our c opayment for

t
 

he vaccine itself. 
• When your doctor g ives y ou the vaccine, y ou w ill pay th e e ntire c ost 

for this service. You can then ask our plan to pay y ou back by using
t

 
he procedures described in Chapter 7 of this booklet. 

• You will be reimbursed the amount charged by the doctor for
ad

 
ministering t he vaccine. 

Section 8.2 Y ou m ay w ant t o ca ll u s at M ember S ervices before y ou g et a  
vaccination 

The rules for c overage of v accinations a re complicated. W e are here to h elp. W e recommend t hat
y

 
ou c all u s f irst at M ember S ervices w henever y ou ar e planning t o g et a  vaccination. (Phone

num
 

bers f or M ember S ervices ar e printed o n t he back co ver of this booklet.) 

• We can t ell y ou ab out how y our vaccination is covered by our plan and explain your
s

 
hare of t he cost. 

• We can tell y ou how to keep your own cost down by using providers an d p harmacies i n
our

 
 network. 

• If y ou are not able to use a  network provider and pharmacy, we can tell y ou what y ou 
need to do to ask us  to pay y ou back for our share of  the cost. 



CHAPTER 7  
Asking us t o pay o ur share of a  bill

you 
 

have received for covered 
medical s ervices or drugs  
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SECTION 1 S ituations i n w hich you should ask us t o pay f or y our
c

 
overed s ervices o r d rugs 

Section 1.1 I f y ou pay f or y our c overed services or dr ugs, or i f y ou receive
a

 
bi ll, y ou can ask u s f or pa yment 

Our network providers bill the plan directly f or y our covered services an d d rugs. If y ou g et a b ill 
for the full cost of medical care or drugs y ou have received, you should send this bill to us s o that
w

 
e can pay it. When you send us the bill, we will look at the bill and decide whether the services

s
 

hould be covered. If we de cide they should be c overed, we will pay the provider directly. 

If you h ave already paid for a Medicaid service or item covered by the plan, you can ask
ou

 
r plan to pay you b ack ( paying y ou back is often called “reimbursing” y ou). It is y our r ight 

to be paid back by our plan whenever y ou’ve paid more than your share of t he cost for medical
s

 
ervices or drugs that are covered by our plan. When you send us a bill y ou have already paid, 

we will l ook at t he bill an d d ecide whether t he services o r d rugs should be c overed. If we decide
t

 
hey should be c overed, we will pay y ou back for t he services or drugs. 

If y ou h ave already p aid f or a Med icare service or item co vered b y t he plan, you can ask our
pl

 
an to pay y ou back (paying y ou back is often called “reimbursing” y ou). It is y our right to be

pa
 

id back by our plan whenever y ou’ve paid more t han your share of the cost f or m edical
s

 
ervices or drugs that are covered by our plan. When you send us a bill y ou have already paid, 

we w ill look a t the b ill and d ecide whether t he services o r d rugs s hould b e covered. I f w e decide 
they should be c overed, we will pay y ou back for t he services or drugs. 

Here a re e xamples of situations in which you may ne ed to ask our plan to pay y ou back or to pay
a 

 
bill y ou h ave received. 

1. When y ou’ve received em ergency o r u rgently n eeded m edical car e f rom a
pr

 
ovider w ho is not i n our pl an’s n etwork 

You can receive emergency services from any provider, whether or not the pr ovider is a part 
of our network. When you receive emergency or u rgently n eeded s ervices from a provider 
who is not part of our network, you should ask the provider to bill the plan. 

• If y ou pay the e ntire amount y ourself at the time y ou receive the care, you need to ask 
us to pay y ou back. Send us the bill, along with documentation of any payments y ou 
have made. 

• At times y ou may g et a bill from the provider asking for payment that y ou think you do 
not owe. Send us this bill, along with documentation of any p ayments y ou h ave already
m

 
ade. 
o If the provider is owed anything, we will pay the pr ovider directly. 
o If y ou have a lready paid for t he service, w e will p ay y ou b ack. 
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2. When a ne twork pr ovider s ends y ou a bi ll y ou think y ou should not pa y 
Network providers should always bill the plan directly. B ut sometimes th ey ma ke mis takes,
a

 
nd ask you to pay for y our services. 

• Whenever y ou get a bill from a network provider, send us the bill. We will c ontact the
pr

 
ovider directly a nd resolve the billing problem. 

• If y ou have a lready paid a bill to a network provider, send us the bill along w ith 
documentation of any payment y ou have made. You should ask us to pay y ou back for
t

 
he difference between the amount y ou paid and the amount y ou owed under the plan. 

3. If y ou ar e retroactively e nrolled in our pl an 
Sometimes a p erson’s e nrollment in th e p lan is r etroactive. ( Retroactive me ans th at the f irst 
day o f th eir e nrollment has a lready p assed. T he e nrollment date ma y ev en h ave occurred l ast
y

 
ear.) 

If y ou were retroactively e nrolled in our plan and you paid out-of-pocket for any of y our
c

 
overed services or drugs after y our e nrollment date, you can ask us to pay y ou back for our

s
 

hare of the c osts. You will need to submit paperwork for us to handle the r eimbursement. 
Please co ntact M ember S ervices f or ad ditional information about how to ask us to pay y ou 
back and deadlines for making y our request. (Phone numbers for Member S ervices ar e 
printed on the back cover of this booklet.) 

4. When you use a n out-of-network pha rmacy t o get a pr escription filled 
If y ou go to an out-of-network pharmacy and try to use y our membership card to fill a
pr

 
escription, the pharmacy m ay not be a ble to submit the claim directly to us. When that

ha
 

ppens, you will have to pay the full cost of y our prescription. (We cover p rescriptions
f

 
illed a t out-of-network pharmacies only in a f ew special situations. Please g o to Chapter 5, 

Section 2.5 to learn more.) Save y our receipt and send a copy to us when you ask us to pay
y

 
ou back: for our share o f the c ost. 

5. When you pay t he f ull c ost f or a pr escription because y ou don’t ha ve y our
pl

 
an membership card with you 

If y ou do not have y our plan membership card with you, you can ask the pharmacy to call the
pl

 
an or to look up your plan enrollment information. However, if the pharmacy cannot get

t
 

he enrollment information they need right away, you may need to pay the f ull cost of the
pr

 
escription yourself. Save y our receipt and send a copy to us when you ask us to pay y ou 

back: for our share o f the c ost. 
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6. When you pay t he f ull c ost f or a  prescription in other s ituations 
You may pay the full cost of the prescription because y ou find that the drug is not covered 
for some reason. 

• For example, the drug may not be on the plan’s L ist of Covered Drugs ( Formulary); o r 
it could have a requirement or restriction that y ou didn’t know about or don’t think 
should apply to you. If y ou decide to get the drug i mmediately, you may need to pay
th

 
e f ull cost for it.  

• Save y our receipt and send a copy to us when you ask us to pay y ou back. In some
s

 
ituations, we may need to get more information from y our doctor in order to pay y ou 

back for our share of the c ost of the drug. 

When you send us a r equest for payment, we will review y our r equest a nd decide whether
t

 
he service or drug should be covered. This is called m aking a  “coverage decision.” If w e 

decide it should be covered, we will pay for our share of the cost for the service or drug. 
If we deny y our request for payment, you can appeal our decision. Chapter 9 of this
bookl

 
et (What to do if you have a problem or complaint (coverage decisions, appeals, 

complaints)) has information about how to make an appeal. 

SECTION 2 Ho w t o a sk us t o pay y ou back or t o pay a bi ll y ou 
have r eceived 

Section 2.1 H ow a nd w here t o send us y our r equest f or pa yment 

Send us y our r equest for pa yment, along with your bill and documentation of any payment y ou 
have made. It’s a g ood idea to make a  copy of y our bill and receipts for y our records. 

Mail your r equest for p ayment together w ith a ny b ills o r r eceipts to u s a t this a ddress: 

Medical P ayment R equests 
CareSource Dual A dvantage HM O D-SNP
P

 
.O. Box 8730 

Dayton, OH 45401-8730 

Prescription P ayment R equests 
Express S cripts
A

 
TTN: M edicare Part D 

P
 

.O. Box 14718 
Lexington, KY 40512-4718 
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Contact M ember S ervices i f y ou h ave any q uestions (phone numbers are printed on the back 
cover of this booklet). If y ou receive bills and you don’t know what to do about those bills, we
c

 
an help. You can also call if y ou want to give us m ore information about a request for payment

y
 

ou h ave already s ent t o us. 

SECTION 3 We w ill c onsider y our r equest f or payment a nd say
y

 
es or no  

Section 3.1 We check to se e whether w e should co ver t he service or d rug
a

 
nd how m uch we o we 

When we receive y our r equest for payment, we will let y ou know if we need any a dditional 
information from y ou. Otherwise, we will consider y our r equest a nd make a coverage decision. 

• If w e decide that t he medical car e or d rug i s co vered an d y ou f ollowed al l t he rules f or
g

 
etting the care or drug, we will pay for our share of the cost fo r the s ervice. If y ou have

al
 

ready p aid f or t he service or d rug, w e w ill mail your r eimbursement o f our share o f the
co

 
st to you. If y ou have not paid for the service or dr ug y et, we will mail the payment

di
 

rectly to the provider. (Chapter 3 explains the rules y ou need to follow for getting y our
m

 
edical s ervices co vered. Chapter 5 explains the rules y ou need to follow for getting y our

P
 

art D prescription drugs co vered.) 

• If w e decide that t he medical car e or d rug i s not  covered, or y ou did not f ollow a ll the
r

 
ules, we will not pay for our share of the cost of t he care or d rug. Instead, we will send 

you a letter that explains the reasons why w e are not sending the payment y ou have
r

 
equested and your rights to appeal that decision. 
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Section 3.2 I f we te ll y ou th at we will n ot p ay al l o r p art o f t he medical ca re 
or dr ug, y ou can make a n appeal 

If y ou think we have made a mistake in turning down your request for payment or y ou don’t
ag

 
ree with t he amount w e are paying, y ou can m ake an ap peal. I f y ou m ake an ap peal, i t m eans

y
 

ou are asking us to change the decision we made w hen we turned down your request for
pa

 
yment. 

For the details on how to make this appeal, go to Chapter 9 of this booklet (What to do if you 
have a problem or complaint (coverage decisions, appeals, complaints)). The appeals process is
a 

 
formal pr ocess with detailed procedures and important deadlines. If making an appeal is new to 

you, y ou w ill find it  helpful to s tart by r eading S ection 5 of  Chapter 9. Section 5 is an 
i

 
ntroductory section that e xplains the process for coverage decisions and appeals and gives

de
 

finitions of terms such as “appeal.” Then after y ou have read Section 5, you can go to the
s

 
ection in Chapter 9 that t ells what to do for y our s ituation: 

• If y ou want to make a n appeal about g etting paid back for a  medical service, go to 
Section 6.3 i n Chapter 9. 

• If y ou want to make a n appeal about g etting paid back for a  drug, go to Section 7.5 of 
Chapter 9. 

SECTION 4 Other situations i n which you should save y our
r

 
eceipts a nd send c opies t o us 

Section 4.1 In some c ases, y ou should send copies of y our r eceipts t o us
t

 
o help us t rack y our out -of-pocket dr ug costs 

There a re some situations when you should let us know about payments y ou have made f or y our
dr

 
ugs. In these cases, you are not asking us for payment. Instead, you are telling us about y our

p
 

ayments s o t hat w e can cal culate your o ut-of-pocket costs correctly. This may help you to 
qualify f or the Catastrophic Coverage Stage more quickly. 

Below is an example of a situation when you should send us copies of receipts to let us know
a

 
bout payments y ou have made for y our drugs: 

When you get a dr ug through a pa tient a ssistance pr ogram of fered by a dr ug 
manufacturer 

Some members ar e enrolled i n a  patient as sistance p rogram o ffered b y a  drug m anufacturer
t

 
hat is outside the plan benefits. If y ou get any drugs through a program offered by a drug

m
 

anufacturer, you may pay a  copayment to the patient as sistance program. 
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• Save y our receipt and send a copy to us so that we can have y our out-of-pocket
e

 
xpenses count toward qualifying y ou for the Catastrophic Coverage Stage. 

• Please note: B ecause you ar e getting y our d rug t hrough t he p atient as sistance program
a

 
nd not through the plan’s benefits, we will not pay f or an y s hare of t hese drug co sts.

B
 

ut sending a  copy o f t he receipt allows us to calculate y our out-of-pocket co sts
c

 
orrectly a nd may help you qualify f or the Catastrophic Coverage Stage more quickly. 

Since you ar e not as king f or payment in the case described above, this s ituation i s not considered 
a coverage decision. Therefore, you cannot make a n appeal if y ou disagree with our decision. 



CHAPTER 8  
Your rights and responsibilities 
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SECTION 1 Our pla n must honor y our ri ghts a s a m ember of t he
pl

 
an 

Section 1.1 We m ust pr ovide i nformation in a w ay t hat w orks f or y ou (in 
languages ot her t han E nglish, in large print, or o ther al ternate 
formats, et c.) 

To get information from us  in a way that works for y ou, please c all Member Services (phone
num

 
bers ar e printed o n t he back c over of this booklet). 

Our plan has people and free interpreter services a vailable to an swer q uestions from disabled and 
non-English speaking members. We can also give y ou information in large pr int or other
al

 
ternate formats at n o co st if y ou need it. We are required to give y ou information about the

pl
 

an’s benefits in a f ormat that i s acces sible and a ppropriate for y ou. To get i nformation from us
i

 
n a way that works f or y ou, please call Member Services (phone numbers a re printed on the

ba
 

ck cover of this booklet). 

If y ou have a ny trouble ge tting information from our plan in a f ormat that is a ccessible and 
appropriate f or y ou, please call to file a g rievance w ith Member S ervices. You may a lso file a
c

 
omplaint with M edicare b y c alling 1- 800-MEDICARE (1 -800-633-4227) o r d irectly w ith th e

O
 

ffice f or C ivil Rights. C ontact information is in cluded in th is E vidence of Coverage, or y ou 
may co ntact M ember Services (phone numbers are printed on the back cover of this booklet) fo r 
additional information. 

Section 1.2 W e must en sure that y ou g et t imely acces s to y our co vered
ser

 
vices and d rugs 

As a  member o f o ur p lan, y ou have the right to choose a p rimary car e provider ( PCP) i n t he 
plan’s network to provide and arrange for y our c overed services (Chapter 3 explains more about
t

 
his). Call Member Services to learn which doctors are accepting new patients (phone numbers

ar
 

e printed o n t he back c over of this booklet). You also have the right to go to a women’s health 
specialist (such a s a g ynecologist) w ithout a r eferral. 

As a plan member, you have the right to get appointments and covered services from the plan’s
ne

 
twork of providers w ithin a reasonable amount of time. T his in cludes th e r ight to g et timely

s
 

ervices from specialists w hen you need that care. You also have the r ight to get y our
pr

 
escriptions filled or refilled at any of our network pharmacies w ithout long delays. 

If y ou think that y ou are not  getting y our medical care or Part D drugs w ithin a reasonable
a

 
mount of time, Chapter 9, S ection 11 of this booklet tells what y ou can do. (If we have denied 

coverage for y our medical care or drugs a nd you don’t agree with our decision, Chapter 9, 
Section 5 t ells what y ou can do.) 
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Section 1.3 W e m ust pr otect t he pr ivacy of y our pe rsonal he alth 
information 

Federal an d s tate laws p rotect t he privacy o f y our m edical r ecords an d p ersonal h ealth
i

 
nformation. We protect y our personal health in formation as r equired b y t hese laws. 

• Your “personal health information” includes the personal information you gave us when 
you enrolled in this plan as well as y our medical records and other medical and health 
information. 

• The laws t hat pr otect y our privacy g ive y ou rights r elated to getting information and 
controlling how y our health information is used. We give y ou a w ritten notice, called a
“N

 
otice of P rivacy P ractice,” that t ells ab out t hese r ights an d ex plains h ow w e protect t he 

privacy of y our health information. 

How do  we pr otect t he pr ivacy of y our he alth information? 
• We make sure that unauthorized people don’t s ee or ch ange your r ecords. 

• In most situations, if we g ive y our health information to anyone w ho isn’t providing y our
c

 
are o r paying fo r your care, w e are required to get written permission from you first. 

Written permission can be given by y ou or by someone y ou have g iven legal power to
m

 
ake decisions for y ou. 

• There a re c ertain exceptions that do not require us to get y our w ritten permission first. 
These exceptions ar e allowed o r r equired b y l aw. 

o For example, we a re r equired to release health information to government
ag

 
encies t hat ar e checking o n q uality o f c are. 

o Because you ar e a member o f o ur p lan t hrough M edicare, w e are required t o g ive 
Medicare y our health information including information about y our Part D
pr

 
escription drugs. If Medicare r eleases y our information for research or other 

uses, this will be done according to Federal statutes and regulations. 

You can see t he i nformation in your r ecords a nd know ho w i t h as been sh ared
w

 
ith others 

You have the r ight to look at y our medical records held at the plan, and to get a copy of yo ur
r

 
ecords. We are a llowed to charge y ou a fee for making c opies. You also have the right to ask us

t
 

o make additions or corrections to your medical records. If y ou ask us to do this, we will work 
with y our h ealth care provider to decide whether t he changes should be made. 

You have the r ight to know how y our health information has been shared with others for any
pur

 
poses that are not routine. 

If y ou have questions or c oncerns a bout the privacy of y our personal health information, please
cal

 
l M ember S ervices (phone numbers are printed on the back cover of this booklet). 



157 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 8 . Y our r ights and  responsibilities 

Section 1.4 W e m ust gi ve y ou information about t he pl an, i ts n etwork of 
p

 
roviders, an d y our co vered ser vices 

As a  member o f C areSource Dual A dvantage, you have the right to get several kinds o f 
information from us. (As explained above in Section 1.1, you have the right to get information 
from us in a way that works for y ou. This includes getting the information in languages other
t

 
han English and in large print or other alternate formats.) 

If y ou want any of the following kinds of information, please call Member S ervices (phone
num

 
bers ar e printed o n t he back co ver of this booklet): 

• Information about our plan. This includes, for example, information about the plan’s
f

 
inancial condition. It also includes information about the number of appeals made by

m
 

embers and the plan’s pe rformance r atings, including how it has been rated by plan 
members and how it compares t o o ther M edicare health p lans. 

• Information about our network providers including o ur network p harmacies. 
o For example, you have the right to get information from us about the

qua
 

lifications of the providers and pharmacies in our network and how we pay the
pr

 
oviders in our network. 

o For a lis t of th e pr oviders and/or pharmacies in the plan’s network, see P rovider
&

 
P harmacy Directory. 

o For more detailed information about our providers or pharmacies, you can call
M

 
ember Services (phone numbers are pr inted on the back cover of this booklet)

or
 

 visit our w ebsite at  CareSource.com/Medicare. 

• Information about your coverage and t he rules y ou must f ollow w hen u sing your
co

 
verage. 
o In Chapters 3 and 4 of this booklet, we explain what medical s ervices ar e covered

f
 

or y ou, any restrictions to your c overage, and what rules y ou must follow to get
y

 
our co vered m edical s ervices. 

o To get the details on your Part D prescription drug coverage, see Chapters 5 a nd 6 
of this booklet plus the plan’s L ist of Covered Drugs (Formulary). These chapters,
to

 
gether w ith th e L ist of Covered Drugs ( Formulary), tell y ou what drugs are

c
 

overed and explain the rules y ou must follow and the restrictions to your
c

 
overage for c ertain drugs. 

o If y ou have questions about the rules o r r estrictions, p lease call M ember S ervices
(

 
phone numbers ar e printed o n t he back co ver of this booklet). 

• Information about why something is not covered and what y ou can do a bout i t. 
o If a medical service or Part D drug is not covered for y ou, or i f y our co verage is

r
 

estricted in some way, you can ask us for a written explanation. You have t he
r

 
ight to this explanation even if y ou received the medical service or drug from an 

out-of-network provider or  pharmacy. 

http://www.caresource.com/Medicare
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o If y ou are not happy or if y ou disagree with a  decision w e make about w hat
m

 
edical care or Part D drug is covered for y ou, you have the right to ask us to 

change the decision. Y ou can as k u s t o ch ange the decision b y m aking an ap peal.
F

 
or details on what to do if something is not covered for y ou in the way y ou think 

it should be covered, see C hapter 9 of this booklet. It g ives y ou the details about
how

 
 to make an appeal if y ou want us to change our decision. (Chapter 9 also tells

a
 

bout how to make a c omplaint about quality of c are, waiting tim es, and other
co

 
ncerns.) 

o If y ou want to ask our plan to pay our share of a  bill y ou have received for
m

 
edical care or a  Part D pr escription drug, see Chapter 7 of this booklet. 

Section 1.5 We m ust s upport y our r ight t o make de cisions a bout y our c are 

You have t he r ight t o know y our t reatment opt ions a nd participate i n decisions
a

 
bout y our he alth care 

You have the r ight to get f ull information from y our doctors and other health care providers
w

 
hen you go for medical care. Your providers must explain your medical condition and your

t
 

reatment ch oices i n a way that you can understand. 

You also have the r ight to participate fully in decisions about y our health care. To help you make
de

 
cisions with your doctors about what treatment is best for y ou, your rights include the

f
 

ollowing: 

• To know about all of your choices. This means that y ou have the right to be told about
a

 
ll of the treatment options that are recommended for y our condition, no matter what they

c
 

ost or whether they are c overed by our plan. I t also includes being told about programs
our

 
 plan offers to help members manage their medications and use drugs safely. 

• To kno w a  bout t he r isks.  You have the right to be told about any risks involved in your
c

 
are. You must be told in advance if any proposed medical care or t reatment i s p art o f a  

research ex periment. Y ou al ways h ave t he choice t o r efuse any ex perimental treatments. 

• The right to say “no.” You have the right to refuse any recommended treatment. This
i

 
ncludes the right to leave a hospital or other medical facility, even if y our doc tor advises

y
 

ou not to leave. You also have the right to stop taking y our medication. Of course, if y ou 
refuse treatment or stop taking medication, you accept full responsibility for what
ha

 
ppens to your body as a  result. 

• To recei ve an ex planation i f y ou a re denied co verage for care. You have the right to 
receive an explanation from us if a provider has denied care that y ou believe y ou should 
receive. To receive this explanation, you will need to ask us for a coverage de cision. 
Chapter 9 of this booklet tells how to ask the plan for a coverage decision. 
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You have t he r ight t o give i nstructions a bout w hat i s t o be done i f y ou are not 
ab

 
le to m ake medical d ecisions for y ourself 

Sometimes p eople become unable to m ake health car e decisions for themselves due to accidents
or

 
 serious illness. You have the right to say what y ou want to happen if y ou are in this situation. 

This means that, if you want to, you can: 

• Fill out a w ritten f orm to g ive s omeone the legal a uthority t o m ake medical d ecisions 
for you i f y ou ever become unable to make decisions for y ourself. 

• Give your doctors w ritten i nstructions about how y ou want them to handle y our
m

 
edical ca re if y ou b ecome unable to m ake decisions f or y ourself. 

The legal documents that y ou can use to give y our directions in advance in these situations are
cal

 
led “ advance directives.” There are different t ypes o f ad vance directives an d d ifferent n ames

f
 

or them. Documents called “living w ill” and “ power of a ttorney f or health ca re” are examples
of

 
 advance directives. 

If y ou want to use a n “advance directive” to give y our instructions, here is w hat to do: 

• Get t he form. I f y ou want to have an advance directive, you can get a form from y our
l

 
awyer, from a social worker, or f rom some office supply stores. You can s ometimes g et

a
 

dvance directive f orms from organizations that give people information about Medicare. 

• Fill it o ut a nd s ign it .  Regardless of w here y ou get this form, keep in mind that it is a
l

 
egal document. You should consider having a lawyer help you prepare it. 

• Give copies t o a ppropriate people. Y ou should give a copy of the f orm to your doctor
a

 
nd to the person you name on the form as the one to make decisions for y ou if y ou can’t. 

You may w ant to give copies to close friends or f amily members as well. Be sure to keep 
a copy at h ome. 

If y ou know ahead of time that y ou are g oing to be hospitalized, and you have signed an advance 
directive, t ake a copy with you to the hospital. 

• If y ou are admitted to the hospital, they will ask you whether y ou have signed an advance
d

 
irective form an d whether y ou have it with you. 

• If y ou have not signed an advance directive f orm, the hospital has f orms av ailable and
w

 
ill ask if y ou want to sign one. 

Remember, i t i s y our choice whether you w ant t o f ill o ut a n a dvance directive ( including
w

 
hether y ou want to sign one if y ou are in the hospital). According to law, no one can deny y ou 

care or discriminate against y ou based on whether or not y ou have signed an advance directive. 
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What i f y our i nstructions a re not f ollowed? 
If y ou have signed an advance directive, and you believe that a doctor or hospital did not follow
th

 
e in structions in it, y ou ma y f ile a c omplaint with t he Georgia D epartment of P ublic H ealth. 

Section 1.6 Y ou have t he r ight t o make c omplaints a nd t o ask u s t o 
reconsider d ecisions w e have made 

If y ou have a ny problems or concerns about y our c overed services or care, Chapter 9 of this
bookl

 
et tells what y ou can do. It g ives the details about how to deal with all types of problems

a
 

nd complaints. What y ou need to do to follow up on a problem or concern depends on the
s

 
ituation. You might need to ask our plan to make a coverage decision for y ou, make an appeal

t
 

o us to change a coverage decision, or make a complaint. Whatever y ou do – ask f or a  coverage 
decision, m ake an ap peal, o r m ake a complaint –  we are required t o t reat y ou f airly. 

You have the r ight to get a  summary of information about the appeals and complaints that other
m

 
embers have f iled against our plan in the past. To get this information, please call Member

S
 

ervices (phone numbers ar e printed o n t he back c over of this booklet). 

Section 1.7 W hat c an you do if y ou believe you are be ing treated unfairly
or

 
y our r ights a re not be ing respected? 

If it is about discrimination, call the Office for Civil Rights 

If yo u b elieve you have been treated unfairly or y our rights have not been respected due to your
r

 
ace, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national origin, you should 

call t he Department o f H ealth an d H uman S ervices’ O ffice for C ivil Rights at 1 -800-368-1019 
or TTY 1 -800-537-7697, or call y our local Office f or Civil Rights. 

Is i t a bout s omething else? 

If y ou believe you have been treated unfairly or y our rights have not been respected, and it’s not 
a

 
bout discrimination, you can get help dealing with the problem y ou are having: 

• You can call M ember Services ( phone numbers ar e printed o n t he back c over of this
bookl

 
et). 

• You can call t he State Health I nsurance Assistance Program. For details about this
or

 
ganization and how to contact it, go to Chapter 2, S ection 3. 

• Or, y ou ca n ca ll Med icare at 1 -800-MEDICARE ( 1-800-633-4227), 24 hours a day, 7 
days a  week. TTY users s hould call 1-877-486-2048. 
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Section 1.8 H ow t o get m ore i nformation about y our r ights 

There are several p laces w here you can g et m ore information about y our rights: 

• You can call M ember Services ( phone numbers ar e printed o n t he back c over of this
bookl

 
et). 

• You can call t he State Health I nsurance Assistance Program. For details about this
or

 
ganization and how to contact it, go to Chapter 2, S ection 3. 

• You can co ntact M edicare. 
o You can v isit t he Medicare website to read or download the publication 

“Medicare Rights & P rotections.” (The p ublication is a vailable a t: 
medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf.) 

o Or, y ou can cal l 1 -800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
w

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

SECTION 2 You ha ve s ome r esponsibilities a s a m ember of t he 
plan 

Section 2.1 What a re y our r esponsibilities? 

Things y ou need to do as a member of the plan are listed below. If y ou have any questions, 
please call M ember S ervices ( phone numbers a re printed on the back cover of  this booklet). 
We’re here to h elp. 

• Get f amiliar with y our covered s ervices a nd t he rules y ou m ust f ollow t o g et t hese 
covered s ervices. Use this Evidence of Coverage bookl et to learn what is covered for
y

 
ou and the rules y ou need to follow t o ge t y our covered services. 
o Chapters 3 and 4 give the details about y our medical services, including what is

c
 

overed, what is not covered, rules to follow, and what y ou pay. 
o Chapters 5 and 6 give the details about y our coverage for Part D prescription 

drugs. 

http://www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf
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• If y ou h ave any o ther health i nsurance coverage or prescription d rug co verage in
a

 
ddition to o ur p lan, y ou are r equired to t ell us . P lease call M ember S ervices t o l et u s

know
 

 (phone numbers a re printed on the back cover of this booklet). 
o We are required t o f ollow r ules s et b y M edicare and M edicaid t o m ake sure that

y
 

ou are using all of y our c overage in combination when you get y our c overed 
services from our plan. This is called “coordination of benefits” because it
i

 
nvolves coordinating the health and drug benefits y ou get from our plan with any

ot
 

her health and drug benefits available to you. We’ll help you coordinate y our
b

 
enefits. (For more information about coordination of benefits, go to Chapter 1, 

Section 7.) 

• T ell y our doctor and o ther health ca re providers t hat y ou are e nrolled i n our pl an.
S

 
how y our plan membership card a nd your Medicaid card whenever y ou get y our

m
 

edical ca re or P art D p rescription d rugs. 

• Help your doctors and ot her providers help you by giving them information, asking 
questions, a nd f ollowing through on your care. 

o To help your doctors and other health providers g ive y ou the best care, learn as
m

 
uch as y ou are able to about y our health problems and give them the

i
 

nformation they need about y ou and your health. Follow the treatment plans and 
instructions th at you and your doctors agree upon. 

o Make sure y our doctors know all of the drugs y ou are taking, including over-the- 
counter drugs, vitamins, and supplements. 

o If y ou have a ny questions, be sure to ask. Your doctors and other health care 
providers are supposed to explain things in a way y ou can understand. If y ou ask a
que

 
stion and you don’t understand the answer y ou are g iven, ask again. 

• Be considerate. W e expect al l o ur m embers t o r espect t he rights o f o ther p atients. W e 
also ex pect y ou to act in a way that helps the smooth running of y our doctor’s office, 
hospitals, and other offices. 

• Pay what you owe . As a plan member, you are responsible for these payments: 
o In order to be e ligible f or our plan, you must have M edicare Part A and Medicare 

Part B. F or mo st CareSource Dual A dvantage members, Medicaid pays f or y our
P

 
art A p remium (if y ou don’t qualify f or it automatically) a nd for y our Part B 

pr
 

emium. If Medicaid is not paying y our Medicare premiums for y ou, you must
c

 
ontinue to pay y our M edicare premiums t o r emain a  member o f t he plan. 

o For most of y our drugs c overed by the plan, you must pay y our share of the cost
w

 
hen you get the drug. This will be a copayment (a fixed amount) or co insurance 

(a percentage of t he total co st). C hapter 6  tells what y ou must pay for y our Part D
pr

 
escription drugs. 
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o If y ou g et an y m edical s ervices o r d rugs t hat ar e not co vered b y o ur p lan o r b y
ot

 
her insurance y ou may ha ve, you must pay the full cost. 
 If y ou disagree with our de cision to deny c overage for a service or drug, 

you can make a n appeal. Please see Chapter 9 of this booklet for
i

 
nformation about how to make an appeal. 

o If y ou are required to pay the extra amount for Part D because of y our higher
i

 
ncome (as reported on your last tax return), you must pay th e e xtra a mount 

directly to th e g overnment to r emain a me mber o f th e p lan. 

• Tell us if you move. I f y ou a re g oing to mo ve, it’ s imp ortant to te ll us r ight away. C all 
Member Services (phone numbers are pr inted on the back cover of this booklet). 

o If you move ou tside of our plan service area, you cannot remain a member of
ou

 
r plan. (Chapter 1 tells about our service area.) We can help you figure out 

w
 

hether y ou are moving out side our service a rea. If y ou are leaving our service
ar

 
ea, y ou will have a Special Enrollment Period when you can join any Medicare

pl
 

an available in your new area. We can let y ou know if we have a plan in your
n

 
ew ar ea. 

o If you move w ithin o ur service area, w e still n eed t o k now s o w e can k eep y our
m

 
embership record up to date and know how to contact y ou. 

o If y ou mo ve, it  is a lso imp ortant to te ll Social Security ( or th e R ailroad
R

 
etirement Board). You can find phone numbers a nd contact information for

t
 

hese organizations in Chapter 2. 

• Call Member Services f or help i f y ou h ave questions o r concerns. W e also w elcome 
any suggestions y ou may have for improving our pl an. 

o Phone numbers and calling hours f or Member Services ar e printed o n t he back
co

 
ver of this booklet. 

o For more information on how to reach us, including our mailing address, p lease 
see Chapter 2 . 



CHAPTER 9  
What t o do if yo u have a problem
or 

 
complaint ( coverage decisions,

appeal
 

s, com plaints) 
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SECTION 1 I ntroduction 

Section 1.1 W hat t o do if y ou have a pr oblem or c oncern 

This ch apter ex plains t he processes f or handling problems and concerns. The process y ou use to 
handle y our problem depends on two things: 

1. Whether y our problem is about benefits covered by M edicare o r Medicaid. If y ou would 
like help d eciding w hether t o u se the Medicare process o r t he Medicaid p rocess, or both, 
please contact M ember S ervices (phone numbers ar e printed o n t he back c over of this
bookl

 
et). 

2. The type of problem y ou are having: 
o For some types of problems, you need to use the p rocess f or coverage decisions

an
 

d appeals. 
o For other types of problems, you need to use the p rocess f or making co mplaints. 

These processes have been approved by Medicare. To ensure fairness a nd prompt handling of
y

 
our problems, each process has a set of r ules, procedures, and deadlines that must be followed 

by us and by y ou. 

Which one do you use? The guide in Section 3 will help you identify the right process to use. 

Section 1.2 W hat ab out t he legal t erms? 

There are technical l egal t erms for some of the r ules, procedures, and types of deadlines
e

 
xplained in th is c hapter. M any o f th ese te rms a re u nfamiliar to mo st people and can be hard to 

understand. 

To keep things simple, this chapter explains the legal rules and procedures us ing simpler words
i

 
n p lace of c ertain l egal t erms. F or ex ample, t his ch apter g enerally s ays “m aking a  complaint” 

rather t han “f iling a  grievance,” “coverage decision” rather t han “o rganization d etermination” or
“co

 
verage determination” or “at -risk d etermination,” and “Independent Review Organization”

i
 

nstead of “Independent R eview Entity.” I t a lso uses abbreviations a s little a s p ossible. 

However, it can be helpful – and s ometimes q uite imp ortant – for y ou to know the correct legal
te

 
rms f or th e s ituation y ou a re in. Knowing which terms to use will help you communicate more

c
 

learly and accurately when you are dealing with your problem and get the right help or
i

 
nformation for y our situation. To help you know w hich terms to use, we include legal terms

w
 

hen w e give th e d etails f or h andling s pecific t ypes o f s ituations. 
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SECTION 2 Y ou can get he lp from gov ernment or ganizations t hat
a

 
re not c onnected with us 

Section 2.1 W here t o get m ore i nformation and personalized assistance 

Sometimes it  can b e c onfusing to s tart or follow through the process for dealing with a problem. 
This can be especially true if y ou do not feel well or have limited energy. Other times, you may
not

 
 have the knowledge y ou need to take the next step. 

Get he lp from a n i ndependent gov ernment or ganization 

We are always available t o help you. But in some situations y ou may also want help or g uidance
f

 
rom someone who is not connected with us. You can always c ontact y our S tate H ealth

I
 

nsurance Assistance Program ( SHIP). This g overnment program has trained counselors in 
every state. The program is not connected with us or  with any insurance company or health plan. 
The counselors a t this program can help you understand which process y ou should use to handle
a

 
 problem y ou are having. They c an also answer y our questions, give y ou more information, and 

offer g uidance on what to do. 

The services of SHIP counselors are f ree. You will find phone numbers in Chapter 2, Section 3 
of this booklet. 

You can also get he lp and information from M edicare 

For more i nformation and help in handling a problem, you can also contact Medicare. Here are
t

 
wo ways to get information directly f rom Medicare: 

• You can c all 1 -800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a  week. 
TTY users should call 1-877-486-2048. 

• You can visit the M edicare w ebsite (medicare.gov). 

You can get he lp and i nformation from M edicaid 

Here are two w ays t o g et i nformation d irectly f rom M edicaid: 

• You can c all 1- 866-211-0950 (TTY: 711). 

• You can visit the Medicaid website (medicaid.georgia.gov). 

http://www.medicare.gov/
https://medicaid.georgia.gov/
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SECTION 3 To  deal w ith your pr oblem, w hich process s hould you 
use? 

Section 3.1 S hould you use t he pr ocess f or M edicare benefits or M edicaid
b

 
enefits? 

Because you h ave Medicare and get assistance from Medicaid, you have different processes that
y

 
ou can use to handle y our problem or complaint. Which process y ou use de pends on whether

t
 

he problem is about M edicare benefits o r M edicaid b enefits. If y our problem is about a benefit
co

 
vered by Medicare, then you should use the Medicare process. If y our problem is about a

be
 

nefit covered by Medicaid, then you should use the Medicaid process. If y ou would like help 
deciding w hether t o u se the Medicare process o r t he Medicaid p rocess, p lease contact M ember
S

 
ervices (phone numbers ar e printed o n t he back c over of this booklet). 

The Medicare process an d M edicaid p rocess ar e described i n d ifferent p arts o f t his ch apter. T o
f

 
ind out which part y ou should read, use the c hart be low. 

To figure out which part of  this chapter will help with your specific problem or concern, 
START H ERE

I

 

s y our problem a bout Med icare benefits o r Medicaid b enefits?

(

 

If y ou would like help deciding w hether y our problem is about Medicare benefits or
M

 
edicaid benefits, please co ntact M ember S ervices. P hone numbers f or M ember S ervices ar e 

printed on the back cover of this booklet.) 

My problem is about M edicare benefits. 

Go to the next section of this chapter, Se ction 4, “ Handling pr oblems a bout
you

 
r Med icare benefits.” 

My problem is about M edicaid co verage. 

Skip ahead to Section 12 of this chapter, “Handling problems about your
Med

 
icaid b enefits.” 
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PROBLEMS A BOUT YOUR MEDICARE BE NEFITS 

SECTION 4 Ha ndling problems a bout y our M edicare be nefits 

Section 4.1 S hould you use t he p rocess for co verage decisions and
a

 
ppeals? Or s hould you use t he pr ocess f or m aking 

complaints? 

If y ou have a  problem or c oncern, you only need to read the parts of this chapter that apply to 
your situation. The c hart be low will help you find the right section of this chapter for problems
or

 
 complaints about b enefits co vered b y Med icare. 

To figure out which part of  this chapter will help with your problem or concern about y our
Med

 
icare b enefits, u se this ch art: 

Is y our problem o r concern a bout y our benefits o r coverage? 

(This includes problems a bout whether particular m edical care or prescription drugs a re
c

 
overed or not, the way in which they are covered, and problems related to payment for

m
 

edical care or prescription drugs.) 

Yes. M y problem is about benefits or coverage. 

Go on to the next section of this chapter, Section 5, “A guide to the basics of
co

 
verage decisions a nd a ppeals.” 

No. My problem is not about benefits or coverage. 

Skip ahead to Section 11 at the end of this chapter: “How to make a complaint 
about quality of care, waiting times, customer service, or other concerns.” 
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SECTION 5 A gui de t o the ba sics of c overage de cisions a nd 
appeals 

Section 5.1 A sking f or co verage decisions and m aking ap peals: t he big
pi

 
cture 

The p rocess fo r asking fo r coverage decisions and appeals deals with problems related to your
be

 
nefits and coverage, including problems related to payment. This is the process y ou use for

i
 

ssues such as whether something is covered or not and the way in which something is covered. 

Asking f or co verage decisions 

A coverage decision is a decision we make a bout y our benefits and coverage or about the amount
w

 
e will p ay f or y our m edical s ervices o r d rugs. W e are making a  coverage decision w henever w e 

decide what is covered for y ou and how much we pa y. For e xample, your plan network doctor
m

 
akes a (favorable) coverage decision for y ou whenever y ou r eceive medical ca re from h im o r

he
 

r or if y our network doctor refers y ou to a medical specialist. You or y our doctor c an al so
co

 
ntact u s an d as k f or a c overage decision if y our doc tor is unsure whether w e will cover a 

pa
 

rticular medical service or refuses to provide medical care y ou think that y ou need. In other
w

 
ords, if y ou want to know if we will cover a medical service before y ou receive it, you can ask 

us to make a coverage decision for y ou. 

In s ome cases, we might decide a service or drug is not covered or is no longer covered by
M

 
edicare for y ou. If y ou disagree with this coverage decision, y ou can m ake an ap peal. 

Making an ap peal 

If w e make a c overage decision and you are not satisfied with this decision, you can “appeal” the
de

 
cision. An appeal is a formal way of a sking us to review and change a coverage decision we

h
 

ave made. 

When you appeal a  decision f or th e f irst time, this is c alled a L evel 1 Appeal. In this appeal, we 
review t he coverage decision w e made to ch eck t o s ee if w e were following al l o f t he rules
pr

 
operly. Your a ppeal is handled by different reviewers than those who made the original

unf
 

avorable decision. When w e have completed the review w e g ive y ou our decision. Under
cer

 
tain ci rcumstances, w hich w e discuss l ater, y ou can r equest an ex pedited o r “f ast co verage 

decision” or fast appeal of a coverage decision. 
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If we say no to all or part of y our L evel 1 Appeal, you can go on to a  Level 2 A ppeal. T he Level
2 A

 
ppeal is conducted by an Independent Review O rganization that is not connected to us.  

• In s ome s ituations, y our c ase w ill be a utomatically s ent to th e I ndependent R eview
O

 
rganization for a L evel 2 A ppeal. 

• In other situations, you will need to ask for a L evel 2 Appeal. 

• See Section 6.4 of this chapter for more information about L evel 2 Appeals. 

If y ou are not satisfied with the decision at the L evel 2 Appeal, you may be able to continue
t

 
hrough additional l evels o f ap peal. 

Section 5.2 H ow t o get he lp when you are a sking for a c overage de cision 
or m aking an appeal 

Would you like some help? Here are resources y ou may wish to use if y ou decide to ask for any
ki

 
nd of coverage decision or appeal a  decision: 

• You ca n ca ll u s a t Me mber Services ( phone numbers ar e printed o n t he back co ver o f 
this booklet). 

• You ca n g et f ree help f rom y our State Health I nsurance Assistance Program ( see 
Section 2 of this chapter). 

• Your doctor can m ake a req uest f or you. 
o For medical care, your doctor can r equest a  coverage decision o r a  Level 1 A ppeal

on 
 

your behalf. If y our a ppeal is denied at L evel 1, i t will be automatically
f

 
orwarded to Level 2. To request any a ppeal a fter L evel 2, your doctor must be

a
 

ppointed as y our representative. 
o For Part D p rescription drugs, your doctor or other prescriber can request a

c
 

overage decision or a L evel 1 or L evel 2 Appeal on your behalf. To request any
a

 
ppeal after L evel 2, your doctor or other prescriber must be appointed as y our

r
 

epresentative. 

• You can ask someone to act on your behalf. If y ou want to, you can name another
pe

 
rson to act for y ou as y our “representative” to ask for a coverage decision or make an 

appeal. 
o There may b e someone who i s al ready l egally au thorized t o act as y our

r
 

epresentative under S tate law. 
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o If y ou want a f riend, relative, your doc tor or other pr ovider, or other person to be
y

 
our r epresentative, cal l M ember S ervices ( phone numbers are pr inted on the

b
 

ack cover of this booklet) and ask for the “Appointment of Representative”
fo

 
rm. (The f orm i s al so a vailable on M edicare’s w ebsite at  

cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf.) The form
gi

 
ves that person permission to act on your behalf. It  must be signed by y ou and 

by the person who you would like to act on your behalf. You must g ive us a copy
of

 
 the signed form. 

• You also have the right to hire a lawyer to act for you. You may c ontact y our own 
lawyer, or ge t the name of a lawyer from y our local bar association or other r eferral
s

 
ervice. T here are also g roups t hat w ill g ive you f ree legal s ervices i f y ou q ualify.

H
 

owever, you are not required to hire a lawyer  to ask for any kind of c overage
d

 
ecision or appeal a decision. 

Section 5.3 W hich section of t his c hapter gi ves t he de tails f or y our
s

 
ituation? 

There a re f our different types of situations that involve coverage decisions and appeals. Since
e

 
ach situation has different rules and deadlines, we g ive the details f or ea ch o ne in a  separate 

section: 

• Section 6 o f t his ch apter: “Y our m edical ca re: H ow t o as k f or a  coverage decision o r
m

 
ake an ap peal” 

• Section 7  of this chapter: “Your Part D prescription drugs: How to ask for a  coverage
de

 
cision or make an ap peal” 

• Section 8  of this chapter: “How to ask us to cover a  longer in patient hospital stay if y ou 
think the doctor is discharging y ou too soon” 

• Section 9  of this chapter: “How to ask us to keep covering certain medical services if y ou 
think your coverage is ending too soon” ( Applies t o t hese services o nly: h ome health ca re,
s

 
killed n ursing f acility c are, a nd C omprehensive O utpatient Rehabilitation F acility

(
 

CORF) s ervices) 

If y ou’re not sure which section you should be using, please call M ember S ervices (phone
num

 
bers ar e printed o n t he back c over of this booklet). You can also get help or information 

from government organizations such as y our State H ealth Insurance A ssistance Program
(

 
Chapter 2, Section 3, of t his booklet has the phone numbers for this p rogram). 

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
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SECTION 6 Y our m edical c are: H ow t o a sk for a c overage
d

 
ecision o r m ake an a ppeal 

Have you r ead S ection 5  of t his chapter (  A gui de t o “the ba sics” of 
co

 
verage decisions and ap peals)? If not , y ou may w ant t o read it be fore

y
 

ou s tart this sect ion. 

Section 6.1 Thi s s ection tells w hat t o do if y ou have pr oblems ge tting 
coverage for m edical car e o r i f y ou w ant u s to p ay y ou b ack 
for y our c are 

This s ection i s ab out y our b enefits f or m edical c are and s ervices. T hese benefits ar e described i n
C

 
hapter 4 of this booklet: B enefits C hart ( what i s co vered). To keep things simple, we generally

r
 

efer t o “m edical car e coverage” or “m edical c are” in t he rest o f t his s ection, i nstead o f r epeating
“m

 
edical c are or t reatment o r s ervices” every t ime. T he term “m edical c are” includes m edical

i
 

tems an d s ervices as w ell as M edicare Part B p rescription d rugs. I n s ome cases, d ifferent r ules
a

 
pply to a r equest for a Part B prescription drug. In those cases, we will explain how the rules for

P
 

art B prescription drugs ar e different f rom t he rules f or m edical i tems an d s ervices. 

This section tells what y ou can do if y ou are in any of the five following situations: 

1. You ar e not g etting c ertain m edical ca re you w ant, an d y ou b elieve that t his car e is
c

 
overed by our plan. 

2. Our plan will not approve the medical care y our doctor or other medical provider wants
t

 
o give y ou, and you believe that this care is covered by the plan. 

3. You have received medical care that y ou believe should be covered by the pl an, but we
h

 
ave s aid w e w ill not pay f or th is c are. 

4. You h ave received an d p aid f or m edical car e that y ou b elieve should b e covered b y t he 
plan, and you want to ask our plan to reimburse y ou for this care. 

5. You ar e being t old t hat co verage for c ertain m edical ca re you have been getting that we
pr

 
eviously a pproved will be reduced or stopped, and you believe that reducing or

s
 

topping this care c ould harm y our health. 

• NOTE: I f t he coverage that w ill b e stopped i s f or hospital ca re, h ome health ca re,
s

 
killed n ursing f acility ca re, o r Comprehensive Outpatient R ehabilitation

F
 

acility ( CORF) s ervices , y ou n eed t o r ead a  separate section o f t his ch apter b ecause 
special rules apply to these types of care. Here’s w hat to read in those situations: 
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o Section 8  of this chapter: How to ask us to cover a longer inpatient hospital stay if
y

 
ou think the doctor is discharging you too soon. 

o Section 9  of this chapter: How t o a sk us t o keep co vering cer tain m edical s ervices
i

 
f you think your coverage is ending too soon. This section is about t hree services

onl
 

y: home health care, skilled nursing facility care, and Comprehensive
O

 
utpatient Rehabilitation F acility ( CORF) s ervices. 

• For al l other situations that involve being told that medical care y ou have been 
getting w ill be s topped, u se th is s ection ( Section 6)  as y our g uide for what to do. 

Which of t hese s ituations a re y ou in? 

If you are in this situation: This i s w hat y ou can do: 

To find out whether we w ill cover the
m

 
edical ca re you w ant. 

You can as k u s t o m ake a co verage decision for
yo

 
u.

G
 

o to the next section of this chapter, Section 6.2. 

If w e a lready to ld y ou th at we w ill not 
cover o r p ay f or a  medical s ervice in t he 
way that y ou want it to be covered or
pa

 
id for. 

You can m ake an ap peal. (This means y ou are
a

 
sking us to reconsider.)

S
 

kip ahead to Section 6.3 of this chapter. 

If y ou want to ask us to pay y ou back for
m

 
edical ca re you h ave already r eceived

a
 

nd paid for. 

You can send us the bill.
S

 

kip ahead to Section 6.5 of this chapter. 
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Section 6.2 S tep-by-step: H ow t o ask f or a  coverage decision
(

 
how t o ask our pl an to authorize or pr ovide t he m edical c are

c
 

overage y ou want) 

Legal T erms 

When a coverage decision involves y our 
medical ca re, i t i s cal led an “or ganization 
determination.” 

Step 1:  You ask  our p lan t o m ake a co verage decision o n t he medical ca re you
a

 
re r equesting. I f y our he alth requires a qu ick r esponse, y ou should ask us t o 

make a “fast co verage decision.” 

Legal T erms 

A “f ast co verage decision” is cal led an  
“expedited d etermination.” 

How to request coverage for the medical care you want 

• Start by c alling, writing, or faxing our plan to make y our request for us to 
authorize or provide coverage f or the medical care y ou want. You, your doctor, or
y

 
our r epresentative can d o th is. 

• For the details on how to contact us, go to Chapter 2, S ection 1 and look for t he
s

 
ection cal led H ow to contact us when you are asking for a coverage decision 

about your medical care. 

Generally, we use the standard deadlines for giving you our decision 
When we give y ou our decision, we will use the “standard” deadlines unless we have a greed 
to u se the “fast” deadlines. A s tandard coverage d ecision means we will gi ve you an
an

 
swer within 14 calendar days af ter w e receive your r equest f or a m edical i tem or

s
 

ervice. If y our request is for a M edicare Part B p rescription d rug, w e will g ive you a n
a

 
nswer w ithin 72 ho urs af ter w e receive your r equest. 

• For a req uest f or a m edical i tem o r service, w e can t ake up t o 1 4 m ore calendar 
days if y ou ask for more t ime, or if we need information (such as medical r ecords
f

 
rom out-of-network providers) t hat m ay b enefit y ou. I f w e decide to t ake extra days

t
 

o make the decision, we w ill tell you in w riting. W e can’t t ake extra time to m ake a 
decision i f your request i s fo r a M edicare P art B p rescription d rug. 
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• If y ou believe w e should not take extra days, you can file a “fast complaint” about
our

 
 decision to take extra days. When you file a  fast complaint, we will give y ou 

an answer to your complaint within 24 hours. (The process f or making a c omplaint
i

 
s different from the process for coverage decisions and appeals. For more

i
 

nformation about the process for making c omplaints, including fast complaints, 
see Section 1 1 of this chapter.) 

If yo ur h ealth requires it, ask us to give you a “fast co verage decision” 

• A f ast coverage de cision means w e w ill a nswer w ithin 72 ho urs i f y our req uest
i

 
s f or a m edical i tem o r service. I f y our request i s f or a Med icare Part B 

p
 

rescription d rug, w e will a nswer within 2 4 h ours. 
o For a req uest f or a m edical i tem o r service, w e can t ake up t o 1 4 m ore 

calendar days if w e f ind th at some in formation th at may b enefit you i s 
missing (such as medical records f rom out-of-network providers), or if y ou 
need time t o get information to us for the review. If we decide to take e xtra
d

 
ays, w e w ill tell you in w riting. W e can’t t ake extra time to m ake a decision

i
 

f y our r equest is for a Medicare Part B prescription drug. 
o If y ou believe w e should not t ake extra days, y ou c an f ile a “ fast complaint”

a
 

bout our decision to take extra days. (For more information about the
pr

 
ocess for making complaints, including fast complaints, see Section 11 of

th
 

is c hapter.) W e w ill call you a s soon as w e make the decision. 

• To get a fast coverage d ecision, y ou m ust m eet t wo req uirements: 
o You can g et a  fast co verage decision onl y if y ou are asking f or coverage for

m
 

edical ca re yo u h ave not yet r eceived. (You cannot a sk fo r a fast c overage 
decision if y our request is about payment for medical ca re you h ave already
r

 
eceived.) 

o You can g et a  fast co verage decision onl y if using t he standard deadlines
c

 
ould cause serious harm to your health or hurt your ability to function. 

• If your doctor tells us that your health requires a “fast coverage d ecision,” w e 
will automatically agree to give you a fast coverage d ecision. 

• If y ou as k f or a  fast co verage decision on your own, without y our doctor’s s upport, 
we w ill d ecide whether y our h ealth r equires t hat w e give you a  fast co verage 
decision. 
o If we decide that y our medical condition does not meet the requirements for a

f
 

ast co verage decision, w e w ill send y ou a le tter th at says s o ( and w e w ill use
t

 
he standard deadlines instead). 

o This le tter w ill tell you th at if y our d octor a sks f or th e f ast coverage d ecision,
w

 
e w ill automatically g ive a f ast coverage decision. 
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o The le tter w ill also te ll how y ou c an f ile a “ fast complaint” a bout our d ecision
t

 
o give y ou a standard coverage decision i nstead o f t he fast co verage decision 

you requested. (For more information about the process for making c omplaints, 
including fast c omplaints, see Section 11 of this chapter.) 

Step 2:  We co nsider y our r equest f or m edical car e coverage and g ive you o ur
an

 
swer. 

Deadlines for a “fast” coverage decision 

• Generally, f or a f ast co verage decision on a  request f or a  medical i tem o r s ervice, w e 
will give y ou our answer w ithin 72 ho urs . If y our r equest i s f or a  Medicare Part B 
pr

 
escription drug, we will answer w ithin 24 ho urs. 
o As explained above, we c an take up to 14 more c alendar d ays u nder cer tain

ci
 

rcumstances. I f w e decide to t ake extra days t o m ake the coverage decision, 
we w ill tell you in w riting. W e can’t t ake extra time to m ake a decision i f y our
r

 
equest i s f or a  Medicare Part B p rescription d rug. 

o If y ou believe w e should not t ake extra days, y ou c an f ile a “fast co mplaint”
a

 
bout our decision to take extra days. When you file a fast complaint, we w ill

g
 

ive y ou an answer to your complaint within 24 hours. (For more information 
about the process f or making complaints, including fast complaints, see Section 
11 of this chapter.) 

o If we do not g ive y ou our answer within 72 hours (or if there is an extended 
time period, by the e nd of that period), or within 24 hour s if y our request is for a
M

 
edicare Part B prescription drug, you have the right to appeal. Section 6.3

b
 

elow tells how to make a n appeal. 

• If our answer is no to part or all of what you requested, we will s end y ou a  
detailed w ritten e xplanation a s to w hy w e said no. 

Deadlines for a “standard” coverage decision 

• Generally, f or a  standard co verage decision on a  request f or a  medical i tem o r s ervice, 
we will give y ou our answer w ithin 14 calendar days o f recei ving y our request. If 
y

 
our r equest is for a  Medicare Part B prescription drug, we will g ive y ou an answer

wi
 

thin 72 ho urs  of receiving y our request. 
o For a  request f or a  medical i tem o r s ervice, w e can t ake up t o 1 4 m ore c alendar

d
 

ays ( “an ex tended t ime period”) u nder c ertain ci rcumstances. I f w e decide t o
t

 
ake extra days t o m ake the coverage decision, w e w ill tell you in w riting. W e

can
 

’t t ake extra time to m ake a decision i f y our r equest i s f or a  Medicare Part B 
pr

 
escription drug. 
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o If y ou believe w e should not t ake extra days, y ou c an f ile a “fast co mplaint”
a

 
bout our decision to take extra days. When you file a f ast complaint, w e w ill 

give y ou an answer to your complaint within 24 hours. (For more information 
about the process f or making complaints, including fast complaints, see Section 
11 of this chapter.) 

o If we do not g ive y ou our answer within 14 calendar d ays ( or i f t here is an 
e

 
xtended time period, by t he end of that period), or w ithin 72 hour s if y our

re
 

quest i s fo r a M edicare P art B prescription drug, you have the right to appeal. 
Section 6.3 be low t ells h ow t o m ake an ap peal. 

• If our answer is no to part o r all o f w hat y ou req uested, w e w ill send y ou a w ritten
s

 
tatement that explains why we said no. 

Step 3:  If w e say n o t o y our r equest f or co verage for m edical ca re, y ou d ecide if
y

 
ou w ant t o m ake an ap peal. 

• If we  say no, you have the right to ask us to reconsider – a nd perhaps change – this
d

 
ecision b y m aking an ap peal. M aking an ap peal m eans m aking an other t ry t o g et t he 

medical ca re coverage you w ant. 

• If y ou d ecide to m ake an a ppeal, it means y ou are g oing on to Level 1 of the appeals
p

 
rocess ( see Section 6.3 below). 

Section 6.3 S tep-by-step: H ow t o m ake a  Level 1  Appeal
(

 
How t o as k for a  review o f a  medical c are coverage decision

m
 

ade b y our pl an) 

Legal T erms 

An ap peal t o t he plan ab out a  medical ca re 
coverage decision i s cal led a  plan 
“reconsideration.” 

Step 1:  You co ntact u s and m ake your ap peal. I f y our he alth requires a  quick
r

 
esponse, y ou must as k f or a  “fast ap peal.” 

What to do 

• To start an appeal you, your doctor, or your r epresentative, must c ontact us. 
For details on how to reach us for any purpose related to your appeal, go to 
Chapter 2, Section 1 and look for t he section c alled H ow to contact us when you 
are making an appeal about your medical care. 
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• If you are asking for a standard appeal, make your s tandard appeal i  n writing
by

 
s ubmitting a r equest. Y ou may a lso ask for a n appeal by calling us at the

phone
 

 number shown in Chapter 2, Section 1 ( How to contact us when you are
m

 
aking an appeal about your medical care). 
o If y ou have someone appealing our decision for y ou other than your doctor, 

your a ppeal must include an Appointment of R epresentative f  orm a uthorizing
t

 
his person to represent y ou. (To g et t  he form, cal l M ember S ervices (  phone

num
 

bers ar e printed o n t  he back c over of this booklet) and ask for the
“

 
Appointment of Representative” form. It is a lso available on Medicare’s

w
 

ebsite at  cms.gov/Medicare/CMS-Forms/CMS- 
Forms/downloads/cms1696.pdf.) While we can ac cept an ap peal r  equest
w

 
ithout the form, we cannot begin or c omplete o ur r  eview u ntil we r  eceive it. 

I
 

f we do not receive the form within 44 calendar d ays af ter r  eceiving y our
a

 
ppeal request (our deadline for making a decision on your a ppeal), your

a
 

ppeal r  equest w ill b e dismissed. If this happens, we will send you a written 
notice explaining y our right to ask the I  ndependent Review Organization to 
review o ur d ecision to dismiss y our appeal. 

• If you are asking for a fast appeal, make your appeal in w riting or call u s at 
t

 
he phone number shown in Chapter 2, Section 1 (How to contact us when you are

m
 

aking an appeal about your medical care). 

• You must m ake y our a ppeal r equest w ithin 60 c alendar da ys f  rom the date on 
the w ritten n otice w e s ent to te ll you o ur answer to your r  equest for a c overage
de

 
cision. If y ou miss this deadline and have a g ood reason for missing it, explain 

the reason your appeal is late when you make y our appeal. We may g ive you m ore 
time to make y our a ppeal. Examples of good cause for mis sing th e d eadline ma y
i

 
nclude if y ou had a serious illness that prevented you from contacting us or if we

pr
 

ovided you with incorrect or incomplete information about the deadline for
r

 
equesting an ap peal. 

• You can ask for a copy of the information regarding y our medical d ecision
an

 
d add more information to support your appeal. 
o You have the r  ight to ask us for a copy of the information regarding y our

ap
 

peal. 
o If y ou wish, you and your doctor may g ive us additional information to 

s
 

upport y our a ppeal. 

http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
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If your health requires it, ask for a “fast appeal” (you can make a request by calling us) 

Legal T erms 

A “f ast ap peal” is al so ca lled an  
“expedited reco nsideration.” 

• If y ou ar e appealing a  decision w e made about co verage for c are that you have not y et
r

 
eceived, you and/or y our doctor will need to decide if y ou need a “fast appeal.” 

• The requirements an d p rocedures f or g etting a  “fast ap peal” are the same as t hose for
g

 
etting a  “fast co verage decision.” To ask for a fast appeal, follow the instructions for 

asking f or a  fast c overage decision. (These instructions are g iven e arlier in th is
s

 
ection.) 

• If y our doctor tells us that y our health requires a “fast appeal,” we w ill give y ou a f ast
ap

 
peal. 

Step 2:  We consider y our ap peal an d w e give you o ur an swer. 

• When w e are reviewing y our ap peal, w e take another ca reful l ook at al l o f t he 
information ab out y our r equest f or co verage of m edical c are. W e check t o s ee if w e 
were f ollowing a ll the rules when we said no to your request. 

• We w ill gather mo re in formation i f we need it. We may c ontact y ou or y our doctor to 
get more in formation. 

Deadlines for a “fast” appeal 

• When we are using the f ast deadlines, we must give y ou our answer w ithin 72 ho urs
a

 
fter we receive your appeal. We will give y ou our answer sooner if y our h ealth

r
 

equires us to do so. 
o If y ou ask for more time, or if we need to gather m ore information that may

be
 

nefit y ou, we c an take up to 14 more calendar days if y our request is for a
me

 
dical item or s ervice. I f w e decide to t ake extra days t o m ake the decision, we

w
 

ill tell you in w riting. W e can’t t ake extra time to m ake a decision i f y our
r

 
equest i s f or a  Medicare Part B p rescription d rug. 

o If we do not g ive y ou an answer within 72 hours (or by the e nd of the e xtended 
time period if we took extra days), we are required to automatically send your
r

 
equest on to Level 2 of the appeals process, where it will be reviewed by a n 

Independent Review Organization. Later in this section, we tell y ou about this
or

 
ganization and explain what happens a t L evel 2 of the appeals process. 

• If our answer is yes to part or all of what you requested, we must authorize or
pr

 
ovide the coverage we ha ve agreed to provide within 72 hours after we r eceive y our

ap
 

peal. 
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• If our answer is no to part or all of what you requested, we w ill automatically
s

 
end your appeal to the I ndependent Review O rganization for a L evel 2 Appeal. 

Deadlines for a “standard” appeal 

• If w e are using the standard deadlines, we must give y ou our answer on a r equest for
a

 
me dical item or s ervice w ithin 30 calendar days af ter w e receive your a ppeal i f

y
 

our a ppeal is about c overage for services y ou have not y et r eceived. If y our request
i

 
s f or a  Medicare Part B pr escription drug y ou have not y et r eceived, we will give y ou 

our answer within 7 calendar days af ter w e receive your ap peal. We w ill give y ou
our

 
 decision sooner if y our health condition requires us to. 
o However, if y ou ask for m ore time, or if we need to gather more information 

that may benefit y ou, we can take up to 14 more c alendar days if y our request
is

 
f or a me dical item or s ervice. If w e decide we need t o t ake extra days t o m ake 

the d ecision, w e w ill tell you in w riting. W e can’t t ake extra time to m ake a
d

 
ecision i f y our r equest i s f or a  Medicare Part B p rescription d rug. 

o If y ou believe w e should not t ake extra days, y ou c an f ile a “fast co mplaint”
a

 
bout our decision to take extra days. When you file a fast complaint, we w ill

g
 

ive y ou an answer to your complaint within 24 hours. (For more information 
about the process f or making complaints, including fast complaints, see Section 
11 of this chapter.) 

o If we do not g ive y ou an answer by the ap plicable deadline above (or by the end 
of the extended time period if we took extra days on  your r equest for a medical
ite

 
m or s ervice), we a re r equired to send your r equest on to Level 2 of the

ap
 

peals p rocess. Then an I ndependent Review Organization will review it . L ater
i

 
n this section, we ta lk a bout this review organization and explain what happens

at
 

L evel 2 o f t he appeals p rocess. 

• If our answer is yes to part or all of what you requested, we must authorize or
pr

 
ovide the coverage we ha ve agreed to provide within 30 calendar d ays i f your 

request i s f or a  medical i tem o r s ervice, or w ithin 7 c alendar days i f y our request
i

 
s fo r a M edicare P art B p rescription d rug. 

• If our answer is no to part or all of what you requested, w e w ill automatically
s

 
end your appeal to the I ndependent Review O rganization for a L evel 2 A ppeal. 

Step 3:  If our pl an says no  to part or a ll of y our a ppeal, y our c ase w ill
au

 
tomatically b e sen t o n t o t he next l evel o f t he appeals process. 

• To make sure w e were f ollowing all the rules when we said no to your appeal, we are 
required t o s end your appeal to the “Independent Review Organization.” When 
we do this, it means that your a ppeal is g oing on to the next level of the appeals
pr

 
ocess, which is L evel 2. 
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Section 6.4 S tep-by-step: H ow a  Level 2  Appeal i s done 

• If w e s ay No t o your L evel 1 Appeal, your c ase w ill automatically be sent on to 
the next level of the appeals process. During the L evel 2 Appeal, the I ndependent
R

 
eview O rganization r eviews our  decision for your first appeal. This organization 

decides w hether t he decision w e made should be c hanged. 

Legal T erms 

The formal name for the “ Independent 
Review O rganization” is t he “Independent
R

 
eview Entity.” I t is s ometimes c alled th e

“I
 

RE.” 

Step 1:  The I ndependent R eview O rganization reviews y our a ppeal. 

• The I ndependent R eview O rganization is an independent organization that is
h

 
ired b y Med icare. This organization is not connected with us and it is not a

g
 

overnment agency. This organization is a company chosen by Medicare to handle
t

 
he job of being the I ndependent Review Organization. Medicare oversees i ts work. 

• We will send the information about y our appeal to this organization. This information 
is cal led y our “ case file.” Y ou have the right to ask us f or a copy of your case file . 

• You have a r ight to give the I ndependent Review O rganization additional information 
to support y our a ppeal. 

• Reviewers at t he Independent R eview O rganization w ill t ake a careful l ook at al l o f
t

 
he information related to y our a ppeal. 

If you had a “fast” appeal at Level 1, you will also have a “fast” appeal a t L evel 2  

• If y ou h ad a  fast ap peal t o o ur p lan at L evel 1 , y ou w ill au tomatically r eceive a fast
a

 
ppeal at L evel 2. The r eview organization must give y ou an answer to your L evel 2 

Appeal w ithin 72 ho urs  of when it receives y our a ppeal. 

• If y our request i s f or a  medical i tem o r s ervice and t he I ndependent Review
O

 
rganization needs to gather more information that may benefit y ou, it c an take up  

to 14 more c alendar days. The Independent R eview O rganization can ’t t ake extra 
time to ma ke a d ecision i f y our r equest is for a Medicare Part B prescription drug.  

If you had a “standard” appeal at Level 1, you will also have a “standard” appeal at
L

 
evel 2 

• If y ou had a standard appeal to our plan at L evel 1, you will automatically receive a 
s

 
tandard ap peal at L evel 2 . 
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• If y our r equest i s f or a  medical i tem o r s ervice, t he review organization must give y ou 
an answer to your L evel 2 Appeal w ithin 30 calendar days of when it receives y our
ap

 
peal. 

• If y our request is for a Medicare Part B prescription drug, the review organization 
must give y ou an answer t o your L evel 2 Appeal w ithin 7 calendar days of  when it
r

 
eceives y our ap peal. 

• If y our request is for a m edical i tem o r s ervice and t he I ndependent Review
O

 
rganization needs to gather more information that may benefit y ou, it c an take up  

to 14 more c alendar days. The Independent R eview O rganization can ’t t ake extra 
time to ma ke a d ecision i f y our r equest is f or a Medicare Part B prescription drug. 

Step 2:  The I ndependent R eview O rganization gives y ou their a nswer. 

The I ndependent Review O rganization w ill tell you its d ecision in w riting a nd e xplain th e
re

 
asons fo r it. 

• If t he Independent R eview O rganization says yes to part or all of a req uest f or a
m

 
edical i tem o r service, we mu st: 

o authorize the medical c are coverage within 72 ho urs o r 
o provide the service within 14 calendar days af ter w e receive the Independent

R
 

eview O rganization’s d ecision fo r standard req uests or 
o provide the service w ithin 72 ho urs f rom t he date the plan r eceives t he 

Independent Review Organization’s decision for e xpedited req uests. 

• If t he Independent R eview O rganization s ays y es t o p art o r all o f a req uest f or a
Med

 
icare Part B p rescription drug, we mu st: 

o authorize or provide the M edicare Part B prescription drug under dispute w ithin
72 h

 
ours af ter w e receive the Independent Review Organization’s decision for

s
 

tandard requests o r 
o within 24 ho urs f rom t he date we receive the Independent R eview O rganization’s

de
 

cision for ex pedited r equests. 

• If this organization says no to part or all of your appeal, it  means th ey a gree w ith
our

 
 plan that y our request (or part of y our request) for coverage f or medical care

s
 

hould not be approved. (This is called “upholding the decision.” I t is also called 
“turning down your appeal.”) 
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o If the I ndependent Review Organization “upholds the decision” y ou have the
r

 
ight to a L evel 3 Appeal. However, to make another appeal at L evel 3, the

dol
 

lar value of the medical car e coverage you ar e requesting m ust m eet a  
certain minimum. If the dol lar value of the c overage y ou are r equesting is too 
low, you cannot make a nother appeal, which means that the decision at L evel
2

 
is f inal. The written notice y ou get from the I ndependent Review

O
 

rganization will tell y ou how to find out the dollar amount to continue the
ap

 
peals p rocess. 

Step 3:  If y our c ase m eets t he r equirements, y ou choose w hether y ou want t o 
take your ap peal f urther. 

• There are three additional l evels i n t he appeals p rocess af ter L evel 2 ( for a  total o f
f

 
ive levels of appeal). See Section 10 of this chapter for more information. 

• If y our L evel 2 Appeal is turned down and you meet the requirements to continue
w

 
ith the appeals process, y ou must decide w hether y ou want to go on to Level 3 and 

make a third appeal. The de tails on how to do this are in the written notice y ou get
af

 
ter y our L evel 2 A ppeal. 

• The L evel 3 Appeal is handled by a n Administrative L aw Judge or attorney
a

 
djudicator. Section 10 in this chapter tells more a bout L evels 3, 4, and 5 of the

ap
 

peals p rocess. 

Section 6.5 W hat i f y ou are a sking us t o pay y ou back for a bi ll y ou have
r

 
eceived f or m edical car e? 

If y ou want to ask us for pa yment for medical care, start by r eading Chapter 7 of this booklet:
A

 
sking us to pay a bill you have received for c overed medical services or drugs. Chapter 7 

describes the situations in which you may need to ask for reimbursement or to pay a  bill y ou 
have received from a provider. It also tells how to send us the paperwork that asks us for
pa

 
yment. 

Asking for r eimbursement i s a sking for a c overage de cision from us  

If y ou send us the paperwork that asks for r eimbursement, you are asking us to make a coverage
de

 
cision (for more information about coverage decisions, see Section 5.1 of this chapter). To 

make this co verage decision, w e will ch eck t o s ee if t he medical c are you p aid f or i s a  covered
s

 
ervice (see Chapter 4 : B enefits C hart ( what i s co vered)). We will also check to see if y ou 

followed all the rules for us ing y our coverage for m edical ca re (these rules ar e given i n C hapter
3 of

 
 this booklet: U sing the plan’s coverage for your medical services). 
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We will s ay y es or no  to your r equest 
• If the medical care y ou paid for is covered and you followed all the rules, we will send 

you the payment for y our medical care within 60 calendar days after we r eceive y our
r

 
equest. Or, if y ou haven’t paid for the services, we will send the payment di rectly to the

pr
 

ovider. When we send the payment, it’s the same as saying y es t o y our request for a
c

 
overage decision. 

• If t he medical car e is not  covered, or y ou did not follow all the rules, we will not send 
payment. Instead, we will send you a letter that says we will not pay f or the services and 
the reasons w hy in d etail. (When we turn down your request for payment, it’s the same as
s

 
aying no  to your r equest for a coverage decision.) 

What i f y ou ask f or p ayment a nd we s ay t hat w e w ill not pa y? 

If y ou do not agree with our decision to turn you down, you can make an ap peal. If y ou make
a

 
n appeal, it means y ou are asking us to change the coverage decision we m ade when we turned 

down your request for payment. 

To make this appeal, follow the process for appeals that w e describe in S ection 5.3. Go to 
this s ection fo r step-by-step instructions. When you are following these instructions, please note: 

• If y ou make a n appeal for reimbursement, we must give y ou our a nswer within 60 
calendar d ays a fter w e receive your ap peal. (If y ou are asking us to pay y ou back for
m

 
edical care y ou have already received and paid for y ourself, you are not allowed to ask 

for a  fast ap peal.) 

• If the I ndependent Review Organization reverses our  decision to deny payment, we must
s

 
end the payment y ou have requested to you or to the provider within 30 calendar days. If

t
 

he answer t o y our ap peal i s y es at an y s tage of t he appeals p rocess af ter L evel 2 , w e 
must send the payment y ou requested to you or to the provider within 60 calendar days. 
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SECTION 7 Y our P art D pr escription drugs: How t o ask f or a 
c

 
overage decision o r m ake a n a ppeal 

Have you r ead S ection 5  of t his chapter (  A gui de t o “the ba sics” of 
co

 
verage decisions and ap peals)? If not , y ou may w ant t o read it be fore

y
 

ou st art t his section. 

Section 7.1 Thi s s ection tells y ou w hat t o do if y ou have pr oblems ge tting 
a P art D dr ug or y ou want us t o pay y ou back f or a P art D dr ug 

Your benefits as a member of our plan include coverage f or many prescription drugs. Please 
refer to o ur plan’s L ist of Covered Drugs ( Formulary). To be covered, the drug must be used for
a 

 
medically ac cepted i ndication. (A “m edically ac cepted i ndication” is a  use of the drug that is

e
 

ither approved by the F ood and Drug Administration or supported by certain reference books. 
See Chapter 5 , S ection 3  for more information about a medically a ccepted indication.) 

• This section is about your Part D drugs only. T o k eep t hings s imple, w e generally s ay
“

 
drug” in the rest of this section, instead of repeating “covered outpatient prescription 

drug” or “Part D drug” e very time. 

• For d etails ab out w hat w e mean b y P art D d rugs, t he List of Covered Drugs (Formulary), 
rules and restrictions on coverage, and cost information, see Chapter 5 (Using our plan’s
c

 
overage for y our Part D prescription drugs) a nd Chapter 6 ( What you pay for your Part

D
 

 prescription drugs). 

Part D co verage decisions and ap peals 

As discussed in Section 5 of this chapter, a c overage decision is a decision we make a bout y our
be

 
nefits and coverage or a bout the amount we will pay f or y our drugs. 

Legal T erms 

An initial coverage decision about y our 
Part D d rugs i s cal led a  “coverage 
determination.” 

Here are examples o f co verage decisions y ou as k u s t o make about y our Part D drugs: 

• You ask us to make an exception, including: 
o Asking us to cover a Part D drug that is not on the plan’s L ist of Covered Drugs

(
 

Formulary) 
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o Asking us to waive a  restriction on the plan’s c overage fo r a d rug (s uch a s l imits
on t

 
he amount of the drug y ou can get) 

o Asking to pay a  lower c ost-sharing a mount for a c overed drug on a higher c ost- 
sharing tie r 

• You ask us whether a drug is covered for y ou and whether y ou meet the requirements for
c

 
overage. (For example, when your drug is on the pl an’s L ist of Covered Drugs

(
 

Formulary) but  we r equire y ou to get approval from us before we will cover it for y ou.) 
o Please note: I f y our pharmacy tells y ou that y our pr escription cannot be filled as

w
 

ritten, the p harmacy w ill give yo u a written notice explaining how to contact us
t

 
o ask for a coverage decision. 

• You ask us to pay for a  prescription drug y ou already bought. This is a request for a
c

 
overage decision about payment. 

If y ou disagree with a coverage decision w e have made, you can appeal our decision. 

This section tells y ou both how to ask for coverage decisions and how to request an appeal. Use
t

 
he chart below to help you determine which part ha s information for y our s ituation: 

Which of t hese s ituations a re y ou in? 

If you are in this situation: This i s w hat y ou can do: 

If y ou need a drug that isn’t on our Drug
L

 
ist or need us to waive a  rule or

r
 

estriction on a drug we cover. 

You can ask us to make an exception. (This is a
t

 
ype of c overage d ecision.)

S
 

tart with S ection 7.2 of this chapter. 

If y ou want us to cover a dr ug on our
D

 
rug L ist an d y ou b elieve you m eet an y

p
 

lan r ules o r r estrictions ( such a s g etting
a

 
pproval in advance) for t he drug y ou 

need. 

You can as k u s f or a  coverage decision.
S

 

kip ahead to Section 7.4 of this chapter. 

If y ou want to ask us to pay y ou back for
a 

 
drug y ou h ave already r eceived an d p aid

fo
 

r. 

You can ask us to pay y ou back. (This is a type
of

 
 coverage decision.)

S
 

kip ahead to Section 7.4 of this chapter. 

If w e a lready to ld y ou th at we w ill not 
cover or pay for a  drug in the way that
y

 
ou want it to be covered or paid for. 

You can m ake an ap peal. ( This m eans y ou ar e 
asking us to reconsider.)
S

 

kip ahead to Section 7.5 of this chapter. 
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Section 7.2 W hat i s a n exception? 

If a drug is not covered in the way y ou would like it to be covered, you can ask us to make an 
“exception.” An exception is a type of coverage decision. Similar to other types of coverage
de

 
cisions, if we turn down your r equest for an exception, you can appeal our decision. 

When you ask for an exception, your doctor or other prescriber w ill need to explain the medical
r

 
easons why y ou need the exception approved. We will then consider y our r equest. Here are

t
 

hree examples of exceptions that y ou or y our doctor or other prescriber can ask us to make: 

1. Covering a Part D drug for you that is not on our L ist of Covered Drugs (Formulary). 
(We c all it the “ Drug L ist” f or s hort.) 

Legal T erms 

Asking for coverage of a dr ug that is not on 
the D rug L ist is s ometimes c alled a sking
fo

 
r a “f ormulary exception.” 

• If we a gree to make an exception and cover a drug that is not on the Drug L ist, 
you will need to pay the c ost-sharing amount that a pplies to drugs in Tier 4 fo r 
brand name drugs or Tier 2 for g eneric drugs. You cannot ask for an exception to 
the copayment or c oinsurance a mount we require y ou to pay f or the drug. 

2. Removing a restriction on  our coverage for a covered drug. T here are extra rules o r
r

 
estrictions that apply to certain drugs on our L ist of Covered Drugs ( Formulary) (fo r more

i
 

nformation, go to Chapter 5 , Section 4 ). 

Legal T erms 

Asking for removal of a restriction on 
coverage for a  drug i s s ometimes cal led
as

 
king f or a  “formulary exception.” 

• The extra rules and restrictions on coverage for c ertain drugs include: 
o Being required to use the generic version of a d rug i nstead of the brand name

dr
 

ug. 
o Getting plan approval in advance b efore we will a gree to co ver t he drug f or

y
 

ou. ( This is s ometimes c alled “ prior a uthorization.”) 
o Being required to try a different drug first b efore we will a gree to co ver t he 

drug y ou ar e asking f or. ( This i s s ometimes cal led “s tep t herapy.”) 
o Quantity lim its. For some drugs, there are restrictions on the amount of the

dr
 

ug y ou can have. 
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• If w e agree to m ake an e xception an d w aive a restriction for y ou, you can ask for an 
exception to the copayment or coinsurance amount we require y ou to pay f or the
dr

 
ug. 

3. Changing coverage of a drug to a lower cost-sharing t ier. E very drug on our Drug L ist
i

 
s in one of 6 cost-sharing t iers. I n g eneral, t he lower t he cost-sharing tier num ber, the

l
 

ess y ou will pay as y our s hare of the c ost of the drug. 

Legal T erms 

Asking t o p ay a  lower p rice for a  covered 
non-preferred d rug i s s ometimes cal led
as

 
king f or a  “tiering exception.” 

• If our drug list contains alternative drug(s) f or treating y our medical condition that are
i

 
n a  lower co st-sharing tier than your drug, you can ask us to cover y our drug at the

co
 

st-sharing amount that a pplies to the alternative dr ug(s). This would lower y our 
share of the c ost for the drug. 

 If the drug y ou’re taking i s a biological product y ou can ask us to cover
y

 
our d rug at t he cost-sharing a mount that applies t o th e lo west tier th at 

contains b iological product alternatives for treating y our c ondition. 
 If the drug y ou’re taking i s a brand name drug y ou can ask us to cover

y
 

our d rug at t he cost-sharing a mount that applies t o th e lo west tier th at 
contains brand name alternatives for treating y our c ondition. 

 If t he drug y ou’re taking i s a  generic drug y ou ca n ask us to cover y our
dr

 
ug a t the cost-sharing a mount that applies to th e lo west tier th at contains

ei
 

ther b rand o r g eneric alternatives for treating y our condition. 

• You cannot ask us to change the cost-sharing tier for any drug in Tier 5 s pecialty tie r. 

• If we a pprove y our request for a tiering exception and there is more than one lower
co

 
st-sharing tier with alternative drugs y ou can’t take, you will usually pay the lowest

a
 

mount. 

Section 7.3 I mportant t hings t o know a bout a sking for e xceptions 

Your doc tor m ust t ell u s the medical r easons 
Your doctor or other prescriber must g ive us a statement that explains the medical reasons for
r

 
equesting an exception. For a f aster decision, include this medical information from y our doctor

or
 

 other prescriber when you ask for the e xception. 
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Typically, our Drug L ist i ncludes more than one drug f or treating a  particular condition. These
d

 
ifferent possibilities a re c alled “ alternative” d rugs. I f a n a lternative d rug w ould b e ju st as

ef
 

fective as t he drug y ou ar e requesting and would not cause more side e ffects or other health 
problems, we will generally not a pprove y our request for an exception. If y ou ask us for a tiering
ex

 
ception, w e will g enerally not  approve y our request for an exception unless all the alternative

dr
 

ugs in the lower cost-sharing t ier(s) won’t w ork a s w ell fo r you o r ar e likely t o c ause an
a

 
dverse r eaction or other ha rm. 

We c an say y es or no  to your r equest 
• If we a pprove y our request for an exception, our approval usually is valid until the end of

t
 

he plan year. This is true as long as y our doctor c ontinues to prescribe the dr ug f or y ou 
and that drug continues to be safe a nd effective for treating y our condition. 

• If we say no to your request for an exception, you can ask for a review of our decision by
m

 
aking an appeal. Section 7.5 of this chapter t ells h ow t o m ake an ap peal i f w e say n o. 

The next section tells y ou how to ask for a c overage decision, including a n exception. 

Section 7.4 S tep-by-step: H ow t o a sk f or a c overage d ecision, i ncluding an 
exception 

Step 1:  You ask u s t o m ake a c overage de cision about t he dr ug(s) or pa yment
y

 
ou need. I f y our h ealth requires a  quick r esponse, y ou must as k us t o make a “fast 

coverage decision.” Y ou cannot a sk f or a f ast co verage decision i f y ou ar e asking
us

 
t o pay y ou back f or a dr ug you already bought . 

What to do 

• Request t he type of co verage decision y ou w ant. S tart by c alling, w riting, o r
f

 
axing us to make y our request. You, your representative, or y our doctor (or other

pr
 

escriber) can do this. You can also access the c overage decision process through 
our w ebsite. F or the details, go to Chapter 2, Section 1 and look for the section 
called H ow to contact us w hen you are asking for a c overage decision about your
P

 
art D prescription drugs. Or if y ou are asking us to pay y ou back for a drug, go 

to t he section cal led W here to send a request asking us to pay the cost for medical
c

 
are or a drug you have r eceived. 

• You or your doctor or someone else who is acting on your behalf can as k f or a  
coverage decision. Section 5.2 of this chapter tells how y ou can give written 
permission to someone else to act as y our r epresentative. You can also have a
l

 
awyer act on your behalf. 
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• If you w ant t o ask u s to pay you back f or a drug, s tart b y r eading C hapter 7 o f
t

 
his booklet: A sking us t o p ay a b ill yo u h ave received f or co vered m edical s ervices

or
 

 drugs. Chapter 7 describes the situations in which you may need to ask for
r

 
eimbursement. I t also te lls how to send us the paperwork that a sks us to pay y ou 

back for our share of the c ost of a drug y ou have paid for. 

• If y ou a re requesting a n ex ception, p rovide the “supporting s tatement.” Your
doc

 
tor or other prescriber must give us the medical reasons for the drug exception 

you a re requesting. ( We call t his t he “supporting s tatement.”) Your doctor or  other
pr

 
escriber can fax or mail the statement to us. Or your doctor or other prescriber

c
 

an tell us on the phone and follow up by faxing or mailing a written s tatement if
n

 
ecessary. S ee Sections 7.2 a nd 7.3 of this chapter fo r more i nformation about

ex
 

ception r equests. 

• We must a ccept a ny w ritten req uest, i ncluding a  request submitted on the CMS
M

 
odel Coverage D etermination Request Form which is av ailable on o ur website. 

• Members, p rescribers, o r ap pointed r epresentatives ar e able to co mplete coverage 
determination f orms e lectronically a t CareSource.com/Medicare. 

If your health requires it, ask us to give you a “fast co verage decision” 

Legal T erms 

A “f ast co verage decision” is cal led an  
“expedited co verage determination.” 

• When we give y ou our decision, we will use the “standard” deadlines unless we
h

 
ave agreed t o u se the “fast” deadlines. A s tandard co verage decision means we

w
 

ill give y ou an answer w ithin 72 hours after we r eceive y our doctor’s statement. 
A f ast co verage decision means we will answer within 24 hours af ter w e receive 
your d octor’s s tatement. 

• To get a fast co verage d ecision, y ou m ust m eet t wo req uirements: 
o You can g et a  fast co verage decision onl y if y ou are asking f or a dr ug you have

n
 

ot yet r eceived. (You cannot a sk fo r fast co verage decision if y ou are asking us
t

 
o pay y ou back for a drug y ou have already bought.) 

o You can g et a  fast co verage decision onl y if using t he standard deadlines could 
cause serious harm to your health or hurt your ability to function. 

• If y our doctor or other prescriber tells u s t hat y our health req uires a “ fast
co

 
verage d ecision,” we will automatically agree to give you a fast coverage

d
 

ecision. 

• If y ou as k f or a  fast co verage decision on your own (without y our doctor’s or  other
pr

 
escriber’s support), we w ill decide whether y our he alth requires that we g ive y ou a

f
 

ast co verage decision. 

http://www.caresource.com/Medicare
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o If we decide that y our medical condition does not meet the requirements for a
f

 
ast co verage decision, we will send you a letter th at says s o ( and w e w ill use

t
 

he standard deadlines instead). 
o This le tter w ill tell you th at if y our d octor o r o ther p rescriber a sks f or th e f ast 

coverage decision, w e w ill automatically g ive a f ast coverage decision. 
o The le tter w ill also te ll how y ou c an f ile a c omplaint about our d ecision to g ive

y
 

ou a standard coverage decision instead of the fast co verage decision you 
requested. It tells how to file a “fast” complaint, which means y ou would get
our

 
 answer to your complaint within 24 hours o f r eceiving t he complaint. (The

p
 

rocess f or m aking a  complaint i s d ifferent f rom t he process f or co verage 
decisions and appeals. For more information about the process for making
co

 
mplaints, s ee Section 1 1 of this chapter.) 

Step 2:  We c onsider y our r equest a nd we gi ve y ou our a nswer. 

Deadlines for a “fast” coverage decision 

• If we a re using the f ast deadlines, we must g ive y ou our answer w ithin 24 
hours . 
o Generally, this means within 24 hours af ter w e receive your r equest. I f y ou ar e 

requesting an exception, we will give y ou our answer within 24 hours after we
r

 
eceive y our doctor’s statement supporting y our r equest. We will give y ou our

an
 

swer s ooner if y our health requires us to. 
o If we do not meet this deadline, we are required to send your request on to Level

2
 

o f t he appeals p rocess, w here it w ill b e reviewed b y an I ndependent Review
O

 
rganization. In Section 7.6 of this chapter, we talk a bout this review

or
 

ganization and explain what happens a t Appeal L evel 2. 

• If o ur answer is y es t o part or all of what you requested, we must provide the
c

 
overage we have a greed to provide within 24 hours after w e receive y our request or

doc
 

tor’s statement supporting y our r equest. 

• If our answer is no to part or all of what you requested, we w ill send y ou a w ritten
s

 
tatement that explains w hy w e s aid n o. W e w ill also te ll you h ow y ou can appeal. 

Deadlines for a “standard” coverage decision about a drug you have not y et received 

• If we a re using the standard deadlines, we must give y ou our answer w ithin 7 2
ho

 
urs. 
o Generally, this means within 72 hours af ter w e receive your r equest. I f y ou ar e 

requesting an exception, we will give y ou our answer within 72 hours after we
r

 
eceive y our doctor’s statement supporting y our r equest. We will give y ou our

a
 

nswer sooner if your health re quires us to. 
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o If we do not meet this deadline, we are required to send your request on to Level
2

 
o f t he appeals p rocess, w here it w ill b e reviewed b y an I ndependent Review

O
 

rganization. In Section 7.6 of this chapter, we talk a bout this r eview
or

 
ganization and explain what happens a t Appeal L evel 2. 

• If our answer is yes to part or all of what you requested – 
o If we a pprove y our request for coverage, we must p rovide the coverage w e 

have agreed to provide w ithin 72 ho urs af ter w e receive your r equest o r
doc

 
tor’s statement supporting y our r equest. 

• If our answer is no to part or all of what you requested, w e w ill send y ou a w ritten
s

 
tatement that explains w hy w e s aid n o. W e w ill also te ll you h ow y ou can appeal. 

Deadlines f or a “standard” coverage decision about payment for a drug you have already
bou

 
ght 

• We must give y ou our answer w ithin 14 c alendar days af ter w e receive your r equest. 
o If we do not meet this deadline, we are required to send your request on to Level

2
 

o f t he appeals p rocess, w here it w ill b e reviewed b y an I ndependent Review
O

 
rganization. In Section 7.6 of this chapter, we talk a bout this review

or
 

ganization and explain what h appens at A ppeal L evel 2 . 

• If our answer is yes to part or all of what you requested, we are also r equired t o
m

 
ake payment to you within 14 calendar d ays af ter w e receive your r equest. 

• If our answer is no to part or all of what you requested, w e w ill send you a written 
statement that explains w hy w e s aid n o. W e w ill also te ll you h ow y ou can appeal. 

Step 3:  If w e say n o t o y our co verage request, y ou d ecide if y ou w ant t o m ake an
ap

 
peal. 

• If we say no, you have the right to request an appeal. Requesting an ap peal m eans
a

 
sking us to reconsider – and possibly change – the decision w e made. 
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Section 7.5 S tep-by-step: H ow t o m ake a  Level 1  Appeal
(

 
how t o a sk for a r eview o f a  coverage decision m ade by o ur

pl
 

an) 

Legal T erms 

An appeal to the plan about a Part D drug 
coverage decision i s cal led a  plan 
“redetermination.” 

Step 1:  You contact u s a nd make y our Le vel 1 A ppeal. I f y our he alth requires a  
quick r esponse, y ou must as k f or a  “fast ap peal.” 

What to do 

• To start your appeal, you (or your representative or your doctor or other
p

 
rescriber) m ust co ntact u s. 
o For details on how to reach us by phone, fax, or mail, or on our w ebsite fo r 

any purpose related to your appeal, go to Chapter 2, S ection 1, and look for
t

 
he section cal led H ow to contact us when you are m aking an appeal about

y
 

our Part D prescription drugs. 

• If you are asking for a standard appeal, make your appeal by submitting a 
written req uest. 

• If you are asking for a fast appeal, you may make your appeal in w riting or 
you may c all us a t t he p hone num ber s hown in Chapter 2 , Se ction 1 ( How to 
contact us when you are m aking an appeal about your Part D prescription drugs). 

• We must a ccept a ny w ritten req uest, i ncluding a  request submitted on the CMS
M

 
odel C overage Determination Request Form, which is available on our w ebsite. 

• Members, p rescribers, o r ap pointed r epresentatives ar e able to co mplete coverage 
determination f orms e lectronically a t CareSource.com/Medicare. 

• You m ust m ake y our a ppeal r equest w ithin 60 c alendar da ys f rom the date on 
the written notice we sent to tell y ou our answer to your r equest for a c overage
de

 
cision. If y ou miss this deadline and have a g ood reason for missing it, we may

g
 

ive y ou mo re time to m ake your ap peal. E xamples of g ood cause for missing the
de

 
adline may include if y ou had a serious illness that prevented you from

c
 

ontacting us or if we provided you with incorrect or incomplete information about
t

 
he deadline for r equesting an ap peal. 

http://www.caresource.com/Medicare
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• You can ask for a copy of the information in your appeal and add more
i

 
nformation. 
o You have the r ight to ask us for a copy of the information regarding y our

ap
 

peal. 
o If y ou wish, you and your doctor or other prescriber may g ive us additional

i
 

nformation to support y our appeal. 

If your health requires it, ask for a “fast appeal” 

Legal T erms 

A “f ast ap peal” is al so ca lled an  
“expedited red etermination.” 

• If y ou are appealing a  decision we made about a  drug y ou have not y et received, you 
and your doctor or other pr escriber will need to decide if y ou need a “fast appeal.” 

• The requirements f or g etting a  “fast ap peal” are the same as t hose for g etting a  
“fast co verage decision” i n Section 7.4 of this chapter. 

Step 2:  We c onsider y our a ppeal a nd we g ive y ou our a nswer. 

• When we are r eviewing y our a ppeal, we take a nother careful look at all of t he
i

 
nformation about y our coverage r equest. We check to see if we were following all the

r
 

ules w hen w e said no to your r equest. We may contact y ou or y our doctor or  other
pr

 
escriber to get more information. 

Deadlines for a “fast” appeal 

• If we a re using the f ast deadlines, we must g ive y ou our answer w ithin 72 ho urs
a

 
fter we receive your appeal. W e w ill give y ou our answer sooner if y our health 

requires it.  

o If we do not g ive y ou an answer within 72 hours, we are required to send your
r

 
equest on to Level 2 of the appeals process, where it will be reviewed by a n 

Independent Review Organization. In Section 7.6 of this chapter, we talk a bout
t

 
his review organization and explain what happens at L evel 2 of the a ppeals

p
 

rocess. 

• If our answer is yes to part or all of what you requested, we must provide the
c

 
overage we have a greed to provide within 72 hours after w e r eceive your a ppeal. 

• If our answer is no to part or all of what you requested, we w ill send y ou a w ritten
s

 
tatement that explains w hy w e s aid n o a nd how y ou can  appeal our decision. 
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Deadlines for a “standard” appeal 

• If w e are using t he standard d eadlines, w e must give y ou our answer w ithin 7 
c

 
alendar days af ter w e receive your ap peal for a dr ug y ou have not received yet. W e 

will give y ou our decision sooner if y ou have not received the drug y et a nd y our
he

 
alth condition requires us  to do so. If y ou b elieve your health requires it, you 

should as k f or “f ast” appeal. 
o If we do not g ive y ou a decision within 7 calendar days, we are required to send 

your r equest on to Level 2 of  the appeals process, where it will be reviewed by
a

 
n Independent Review O rganization. In Section 7.6 of this chapter, we talk

a
 

bout this review organization and explain what happens at L evel 2 of the
ap

 
peals p rocess. 

• If o ur answer is y es t o p art or all of what you requested – 
o If w e approve a request f or co verage, w e must p rovide the coverage w e have 

agreed to provide as quickly as y our health requires, but no later than 7 
calendar days af ter w e receive your ap peal. 

o If we a pprove a  request to pay y ou back for a drug y ou already bought, we are
r

 
equired to send payment to you w ithin 30 calendar days af ter w e receive 

your ap peal r equest. 

• If our answer is no to part or all of what you requested, w e w ill send y ou a w ritten
s

 
tatement that explains w hy w e s aid n o a nd how y ou can appeal our decision. 

• If y ou are requesting that we pay y ou back for a  drug y ou have already bought, we
m

 
ust give y ou our answer w ithin 14 calendar days af ter w e receive your r equest. 
o If we do not g ive y ou a decision within 14 calendar days, we a re r equired to 

send your request on to Level 2 of the appeals process, where it will be
r

 
eviewed b y an I ndependent Review Organization. In Section 7.6 of this

ch
 

apter, we talk about this review organization and explain what happens at
A

 
ppeal L evel 2 . 

• If our answer is yes to part or all of what you requested, we are also r equired t o 
make payment to you within 30 calendar d ays af ter w e receive your r equest. 

• If our answer is no to part or all of what you requested, w e w ill send y ou a w ritten
s

 
tatement that explains why we said no. We will also tell y ou how y ou can appeal our

d
 

ecision. 

Step 3:  If w e s ay no  to your a ppeal, y ou decide i f y ou want t o continue w ith the
ap

 
peals process and m ake another ap peal. 

• If we say no to your appeal, you then choose whether to accept this decision or
c

 
ontinue by making a nother appeal. 

• If y ou decide to make another appeal, it means y our appeal is g oing on to Level 2 of
t

 
he appeals p rocess ( see below). 
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Section 7.6 S tep-by-step: H ow t o m ake a  Level 2  Appeal 

If we say no to your appeal, you then choose whether to accept this decision or continue by
m

 
aking another appeal. If y ou decide to go on to a L evel 2 Appeal, the I ndependent R eview

O
 

rganization reviews the decision we made when we said no to your first appeal. This
or

 
ganization decides whether the decision we made should be changed. 

Legal T erms 

The formal name for the “ Independent 
Review O rganization” is t he “Independent
R

 
eview Entity.” I t is s ometimes c alled th e

“I
 

RE.” 

Step 1:  To m ake a Level 2  Appeal, y ou ( or y our r epresentative or y our doc tor or 
o

 
ther p rescriber) m ust c ontact t he I ndependent R eview O rganization and ask f or

a 
 

review o f y our case . 

• If we say no to your L evel 1 Appeal, the written notice we send you will include
i

 
nstructions o n how t o m ake a L evel 2 A ppeal with the I ndependent Review

O
 

rganization. These instructions will tell who can make this L evel 2 Appeal, what
de

 
adlines y ou must follow, and how to reach the r eview organization. 

• When you make a n appeal to the I ndependent Review Organization, we will send the
i

 
nformation we have about y our appeal to this organization. This information is called 

your “cas e file.” You have the right to ask us for a copy of your case file . 

• You have a r ight to give the I ndependent Review O rganization additional information 
to support y our a ppeal. 

Step 2:  The I ndependent R eview O rganization does a r eview of y our a ppeal a nd 
gives y ou an answer. 

• The I ndependent R eview O rganization is a n independent o rganization th at is
h

 
ired b y Med icare. This organization is not connected with us and it is not a

g
 

overnment agency. This organization is a company chosen by Medicare to review
our

 
 decisions about y our P art D benefits with us. 

• Reviewers at t he Independent R eview O rganization w ill take a c areful look a t all of
th

 
e in formation r elated to y our a ppeal. T he o rganization w ill tell you its d ecision in 

w
 

riting and explain the reasons for it. 
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Deadlines for “fast” appeal at Level 2 

• If y our health requires it, ask the I ndependent Review Organization for a “fast
ap

 
peal.” 

• If t he review o rganization ag rees t o g ive you a  “fast ap peal,” the review o rganization
m

 
ust give y ou an answer t o your L evel 2 Appeal w ithin 72 ho urs af ter i t r eceives

y
 

our ap peal r equest. 

• If t he I ndependent Review Organization says yes to part or all of what you 
req

 
uested, w e must provide the drug coverage that was approved by the review

or
 

ganization within 24 hours af ter w e receive the d ecision f rom t he review
or

 
ganization. 

Deadlines f or “standard” appeal a t L evel 2  

• If y ou have a  standard appeal at L evel 2, the review organization must give y ou an 
answer to your L evel 2 Appeal w ithin 7 calendar d ays af ter i t r eceives y our ap peal i f 
it is for a drug y ou have not  received yet. If y ou are requesting that we pay y ou back 
for a drug y ou have a lready bought, the review organization must give y ou an answer
t

 
o your level 2 appeal w ithin 14 calendar days af ter i t r eceives y our r equest. 

• If the Independent Review Organization says yes to part or all of what you 
req

 
uested –  

o If the I ndependent Review Organization approves a request for coverage, we
mu

 
st provide the drug co verage that was approved by the review organization 

within 72 ho urs af ter w e r eceive the decision f rom t he review o rganization. 
o If the I ndependent Review Organization approves a request to pay y ou back for

a
 

 drug y ou already bought, we are r equired to send payment t o you within 30  
calendar days af ter w e receive the decision f rom t he review o rganization. 

What i f t he r eview or ganization says no  to y our a ppeal? 
If this organization says no t o your a ppeal, it means the organization agrees with our decision not
t

 
o approve y our r equest. (This is called “upholding the decision.” I t is also called “turning down 

your ap peal.”) 

If the I ndependent Review Organization “upholds the decision” y ou have the right to a L evel 3 
appeal. H owever, t o m ake another ap peal at L evel 3 , the dollar value of the drug c overage y ou 
are r equesting mu st meet a min imum amount. I f t he d ollar v alue o f th e d rug coverage you a re 
requesting is  too low, you cannot make a nother appeal and the decision at L evel 2 is final. The
not

 
ice y ou get from the I ndependent Review O rganization will tell y ou the dol lar value that must

be
 

 in dispute to continue with the appeals process. 
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Step 3:  If t he dol lar v alue of t he coverage you ar e requesting m eets the 
requirement, y ou choose w hether y ou want t o take y our a ppeal f urther. 

• There are three additional l evels i n t he appeals p rocess af ter L evel 2 ( for a  total o f
f

 
ive levels o f ap peal). 

• If y our L evel 2 Appeal is turned down and you meet the requirements to continue
w

 
ith the appeals process, y ou must decide w hether y ou want to go on to Level 3 and 

make a third appeal. If y ou decide to make a  third appeal, the details on how to do 
this a re in th e w ritten n otice y ou got after y our second appeal. 

• The L evel 3 Appeal is handled by a n Administrative L aw J udge o r attorney
a

 
djudicator. Section 10 of this chapter tells more a bout L evels 3, 4, and 5 of the

ap
 

peals p rocess. 

SECTION 8 Ho w t o a sk us t o cover a l onger inpatient h ospital
s

 
tay i f y ou think t he doc tor is d ischarging you too 

soon 

When you are admitted to a hospital, you have the right to get all of y our c overed hospital
s

 
ervices that are necessary t o diagnose a nd treat y our illness or injury. For m ore information 

about our coverage f or y our hospital care, including any limitations on this coverage, see Chapter
4 of

 
 this booklet: B enefits C hart ( what i s co vered). 

During y our c overed hospital stay, your doctor and the hospital staff will be working with you to 
prepare for th e d ay w hen y ou w ill leave th e h ospital. T hey w ill also h elp a rrange f or c are y ou 
may n eed a fter y ou l eave. 

• The day y ou leave the hospital is called your “ discharge date .” 

• When your discharge date has been decided, your doc tor or the hospital staff w ill l et y ou 
know. 

• If y ou think you are being asked to leave the hospital too soon, you can ask for a longer
hos

 
pital stay and your r equest will be considered. This section tells y ou how to ask. 
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Section 8.1 D uring your i npatient hos pital s tay, y ou will ge t a w ritten
not

 
ice f rom M edicare t hat t ells a bout y our r ights 

During y our c overed hospital stay, y ou w ill be g iven a w ritten n otice cal led A n Important
M

 
essage from Medicare about Y our Rights. E veryone with M edicare gets a co py o f t his n otice 

whenever they are admitted to a hospital. Someone at the hospital (fo r example, a  caseworker o r
nur

 
se) must g ive it  to y ou w ithin tw o d ays a fter y ou a re a dmitted. I f y ou do not get the notice, 

ask any hospital em ployee for i t. I f y ou n eed h elp, p lease call M ember S ervices (phone numbers
ar

 
e printed o n t he back c over of this booklet). Y ou can al so c all 1 -800-MEDICARE ( 1-800-633- 

4227), 24 hours a day, 7 days a  week. TTY users s hould call 1-877-486-2048. 

1. Read this no tice c arefully a nd ask questions i f y ou don’t un derstand it. I t tells y ou
a

 
bout y our rights as a hospital patient, including: 

• Your right to receive Medicare-covered services during and after y our hospital stay, 
as ordered by y our doctor. This includes the right to know what these services are, 
who will pay f or them, and where y ou can get them. 

• Your right to be involved in any decisions about y our hospital stay, and your right t o 
know who will p ay fo r it 

• Where to report any c oncerns y ou have a bout quality of y our hospital care 

• Your right to appeal y our discharge decision if y ou think you are being discharged 
from the hospital too soon 

Legal T erms 

The w ritten n otice f rom Medicare te lls y ou 
how y ou can “request a n i mmediate 
review.” R equesting a n immediate r eview
is

 
a f ormal, le gal way to a sk f or a d elay in 

y
 

our d ischarge date so t hat w e will co ver
y

 
our hospital care f or a longer time. 

(Section 8.2 below tells y ou how y ou can 
request an i mmediate review.) 

2. You w ill be a sked to s ign t he written n otice to s how t hat y ou recei ved i t a nd 
understand your r ights. 

• You or someone who is acting on your behalf will be  asked to sign the notice. 
(Section 5.2 of  this chapter tells how y ou can give written permission to someone
el

 
se to act as y our r epresentative.) 

• Signing the notice shows onl y that y ou have received the information about y our
r

 
ights. The notice does not give y our discharge date (your doctor or hospital staff will

t
 

ell y ou your discharge date). Signing the notice d oes n ot me an y ou a re agreeing o n 
a discharge date. 
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3. Keep y our copy of the notice so you will have the information about making an 
appeal (or reporting a  concern about quality of c are) handy if y ou need it. 

• If y ou sign the notice more than two days before the day y ou leave the hospital, you 
will get another copy before y ou are scheduled to be discharged. 

• To look at a copy of this not ice in advance, you can call Member Services (phone
num

 
bers ar e printed o n t he back c over of this booklet) o r 1-800 MEDICARE (1-800- 

633-4227), 24 hours a day, 7 days a  week. TTY users should call 1-877-486-2048. 
You can al so s ee the notice online at cms.gov/Medicare/Medicare-General- 
Information/BNI/HospitalDischargeAppealNotices.html. 

Section 8.2 S tep-by-step: H ow t o m ake a  Level 1  Appeal t o ch ange your
hos

 
pital di scharge d ate 

If y ou want to ask for y our in patient hospital services to be covered by us f or a longer time, 
you will need to use the appeals process to make this request. Before y ou start, understand 
what y ou need to do and what the deadlines a re. 

• Follow t he process. E ach step in the first two levels of the appeals process is
e

 
xplained below. 

• Meet t he deadlines. T he deadlines are important. Be sure that y ou understand and 
follow the deadlines that a pply to things y ou must do.  

• Ask for he lp if y ou need it . If y ou have questions or need help at any time, please
cal

 
l M ember S ervices ( phone numbers a re printed on the back co ver of this booklet). 

Or cal l y our S tate Health I nsurance Assistance Program, a  government o rganization
t

 
hat provides personalized assistance (see Section 2 o f t his ch apter). 

During a Level 1 Appeal, the Quality Improvement Organization reviews your appeal. It 
c

 
hecks to see if y our planned discharge date is medically a ppropriate for yo u. 

Step 1:  Contact t he Q uality I mprovement O rganization for y our st ate and a sk for a 
“

 
fast r eview” of y our hos pital di scharge. Y ou must a ct qui ckly. 

A “ fast r eview” i s also cal led an “ immediate review.” 

What i s the Q uality Improvement Organization? 

• This organization is a group of doctors and other health care professionals w ho are
pa

 
id by the F ederal g overnment. These experts are not part of our plan. This

or
 

ganization is paid by M edicare to check on and help improve the quality of c are for
pe

 
ople with Medicare. This includes reviewing hospital discharge dates f or people

w
 

ith M edicare. 

http://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
http://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html


204 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 9 . W hat t o do if y ou have a problem o r co mplaint

(
 

coverage decisions, a ppeals, com plaints) 

How can you contact this organization? 

• The written notice y ou received ( An Important Message from Medicare About Y our
R

 
ights) tells y ou how to reach this organization. (Or find the name, address, and 

phone number of the Q uality I mprovement Organization for y our state in Chapter 2, 
Section 4, of this booklet.) 

Act q uickly: 

• To m ake your ap peal, you must contact the Quality I mprovement Organization before
y

 
ou leave the hospital and no later than m idnight t he da y o f y our discharge. (Y our 

“planned discharge date” is the date that has been set for y ou to leave the hospital.) 
o If y ou meet this deadline, y ou are allowed to stay in the hospital a fter y our

d
 

ischarge date without paying for it while y ou wait to get the decision on your
a

 
ppeal from the Quality I mprovement Organization. 

o If y ou do not m eet this deadline, and you decide to stay in the hospital after
y

 
our planned discharge date, you may have to pay al l of the costs for hospital

car
 

e you r eceive after y our p lanned d ischarge date. 

• If y ou miss the deadline for contacting the Quality I mprovement Organization, and 
you s till wish to a ppeal, you must make an a ppeal directly to our plan instead. For
de

 
tails about this other way to make y our appeal, see Section 8.4 of this chapter. 

Ask for a “fast review”: 

• You must ask the Quality I mprovement Organization for a “f ast review” of y our
di

 
scharge. Asking for a “ fast review” means y ou are asking for the organization to 

use the “fast” deadlines f or an appeal instead of using the standard deadlines.  

Legal T erms 

A “fast rev iew” is al so c alled an  
“immediate rev iew” or an “ expedited
rev

 
iew.” 

Step 2:  The Q uality I mprovement O rganization conducts a n i ndependent r eview
o

 
f y our case.  

What happens during this review? 

• Health p rofessionals a t the Q uality I mprovement Organization ( we w ill call them “the
r

 
eviewers” for short) will ask you (or y our r epresentative) why y ou believe c overage

f
 

or the services should continue. You don’t have to prepare anything in writing, but
y

 
ou may do so if y ou wish. 

• The r eviewers w ill also l ook a t your me dical information, ta lk with your doctor, and 
review information that the hospital and we have g iven to them. 
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• By noon of the day after t he reviewers informed our plan of y our a ppeal, you 
will also g et a w ritten n otice that g ives y our planned discharge date a nd 
explains in d etail the reasons why y our doctor, the hos pital, and we think it is
r

 
ight (medically appropriate) for y ou to be discharged on that date. 

Legal T erms 

This w ritten e xplanation is c alled th e “ Detailed N otice of 
Discharge.” You can get a sample of this notice by
cal

 
ling M ember S ervices ( phone numbers a re printed on 

the back cover of this booklet) o r 1-800-MEDICARE (1- 
800-633-4227), 24 hours a  day, 7 days a  week. (TTY
us

 
ers should call 1-877-486-2048.) Or y ou can see a

s
 

ample notice online at c ms.gov/Medicare/Medicare- 
General- 
Information/BNI/HospitalDischargeAppealNotices.html. 

Step 3:  Within one f ull da y a fter i t h as all t he needed i nformation, t he Quality
I

 
mprovement O rganization will g ive y ou its a nswer t o your a ppeal. 

What h appens i f t he answer i s yes ? 

• If the review organization says yes  to your appeal, w e m ust ke ep providing y our
co

 
vered i npatient h ospital s ervices f or as l ong a s t hese services a re medically

n
 

ecessary. 

• You will have to keep paying y our share of the costs (such as deductibles or
c

 
opayments, if these a pply). In addition, there may be limitations on your covered 

hospital s ervices. ( See Chapter 4 of  this booklet.) 

What happens if the answer is no? 

• If the review organization says no t o your a ppeal, they a re saying that y our pl anned 
discharge date is m edically ap propriate. I f t his h appens, ou r coverage for your
i

 
npatient h ospital services w ill end at noon on the day a fter th e Q uality

I
 

mprovement Organization gives y ou its answer to your a ppeal. 

• If the review organization says no  to your a ppeal and you decide to stay in the
hos

 
pital, then you may have to pay the full cost o f h ospital car e you r eceive after

noon on t
 

he day after the Q uality I mprovement Organization gives y ou its answer to 
your ap peal. 

http://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
http://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
http://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
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Step 4:  If t he a nswer t o your Le vel 1 A ppeal i s no, y ou decide i f y ou want t o make
a

 
nother a ppeal. 

• If the Quality I mprovement Organization has turned down your appeal, and yo u s tay 
in the hospital after y our pl anned discharge date, then you can make another appeal. 
Making another appeal m eans y ou are g oing on to “Level 2 ” of t he appeals p rocess. 

Section 8.3 S tep-by-step: H ow t o m ake a  Level 2  Appeal t o ch ange y our
hos

 
pital di scharge d ate 

If the Quality I mprovement Organization has turned down your appeal, and y ou stay in the
hos

 
pital after y our planned discharge date, then you can make a L evel 2 Appeal. During a L evel

2 A
 

ppeal, you ask the Q uality I mprovement Organization to take another look at the decision 
they made on your first a ppeal. If t he Q uality I mprovement Organization turns dow n your L evel
2 A

 
ppeal, you may have t o pay the f ull cost for y our stay a fter y our planned discharge date. 

Here are the steps for L evel 2 of the appeal process: 

Step 1:  You contact t he Q uality I mprovement O rganization again and ask f or
a

 
nother r eview. 

• You must ask for this review w ithin 60 calendar d ays af ter t he day t he Quality
I

 
mprovement Organization said no t o your L evel 1 A ppeal. You can ask for this

r
 

eview only if y ou stay in the hospital after the date that y our c overage f or t he care
e

 
nded. 

Step 2:  The Q uality I mprovement O rganization does a s econd review of y our
s

 
ituation. 

• Reviewers at t he Quality I mprovement O rganization will take another careful look at
a

 
ll of th e in formation related to your appeal. 

Step 3:  Within 14 c alendar da ys o f r eceipt of y our r equest f or a s econd review,
t

 
he Q uality I mprovement O rganization reviewers w ill de cide on  your a ppeal a nd 

tell y ou their d ecision. 

If t he review o rganization s ays yes : 

• We must rei mburse you for our share of the costs of hospital care y ou have received 
since noon on the day after the date y our first appeal was turned down by the Quality
I

 
mprovement Organization. We mu st continue providing coverage f or your

i
 

npatient h ospital care for as long as it is medically necessary. 

• You must continue to pay y our share of the costs a nd coverage limitations m ay 
apply. 
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If the review organization says no: 

• It means th ey a gree w ith th e d ecision th ey ma de on y our L evel 1 Appeal and will not
c

 
hange it. 

• The notice y ou get will tell y ou in writing what y ou can do if y ou wish to continue
w

 
ith the review process. It will g ive y ou the details about how to go on to the next

l
 

evel of appeal, which is ha ndled by an A dministrative L aw Judge o r attorney
a

 
djudicator. 

Step 4:  If t he a nswer i s no, y ou will ne ed to decide w hether y ou w ant t o take y our
a

 
ppeal f urther by goi ng on to Level 3 . 

• There are three additional l evels i n t he appeals p rocess af ter L evel 2 ( for a  total o f f ive 
levels of appeal). If the review organization turns dow n your L evel 2 Appeal, you can 
choose whether to accept that decision or whether t o go on to Level 3 and make
a

 
nother appeal. At L evel 3,  your a ppeal i s r eviewed b y a n A dministrative L aw Judge

or
 

 attorney adjudicator. 

• Section 10  of this chapter tells more about L evels 3, 4, a nd 5 of the appeals process. 

Section 8.4 W hat i f y ou miss t he de adline f or m aking y our Le vel 1 A ppeal? 

You can appeal t o us i nstead 

As explained above in Section 8.2, you must act quickly to contact the Quality I mprovement
O

 
rganization to start y our first appeal of y our hospital discharge. (“Quickly” means before y ou 

leave the hospital an d no later than your planned discharge date, w hichever co mes f irst.) I f y ou 
miss the deadline for contacting this organization, there is another w ay t o m ake your ap peal. 

If y ou use this other way of  making y our appeal, the fir st two le vels o f appeal are d ifferent. 
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Step-by-Step: H ow t o m ake a  Level 1  Alternate A ppeal 

If y ou miss the deadline for contacting the Quality I mprovement Organization, you can make a n 
appeal t o u s, as king f or a “f ast r eview.” A f ast r eview i s an ap peal t hat u ses t he fast d eadlines
i

 
nstead of the standard deadlines. 

Legal Terms 

A “f ast” review ( or “ fast ap peal”) i s al so 
called an “ expedited appeal.” 

Step 1:  Contact u s and ask  for a  “fast r eview.” 

• For details on how to contact us, go to Chapter 2, Section 1 and look for the
s

 
ection cal led, H ow to contact us when you are making an appeal about your

m
 

edical ca re. 

• Be sure to a sk f or a “ fast rev iew.” This means y ou are asking us to give y ou an 
answer u sing t he “fast” deadlines r ather t han t he “standard” deadlines. 

Step 2:  We do  a “ fast” r eview of y our pl anned discharge date, c hecking t o see  if i t
w

 
as medically ap propriate. 

• During this review, we take a look at all of the information about y our hospital stay. 
We check t o s ee if y our p lanned d ischarge date was m edically ap propriate. W e will
ch

 
eck t o s ee if t he decision about when you should leave the hospital was f air and 

followed a ll the r ules. 

• In this situation, we will use the “fast” deadlines r ather than the standard deadlines for
g

 
iving y ou the answer to this review. 

Step 3:  We gi ve y ou our de cision within 72 h ours after y ou ask  for a  “fast r eview”
(

 
“fast ap peal”). 

• If w e say yes to your fast appeal, it  means w e h ave a greed w ith y ou th at you s till 
need to be in the hospital after the discharge date, and will keep providing y our
co

 
vered in patient hospital services f or a s lo ng a s it  is me dically n ecessary. I t also

m
 

eans that we have agreed to reimburse y ou for our share of the costs of c are y ou 
have received since the date when we said your c overage w ould end. (You must pay
y

 
our s hare of t he costs an d t here may b e coverage limita tions th at apply.) 

• If w e say no to your fast appeal, w e are saying t hat y our p lanned d ischarge date was
m

 
edically a ppropriate. Our coverage for y our in patient hospital s ervices en ds as o f t he 

day w e said coverage would end. 
o If y ou stayed in the hospital a fter y our planned discharge date, then you m ay 

have to pay the full cost o f h ospital car e you r eceived af ter t he planned d ischarge 
date. 
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Step 4:  If w e say no t o y our f ast ap peal, y our cas e will au tomatically be s ent on  to 
the next l evel o f t he a ppeals process. 

• To make sure w e were f ollowing all the rules when we said no to your fast appeal, we 
are r equired to s end your a ppeal t o t he “ Independent R eview O rganization.” 
When we do this, it means that y ou are a utomatically going on to Level 2 of the 
appeals p rocess. 

Step-by-Step: L evel 2  Alternate A ppeal P rocess 

During the L evel 2 Appeal, an I ndependent R eview O rganization r eviews t he decision w e 
made when we said no to y our “ fast appeal.” T his organization decides whether the decision we
m

 
ade should be changed. 

Legal T erms 

The formal name for the “ Independent 
Review O rganization” is t he “Independent
R

 
eview Entity.” I t is s ometimes c alled th e

“I
 

RE.” 

Step 1:  We will au tomatically f orward y our cas e to t he Independent R eview
O

 
rganization. 

• We are required to send the information for y our L evel 2 Appeal to the I ndependent
R

 
eview Organization within 24 hours of when we t ell y ou that we a re saying no to 

your f irst appeal. (If y ou think we are not meeting t his deadline or other deadlines, 
you c an m ake a complaint. The complaint process i s different from the appeal
pr

 
ocess. Section 11 of this chapter te lls h ow to ma ke a c omplaint.) 

Step 2:  The I ndependent R eview O rganization does a “ fast r eview” of y our
ap

 
peal. T he reviewers give you an an swer w ithin 72 hour s. 

• The I ndependent R eview O rganization is a n independent o rganization t hat i s
h

 
ired b y Med icare. This organization is not connected with our plan and it is not a

g
 

overnment agency. This organization is a company chosen by Medicare to handle
t

 
he job of being the I ndependent Review Organization. Medicare oversees i ts work. 

• Reviewers at t he Independent R eview O rganization w ill t ake a careful l ook at al l o f
t

 
he information related to y our a ppeal of y our hospital d ischarge. 

• If this organization says yes to y our appeal, then we must reimburse y ou (pay y ou 
back) for our share of the costs of hospital care y ou have received since the date of
y

 
our planned discharge. We must also continue the plan’s coverage of y our in patient 

hospital services f or a s lo ng a s it  is medically necessary. You must continue to pay
y

 
our s hare o f th e c osts. I f th ere a re c overage limita tions, th ese c ould limit  how mu ch

w
 

e would reimburse or how long we would continue to cover y our services. 
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• If this organization says no  to your appeal, it means they agree w ith us that y our
pl

 
anned hospital discharge d ate was m edically ap propriate. 
o The notice y ou get from the I ndependent Review O rganization will tell y ou in 

writing what y ou can do if y ou wish to continue with the review process. It
w

 
ill give y ou the details about how to go on to a L evel 3 Appeal, which is

ha
 

ndled by an A dministrative L aw Judge or attorney a djudicator. 

Step 3:  If t he I ndependent R eview O rganization turns do wn y our a ppeal, y ou 
choose w hether y ou want t o take y our a ppeal f urther. 

• There are three additional l evels i n t he appeals p rocess af ter L evel 2 ( for a  total o f
f

 
ive levels of appeal). If reviewers say no to your L evel 2 Appeal, you decide whether

t
 

o accept their decision or go on to Level 3 an d m ake a third ap peal. 

• Section 10  of this chapter tells more about L evels 3, 4, a nd 5 of the appeals process. 

SECTION 9 How t o as k u s t o ke ep co vering c ertain m edical
s

 
ervices i f y ou think y our c overage i s e nding too 

soon 

Section 9.1 This section i s ab out t hree services only:
H

 
ome he alth care, skilled nursing facility care, and

C
 

omprehensive O utpatient R ehabilitation Facility ( CORF)
ser

 
vices 

This section is about the following types of c are o nly: 

• Home health ca re services y ou ar e getting 

• Skilled nursing c are y ou a re g etting a s a p atient in a s killed n ursing f acility. ( To l earn
a

 
bout requirements for being c onsidered a “skilled nursing facility,” see Chapter 12, 

Definitions of important w ords.) 

• Rehabilitation care y ou ar e getting as an o utpatient at a  Medicare-approved 
Comprehensive O utpatient Rehabilitation F acility ( CORF). Usually, this means y ou are
g

 
etting t reatment f or an i llness o r acci dent, o r y ou ar e recovering f rom a  major o peration.

(
 

For more information about this type of facility, see Chapter 12, Definitions of important
w

 
ords.) 

When you are g etting any of  these types of c are, you have the right to keep getting y our covered 
services f or t hat t ype of c are for as l ong as t he care i s n eeded t o d iagnose and t reat y our i llness o r
i

 
njury. For more information on your covered services, including y our share of the cost and any

l
 

imitations to coverage that may a pply, see Chapter 4 of this booklet: B enefits C hart (what is
co

 
vered). 
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When w e decide it i s t ime to s top co vering an y o f t he three types o f ca re for y ou, w e are required
t

 
o tell y ou in advance. When your coverage for that care ends, we will stop paying for your care. 

If y ou think we are ending the c overage of y our care too soon, you can appeal our decision. 
This section tells y ou how to ask for an appeal. 

Section 9.2 W e w ill t ell y ou in advance w hen your c overage w ill b e e nding 

1. You recei ve a n otice in w riting. At least two days before our plan is g oing to stop 
covering y our c are, you will r eceive a notice. 

• The w ritten n otice te lls y ou th e d ate w hen w e w ill s top covering the care f or y ou. 

• The written notice a lso tells what y ou can do if y ou want to ask our plan to change
t

 
his decision about when to end your care, and keep covering it for a longer pe riod of

ti
 

me. 
Legal T erms 

In telling y ou what y ou can do, the written notice is telling how y ou 
can r equest a  “fast-track appeal.” Requesting a  fast-track ap peal i s
a

 
 formal, legal way to request a change to our coverage decision 

about when to stop your c are. (Section 9.3 below tells how y ou can 
request a  fast-track ap peal.) 

The w ritten n otice is c alled th e “Notice of Med icare Non- 
Coverage.” 

2. You w ill be a sked to s ign th e w ritten n otice to s how t hat y ou recei ved i t. 

• You or someone who is acting on your behalf will be  asked to sign the notice. 
(Section 5.2  tells h ow y ou c an g ive w ritten p ermission to s omeone e lse to a ct as y our
r

 
epresentative.) 

• Signing the notice shows onl y that y ou have received the information about when 
your c overage will stop. Signing i t do es not mean you agree w ith th e p lan th at it’s
time

 
to s top g etting th e c are. 
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Section 9.3 S tep-by-step: H ow t o m ake a  Level 1  Appeal t o h ave our p lan
c

 
over y our c are f or a l onger t ime 

If y ou want to ask us to cover y our care f or a longer period of time, you will need to use the
a

 
ppeals process to make this request. Before y ou start, understand what y ou need to do and 

what t he deadlines ar e. 

• Follow t he process. E ach step in the first two levels of the appeals process is 
explained below. 

• Meet t he deadlines. T he deadlines are important. Be sure that y ou understand and 
follow the deadlines that a pply to things y ou must do. T here a re a lso deadlines our
pl

 
an must follow. (If y ou think we are not meeting our deadlines, you c an f ile a 

complaint. Section 11 of th is c hapter te lls y ou h ow to f ile a c omplaint.) 

• Ask for he lp if y ou need it . If y ou have questions or need help at any time, please
cal

 
l M ember S ervices ( phone numbers a re printed on the back cover of this booklet). 

Or cal l y our S tate Health I nsurance Assistance Program, a  government o rganization
t

 
hat provides personalized assistance (see Section 2 o f t his ch apter). 

During a Level 1 Appeal, the Quality Improvement Organization reviews your appeal and
d

 
ecides w hether t o c hange t he de cision made b y o ur pl an. 

Step 1:  Make your L evel 1  Appeal: co ntact t he Quality I mprovement O rganization
fo

 
r y our st ate and as k for a  review. Y ou m ust act q uickly. 

What i s the Q uality Improvement Organization? 

• This organization is a group of doctors and other health care experts who are paid by
t

 
he Federal g overnment. These experts are not part of our plan. They check on the

qua
 

lity of care received by pe ople with Medicare and review plan decisions about
w

 
hen it’s time to stop covering c ertain k inds o f m edical c are. 

How can you contact this organization? 

• The written notice y ou received tells y ou how to reach this organization. (Or find the
na

 
me, address, and phone number of the Q uality I mprovement Organization for y our

s
 

tate in Chapter 2, Section 4 of this booklet.) 

What should you ask for? 

• Ask this organization for a  “fast-track ap peal” (to do an independent review) o f 
whether it is medically appropriate for us to end coverage f or y our medical services. 
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Your deadline for contacting this organization. 

• You mu st contact the Q uality I mprovement Organization to s tart your a ppeal by noon 
of the day b efore the effective date on t he Notice of M edicare Non-Coverage. 

• If y ou mis s th e d eadline f or c ontacting th e Q uality I mprovement Organization, and 
you s till wish to f ile a n a ppeal, you must make an a ppeal directly to us instead. For
de

 
tails about this other way to make y our appeal, see Section 9.5 of this chapter. 

Step 2:  The Q uality I mprovement O rganization conducts a n i ndependent r eview
o

 
f y our case.  

What happens during this review? 

• Health p rofessionals a t the Q uality I mprovement Organization ( we w ill call them “the
r

 
eviewers” for short) will ask you (or y our r epresentative) why y ou believe c overage

f
 

or the services should continue. You don’t have to prepare anything in writing, but
y

 
ou may do so if y ou wish. 

• The review organization will also look at y our medical information, talk with your
doc

 
tor, and review information that our plan has g iven to them. 

• By the end of the day the reviewers informed us of y our appeal, and you will
a

 
lso g et a w ritten n otice f rom us th at explains in d etail our reasons for ending

our
 

 coverage for y our services. 

Legal T erms 

This notice explanation i s cal led t he 
“Detailed Explanation of Non- 
Coverage.” 

Step 3:  Within one f ull da y a fter t hey ha ve a ll t he i nformation they ne ed, t he
r

 
eviewers w ill tell you their decision. 

What h appens i f t he reviewers s ay yes t o yo ur a ppeal? 

• If t he reviewers s ay y es t o your a ppeal, then we must k eep p roviding y our covered
s

 
ervices f or as l ong a s i t i s m edically n ecessary. 

• You will have to keep paying y our share of the costs (such as deductibles or
c

 
opayments, if these a pply). In addition, there may be limitations on your covered 

services ( see Chapter 4 of this booklet). 

What happens if the reviewers say no to your appeal? 

• If t he reviewers s ay no t o y our a ppeal, then your coverage will en d o n t he date we 
have told you. W e w ill stop p aying our sh are of t he costs o f t his car e on the date listed 
on the notice. 
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• If y ou decide to keep getting the home health care, or skilled nursing facility c are, or
C

 
omprehensive O utpatient Rehabilitation F acility ( CORF) s ervices a fter th is d ate

w
 

hen your coverage ends, then you will have to pay the full cost o f t his car e 
yourself. 

Step 4:  If t he a nswer t o your Le vel 1 A ppeal i s no, y ou decide i f y ou want t o make
a

 
nother a ppeal. 

• This f irst ap peal y ou m ake is “ Level 1 ” of t he appeals p rocess. I f r eviewers s ay no  to 
your L evel 1 A ppeal –  and you choose to continue getting care a fter y our coverage
f

 
or t he care has en ded – t hen you can make another appeal. 

• Making another appeal m eans y ou are g oing on to “Level 2 ” of t he appeals p rocess. 

Section 9.4 S tep-by-step: H ow t o m ake a L evel 2 A ppeal t o have our pl an 
cover y our c are f or a l onger t ime 

If the Quality I mprovement Organization has turned down your appeal and you choose to 
continue getting c are after y our coverage f or the c are has e nded, then you can make a L evel 2 
Appeal. During a L evel 2 Appeal, you ask the Q uality I mprovement Organization to take another
l

 
ook at the decision they m ade on your first appeal. If t he Quality I mprovement Organization 

turns down your L evel 2 Appeal, you may have to pay the full cost for y our home health ca re, o r
s

 
killed n ursing f acility c are, o r C omprehensive O utpatient Rehabilitation F acility ( CORF)

s
 

ervices a fter the date when we said your c overage would end. 

Here are the steps f or L evel 2 o f t he appeal p rocess: 

Step 1:  You contact t he Q uality I mprovement O rganization again and ask f or
a

 
nother r eview. 

• You must ask for this review w ithin 60 days af ter t he day w hen t he Quality
I

 
mprovement Organization said no to your L evel 1 A ppeal. You can ask for this

r
 

eview only if y ou continued getting c are af ter t he date that y our co verage for t he care 
ended. 

Step 2:  The Q uality I mprovement O rganization does a s econd review of y our
s

 
ituation. 

• Reviewers a t the Q uality I mprovement Organization w ill take a nother c areful look a t 
all of th e in formation r elated to y our appeal. 



215 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 9 . W hat t o do if y ou have a problem o r co mplaint

(
 

coverage decisions, a ppeals, com plaints) 

Step 3:  Within 14 da ys o f receipt of y our a ppeal r equest, r eviewers w ill de cide on  
your a ppeal a nd tell y ou their de cision. 

What happens if the review organization s ays yes to your appeal? 

• We must rei mburse you for our share of the costs of care y ou have r eceived since
t

 
he date when we said your coverage would end. We m ust c ontinue pr oviding

co
 

verage f or t he care for as l ong as i t i s m edically n ecessary. 

• You must continue to pay y our share of the costs a nd there m ay be c overage 
limitations th at apply. 

What happens if the review organization s ays no? 

• It means th ey a gree w ith th e d ecision w e ma de to y our L evel 1 Appeal and will not
ch

 
ange it. 

• The notice y ou get will tell y ou in writing what y ou can do if y ou wish to continue
w

 
ith the review process. It will g ive y ou the details about how to go on to the next

l
 

evel of appeal, which is ha ndled by an A dministrative L aw Judge o r attorney
a

 
djudicator. 

Step 4:  If t he a nswer i s no, y ou will ne ed to decide w hether y ou w ant t o take y our
a

 
ppeal f urther. 

• There are three additional l evels o f ap peal af ter L evel 2 , f or a  total o f f ive levels o f
a

 
ppeal. If reviewers turn down your L evel 2 Appeal, you can choose whether to 

accept that decision or to go on to Level 3 and make another a ppeal. At L evel 3, your
ap

 
peal i s r eviewed b y a n A dministrative L aw J udge or attorney a djudicator. 

• Section 10  of this chapter tells more about L evels 3, 4, a nd 5 of the appeals process. 

Section 9.5 W hat i f y ou miss t he de adline f or m aking y our Le vel 1 A ppeal? 

You can appeal t o us i nstead 

As explained above in Section 9.3, you must act quickly to contact the Quality I mprovement
O

 
rganization to s tart your f irst appeal (within a d ay o r tw o, a t the most). If y ou miss the deadline

f
 

or contacting this organization, there is another way to make y our appeal. If y ou use this other
w

 
ay of making y our a ppeal, the fir st two le vels o f appeal are d ifferent. 
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Step-by-Step: H ow t o m ake a  Level 1  Alternate A ppeal 

If y ou miss the deadline for contacting the Quality I mprovement Organization, you can make a n 
appeal t o u s, as king f or a “f ast r eview.” A f ast r eview i s an ap peal t hat u ses t he fast d eadlines
i

 
nstead of the standard deadlines. 

Here are the steps fo r a L evel 1 A lternate Appeal: 

Legal T erms 

A “f ast” review ( or “ fast ap peal”) i s al so 
called an “ expedited appeal.” 

Step 1:  Contact u s and ask  for a  “fast r eview.” 

• For details on how to contact us, go to Chapter 2, Section 1 and look for the
s

 
ection cal led H ow to contact us when you are making an appeal about your

m
 

edical ca re. 

• Be sure to a sk f or a “ fast rev iew.” This means y ou are asking us to give y ou an 
answer u sing t he “fast” deadlines r ather t han t he “standard” deadlines. 

Step 2:  We do a “ fast” r eview o f t he de cision we m ade a bout w hen to end 
coverage for y our ser vices. 

• During this review, we take another look at a ll of the information about y our case. 
We check t o s ee if w e were following al l t he rules w hen w e set t he date for en ding t he 
plan’s co verage for s ervices y ou w ere receiving. 

• We will use the “fast” deadlines rather than the standard deadlines f or g iving y ou the
an

 
swer to th is r eview. 

Step 3:  We gi ve y ou our de cision within 72 hour s a fter y ou ask f or a “ fast r eview”
(

 
“fast ap peal”). 

• If w e say yes to your fast appeal, it means we have agreed with you that y ou need 
services longer, and will ke ep providing y our covered services for as long a s it is
m

 
edically n ecessary. I t al so m eans t hat w e have agreed t o r eimburse you f or o ur s hare 

of the costs of care you h ave received s ince the date when w e said y our co verage 
would end. (You must pay y our share of the costs a nd there may be coverage 
limitations th at apply.) 

• If w e say no to your fast appeal, then your coverage will end on the date w e told 
you and we w ill not pay a ny s hare o f th e c osts a fter th is d ate. 
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• If y ou continued to get home health care, or skilled nursing facility c are, or
C

 
omprehensive O utpatient Rehabilitation F acility ( CORF) s ervices a fter t he date 

when we said your coverage would end, then you w ill h ave to pay the full c ost o f 
this car e yourself. 

Step 4:  If w e say no t o y our f ast ap peal, y our cas e will au tomatically go  on to the
n

 
ext l evel o f t he appeals process. 

• To make sure w e were f ollowing all the rules when we said no to your fast appeal, w e 
are required t o s end y our appeal t o t he “Independent R eview O rganization.” 
When we do this, it means that y ou are a utomatically going on to Level 2 of the
ap

 
peals p rocess. 

Step-by-Step: L evel 2  Alternate A ppeal P rocess 

During the L evel 2 Appeal, the I ndependent R eview O rganization r eviews t he decision w e 
made when we said no to y our “ fast appeal.” T his organization decides whether the decision we
m

 
ade should be changed. 

Legal T erms 

The formal name for the “ Independent Review 
Organization” is th e “ Independent R eview
E

 
ntity.” I t is s ometimes c alled th e “I RE.” 

Step 1:  We will au tomatically f orward y our cas e to t he Independent R eview
O

 
rganization. 

• We are required to send the information for y our L evel 2 Appeal to the I ndependent
R

 
eview Organization within 24 hours of when we t ell y ou that we a re saying no to 

your f irst appeal. (If y ou think we are not meeting t his deadline or other deadlines, 
you can make a  complaint. The complaint process i s different from the appeal
pr

 
ocess. Section 11 of t his ch apter t ells how to make a complaint.) 

Step 2:  The I ndependent R eview O rganization does a “ fast r eview” of y our
a

 
ppeal. The r eviewers gi ve y ou an answer w ithin 72 hour s. 

• The I ndependent R eview O rganization is an independent organization that is
h

 
ired b y Med icare. This organization is not connected with our plan and it is not a

g
 

overnment agency. This organization is a company chosen by Medicare to handle
t

 
he job of being the I ndependent Review Organization. Medicare oversees i ts work. 

• Reviewers at t he Independent R eview O rganization w ill t ake a careful l ook at al l o f
t

 
he information r elated t o y our ap peal. 



218 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 9 . W hat t o do if y ou have a problem o r co mplaint

(
 

coverage decisions, a ppeals, com plaints) 

• If this organization says yes  to your appeal, then we must reimburse y ou (pay y ou 
back) for our s hare of t he co sts o f car e you h ave received s ince the date when w e said
y

 
our c overage would end. We must also continue to cover the c are for a s long as it is

m
 

edically necessary. You must continue to pay y our share of the costs. If there are
co

 
verage limitations, these could limit how much we would reimburse or how long

w
 

e would continue to cover y our services. 

• If this organization says no  to your appeal, it means they agree w ith the decision 
our plan made to your first appeal and will not change it. 

o The notice y ou get from the I ndependent Review O rganization will tell y ou in 
writing what y ou can do if y ou wish to continue with the review process. It
w

 
ill give y ou the details about how to go on to a L evel 3 Appeal. 

Step 3:  If t he Independent R eview O rganization turns do wn y our a ppeal, y ou 
choose w hether y ou want t o take y our a ppeal f urther. 

• There are three additional l evels o f ap peal af ter L evel 2 , f or a  total o f f ive levels o f
a

 
ppeal. If reviewers say no t o your L evel 2 Appeal, you can choose whether to accept

t
 

hat decision or whether to go on to Level 3 and make another appeal. At L evel 3, 
your ap peal i s r eviewed b y a n A dministrative L aw Judge or attorney adjudicator. 

• Section 10  of this chapter tells more about L evels 3, 4, a nd 5 of the appeals process. 

SECTION 10 Ta king your a ppeal t o Le vel 3 a nd beyond 

Section 10.1 A ppeal L evels 3, 4  and 5  for M edical S ervice Requests 

This section may be appropriate for y ou if y ou have made a L evel 1 Appeal and a L evel 2 
Appeal, and both of y our ap peals h ave been t urned down. 

If t he dollar v alue of t he item o r m edical s ervice you h ave appealed m eets c ertain m inimum
l

 
evels, you may be able to go on to additional levels of appeal. If the dollar va lue is less than the

m
 

inimum level, you cannot appeal any further. If the dollar value is high enough, the written 
response y ou receive to your L evel 2 Appeal will explain who to contact and what to do to ask 
for a  Level 3 A ppeal. 
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For most situations that involve appeals, the last three levels of appeal work in much the same
w

 
ay. Here is who handles the review of y our appeal at each of these levels. 

Level 3 A ppeal A j udge ( called an Administrative Law Judge) or an attorney adjudicator 
who w orks f or the Federal g overnment will review y our ap peal an d g ive 
you an answer. 

• If t he Administrative Law Judge or attorney adjudicator says yes to your appeal, 
the appeals p rocess m ay o r may not b e over - We will d ecide whether t o ap peal t his
de

 
cision to Level 4. Unlike a decision at L evel 2 (Independent Review Organization), we

h
 

ave the right to appeal a L evel 3 decision that is favorable to you. 
o If w e decide not to appeal the decision, we must authorize or provide y ou with the

s
 

ervice within 60 calendar d ays af ter r eceiving t he Administrative L aw J udge’s o r 
attorney adjudicator’s decision. 

o If w e decide to ap peal t he decision, w e will s end y ou a  copy o f t he Level 4 A ppeal
r

 
equest w ith an y a ccompanying d ocuments. W e may w ait f or t he Level 4 A ppeal

de
 

cision before authorizing or providing the service in dispute. 

• If the Administrative Law Judge or attorney adjudicator says no to your appeal, the
a

 
ppeals p rocess m ay o r may not b e over. 
o If y ou decide to accept this decision that turns down your a ppeal, the a ppeals

pr
 

ocess is over. 
o If y ou do not want to accept the decision, you can continue to the next l evel o f t he 

review p rocess. I f t he Administrative L aw J udge or attorney adjudicator says no to 
your a ppeal, the notice y ou get will tell y ou what t o do next if y ou choose to
c

 
ontinue with your a ppeal. 

Level 4 A ppeal T he Medicare Appeals C ouncil  (Council) w ill r eview y our ap peal an d g ive 
you an answer. The Council i s p art o f the Federal government. 

• If t he answer is y es, o r if t he Council d enies o ur request t o r eview a f avorable Level
3

 
A ppeal d ecision, t he appeals p rocess m ay o r may not b e over - We will d ecide 

whether to appeal this decision to Level 5. Unlike a  decision at L evel 2 (Independent
R

 
eview O rganization), w e have the right t o ap peal a  Level 4 d ecision that is favorable to 

you if th e v alue o f th e ite m or me dical service me ets th e r equired d ollar value. 
o If w e decide not to appeal the decision, we must authorize or provide y ou with the

s
 

ervice within 60 calendar da ys after receiving the C ouncil’s decision. 
o If w e decide to ap peal t he decision, w e w ill let you k now in w riting. 

• If t he answer is n o o r if t he Council d enies t he review req uest, t he appeals p rocess
m

 
ay o r may not b e over. 



220 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 9 . W hat t o do if y ou have a problem o r co mplaint

(
 

coverage decisions, a ppeals, com plaints) 

o If y ou decide to accept this decision that turns down your a ppeal, the a ppeals
pr

 
ocess is over. 

o If y ou do not want to accept the decision, you might be able to continue to the next
l

 
evel of the review process. If the Council says no to your appeal, the notice y ou get

w
 

ill tell y ou whether the r ules allow y ou to go on to a L evel 5 Appeal. If the rules
a

 
llow y ou to go on, the written notice will also tell y ou who to contact and what to 

do next if y ou choose to continue with your a ppeal. 

Level 5 A ppeal A j udge at t he Federal D istrict C ourt w ill review y our a ppeal. 

• This is th e la st s tep o f t he appeals p rocess. 

Section 10.2 A ppeal L evels 3, 4  and 5  for P art D D rug R equests 

This section may be appropriate for y ou if y ou have made a L evel 1 Appeal and a L evel 2 
Appeal, and both of y our appeals have been turned down. 

If t he value of t he drug y ou h ave appealed m eets a  certain dollar a mount, you may be able to go 
on to additional levels of appeal. If the dollar amount is less, you cannot appeal any further. The
w

 
ritten response y ou receive to your L evel 2 Appeal will explain who to contact and what to do 

to ask for a L evel 3 Appeal. 

For most situations that involve appeals, the last t hree levels o f ap peal w ork i n m uch t he same 
way. Here is who handles the review of y our ap peal at ea ch o f t hese levels. 

Level 3 A ppeal A j udge ( called an Administrative Law Judge) or attorney adjudicator 
who w orks f or the Federal g overnment will review y our ap peal an d g ive you 
an an swer. 

• If t he answer is y es, t he appeals p rocess i s o ver. What y ou asked for in the appeal has
be

 
en approved. We must a uthorize or p rovide the drug co verage that was approved by

t
 

he Administrative L aw J udge o r attorney a djudicator within 72 hours (24 hours for
e

 
xpedited appeals) or make payment no later than 30 calendar days af ter w e receive 

the decision. 

• If t he answer is n o, t he appeals p rocess m ay o r may not b e over. 
o If y ou decide to accept this decision that turns down your ap peal, the a ppeals

pr
 

ocess is over. 
o If y ou do not want to accept the decision, you can continue to the next level of the

r
 

eview p rocess. I f t he Administrative L aw J udge or attorney adjudicator says no to 
your a ppeal, the notice y ou get will tell y ou what t o do next if y ou choose to
c

 
ontinue with your a ppeal. 



221 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 9 . W hat t o do if y ou have a problem o r co mplaint

(
 

coverage decisions, a ppeals, com plaints) 

Level 4 A ppeal T he Medicare Appeals C ouncil  (Council) w ill r eview y our ap peal an d g ive 
you an answer. The Council i s p art o f the Federal government. 

• If t he answer is y es, t he appeals p rocess i s o ver. What y ou asked for in the appeal has
be

 
en approved. We must a uthorize or p rovide the drug co verage that was approved by

t
 

he Council w ithin 72 ho urs ( 24 ho urs f or e xpedited appeals) o r m ake pa yment no 
l

 
ater than 30 calendar days af ter w e receive the decision. 

• If t he answer is n o, t he appeals p rocess m ay o r may not b e over. 
o If y ou decide to accept this decision that turns down your a ppeal, the a ppeals

pr
 

ocess is over. 
o If y ou do not want to accept the decision, you might be able to continue to the next

l
 

evel o f t he review p rocess. I f the Council says no to your appeal or denies y our
r

 
equest t o r eview t he appeal, th e n otice y ou g et will tell you w hether th e r ules a llow

y
 

ou to go on to a Level 5 A ppeal. If the rules allow y ou to go on, the written notice
w

 
ill also tell y ou who to contact and what to do next if y ou choose to continue with 

your ap peal. 

Level 5 A ppeal A j udge at t he Federal D istrict C ourt w ill r eview y our ap peal. 

• This is th e la st s tep o f t he appeals p rocess. 

SECTION 11 Ho w t o m ake a c omplaint a bout qua lity of c are,
w

 
aiting times, c ustomer s ervice, o r ot her c oncerns 

If y our pr oblem i s a bout de cisions r elated t o benefits, c overage, or 
pa

 
yment, t hen this s ection is not f or y ou. I nstead, y ou need to use t he

p
 

rocess f or co verage decisions and ap peals. G o to Section 5 of t his
ch

 
apter. 

Section 11.1 W hat k inds of pr oblems a re ha ndled b y t he c omplaint
p

 
rocess? 

This section explains how to use the process for m aking complaints. The c omplaint process is
us

 
ed for certain types of pr oblems onl y. This includes problems r elated to q uality o f c are, w aiting

t
 

imes, and the customer service y ou receive. Here a re examples of the kinds of problems handled 
by the c omplaint process. 
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If y ou have a ny o f t hese k inds of pr oblems, y ou can “make a c omplaint” 

Complaint Example 

Quality of your medical care • A re y ou unhappy w ith the quality of the care y ou 
have received (including c are in the hospital)? 

Respecting y our privacy • D o you believe that someone did not respect y our
r

 
ight to privacy or shared information about y ou that

y
 

ou feel should be confidential? 

Disrespect, p oor customer 
service, o r other negative 
behaviors 

• H as someone been rude or  disrespectful to you?
•

 
A re y ou unhappy w ith how our Member Services ha s
t

 
reated y ou?

•
 

D o you feel y ou are being encouraged to leave the
pl

 
an? 

Waiting times • A re y ou having trouble ge tting an appointment, or
w

 
aiting to o lo ng to g et it?

•
 

H ave y ou been kept waiting too long by doctors, 
pharmacists, or other health professionals? Or by our 
M

 
ember S ervices o r o ther s taff at t he plan?
o

 
E xamples i nclude waiting too long on the phone, 
in the waiting room, when getting a prescription, 
or in the exam room. 

Cleanliness • A re y ou unhappy w ith the cleanliness or c ondition of
a

 
 clinic, hospital, or doctor’s office? 

Information you get from us • D o you believe we have not  given you a notice that
w

 
e are required t o g ive?

•
 

D o you think written information we have g iven you 
is hard to understand? 
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Complaint Example 

Timeliness
(

 
These types o f co mplaints ar e all

r
 

elated t o t he timeliness o f our 
actions r elated t o co verage 
decisions and appeals) 

The process of asking for a coverage decision and making
ap

 
peals i s ex plained i n s ections 4 -10 of this chapter. If

y
 

ou a re asking f or a  coverage decision or making a n 
appeal, you use that process, not the complaint process.
H

 

owever, if y ou have a lready asked us f or a c overage
de

 
cision or made a n appeal, and you think that we a re not

r
 

esponding quickly e nough, you can also make a 
c

 
omplaint about our slowness. Here are examples:
•

 

I f y ou have a sked us to g ive you a  “fast co verage 
decision” or a  “fast ap peal,” an d w e have said w e will
not

 
, you can make a  complaint. 

• I f y ou b elieve we are not m eeting t he deadlines f or
g

 
iving y ou a coverage decision or an answer to an 

appeal y ou h ave made, y ou can m ake a complaint. 
• W hen a  coverage decision w e made is r eviewed a nd

w
 

e are told that we must cover or r eimburse y ou for
cer

 
tain m edical s ervices o r d rugs, t here are d eadlines

t
 

hat apply. If y ou think we are not meeting these
de

 
adlines, you can make a  complaint. 

• W hen we do not give y ou a decision on time, we a re
r

 
equired to forward your c ase to the I ndependent

R
 

eview Organization. If w e do not do that within the
r

 
equired deadline, you can make a complaint. 

Section 11.2 The f ormal na me f or “ making a c omplaint” i s “ filing a
g

 
rievance” 

Legal T erms 

•

•

 

•

 

 

What this s ection c alls a “c omplaint” 
is al so cal led a  “grievance.”

A

 

nother term fo r “making a 
complaint” i s “filing a grievance.”

A

 

nother way to say “ using t he process
f

 
or complaints” i s “using t he process

f
 

or filing a grievance.” 
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Section 11.3 S tep-by-step: M aking a  complaint 

Step 1:  Contact us pr omptly – e ither b y ph one or i n writing. 

Usually, ca lling Mem ber Services i s t he first s tep. I f t here is an ything el se you n eed t o
do, M

 
ember Services will let y ou know. You can r each M ember S ervices at 

1-
 

833-230-2020 Calls to this number are free. Hours of operation are: October 1 – March 
31: 8 a.m. – 8 p.m., Monday through Sunday; A pril 1 – September 30: 8 a.m. – 8 p.m., 
Monday through Friday. 

• If you d o not wish to call (or you called and were not satisfied), you can p ut your
c

 
omplaint i n writing a nd send it t o us .  If y ou put y our complaint in writing, we will

r
 

espond to your complaint in writing. 

• Your complaint (grievance) must be filed within 60 days of the occurrence. Direct y our
w

 
ritten g rievances to th e f ollowing a ddress: 

CareSource Dual A dvantage HMO D -SNP
G

 
rievance Department

P
 

.O. Box 1947 
Dayton, OH 45401-1947 

• Members w ill be n otified o f th eir r ight to f ile a f ast grievance: if y ou d isagree w ith a 
de

 
cision to not conduct expedited organization/coverage determinations, 

reconsiderations/redeterminations, to take extensions on initial decisions or appeals, then 
you may mail y our r equest to the address listed above, or contact the Member Services
D

 
epartment. Your request for a fast g rievance will be responded to within 24 hours. 

Please provide the following information: y our name, address, telephone number and 
member identification number, you or y our a uthorized representative’s signature. Include
t

 
he date and a  summary of  the grievance. Authorized representatives are required to 

complete f orm CMS-1696 Appointment of Representative form or provide ot her
c

 
onforming instrument. To get the f orm, go to cms.gov/Medicare/CMS-Forms/CMS- 

Forms/Downloads/CMS1696.pdf or co ntact o ur M ember S ervices D epartment at t he 
number on the back cover. The form is also available on our website at 
CareSource.com/Medicare in the forms section.  

• We must ad dress y our g rievance as q uickly as y our cas e requires b ased o n y our h ealth
s

 
tatus, but no later than 30 days a fter r eceiving y our complaint. We may e xtend the time

f
 

rame by up to 14 days if y ou ask for the e xtension, or if we justify a need for additional
i

 
nformation and the delay i s in your best interest. If we deny y our g rievance in whole or

in
 

p art, o ur w ritten d ecision w ill explain w hy w e d enied it, a nd w ill tell you a bout any
di

 
spute resolution options y ou may have. 

• Whether you call or write, you should contact Member Services r ight away. The 
complaint must be made within 60 calendar days after y ou had the problem y ou want to 
complain about. 

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.caresource.com/Medicare
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• If you are making a complaint b ecause we denied y our request f or a “ fast co verage 
decision” or a “fast appeal,” we will automatically give you a “fast” complaint. If
y

 
ou h ave a “ fast” c omplaint, it  means w e w ill give y ou a n answer w ithin 24 ho urs . 

Legal T erms 

What this s ection c alls a  “fast complaint” 
is al so cal led an “ expedited g rievance.” 

Step 2:  We l ook i nto your c omplaint a nd give y ou our a nswer. 

• If possible, we will answer you right away. If y ou call us with a complaint, we may be
a

 
ble to give y ou an answer on the same phone call. If y our health condition requires us to 

answer quickly, we will do that. 

• Most co mplaints a re answered w ithin 30 calendar days. If we need more information 
and the delay is in your best interest or if y ou ask for more time, we c an take up to 14 
more calendar days ( 44 calendar days total) to answer y our c omplaint. If we decide to 
take e xtra d ays, w e w ill tell you in w riting. 

• If w e do not agree w ith s ome o r a ll of y our complaint or don’t take responsibility for the
pr

 
oblem y ou are c omplaining about, we will let y ou know. Our response will include our

r
 

easons for this answer. We must respond whether we agree w ith the complaint or not. 

Section 11.4 Y ou can al so m ake complaints a bout qua lity of c are t o the
Qu

 
ality Improvement Or ganization 

You can make y our complaint about the quality of care y ou received by using the step-by-step
pr

 
ocess outlined above. 

When your complaint is a bout qual ity of care, you also have two extra options: 

• You can make your c omplaint to the Quality Improvement Organization. If y ou 
prefer, you can make y our complaint about the quality of care y ou received directly to 
this organization ( without making the complaint to us). 

o The Quality I mprovement Organization is a group of practicing doctors and other
h

 
ealth car e experts p aid b y t he Federal g overnment t o ch eck an d i mprove the care 

given t o M edicare patients. 
o To find the name, address, and phone number of the Quality I mprovement

O
 

rganization for y our state, look in Chapter 2, Section 4 of this booklet. If y ou 
make a complaint to this organization, we will work with them to resolve y our
c

 
omplaint. 
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• Or you can make your c omplaint to both at the same time . If y ou wish, you can make
y

 
our c omplaint about quality o f c are to us  and also to the Quality I mprovement

O
 

rganization. 

Section 1 1.5 Y ou can also tell M edicare a bout y our c omplaint 

You can submit a complaint about C areSource Dual A dvantage directly to Medicare. To submit
a 

 
complaint t o M edicare, g o t o medicare.gov/MedicareComplaintForm/home.aspx. M edicare 

takes y our complaints seriously and will use this information to help improve the quality of the
M

 
edicare program. 

If y ou have a ny other f eedback or concerns, or if y ou feel the plan is not addressing y our issue, 
please call 1 -800-MEDICARE (1 -800-633-4227). TTY u sers c an c all 1 -877-486-2048. 

PROBLEMS A BOUT YOUR MEDICAID BE NEFITS 

SECTION 12 Ha ndling problems a bout y our M edicaid be nefits 

You can get help and information from Medicaid. I n Georgia: 

Georgia Medicaid
C

 
all: 1-866-211-0950 (TTY: 711) 

Georgia Medicaid
2

 
P eachtree Street N .W.

29t
 

h Floor
A

 
tlanta, GA 30303 

Because you h ave Medicare and g et as sistance from M edicaid, y ou h ave different processes that you 
can use t o handle your problem or complaint. Which process you use depends on whether the
probl

 
em is about Medicare benefits or Medicaid benefits. If y our problem i s about a benefit covered 

by Medicare, then you should use the Medicare process. If y our problem i s about a benefit covered 
by Medicaid, then you should use the Medicaid process. If y ou would like help deciding whether to 
use the Medicare proc ess or the Medicaid process, please c ontact Member Services (phone numbers
a

 
re printed on the back cover of this booklet). 

http://www.medicare.gov/MedicareComplaintForm/home.aspx
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SECTION 1 I ntroduction 

Section 1.1 Thi s c hapter f ocuses on  ending your m embership in our p lan 

Ending y our membership in CareSource Dual A dvantage m ay be vol untary (your own choice)
o

 
r involuntary (not y our own choice): 

• You might leave our plan be cause y ou have decided that y ou want t o l eave. 
o There a re only certain times during the y ear, or certain situations, when you may

vol
 

untarily end your membership in the plan. Section 2 tells y ou when you can 
end your membership in the plan. Section 2 tells y ou about the types of plans y ou 
can enroll in and when your enrollment in your new coverage will begin. 

o The process for voluntarily ending y our membership varies depending on what
t

 
ype of new coverage y ou are choosing. Section 3 tells y ou how to end your

m
 

embership in each situation. 

• There a re a lso limited situations where y ou do not choose to leave, but we ar e required t o
e

 
nd your membership. Section 5 tells y ou about situations when we must end your

m
 

embership. 

If y ou are leaving our plan, you must continue to get y our medical care through our plan until
y

 
our membership ends. 

SECTION 2 Whe n can you end your m embership in our plan? 

You may e nd your membership in our plan only during certain times of the y ear, known as
e

 
nrollment periods. All members have the opportunity to leave the plan during the A nnual

E
 

nrollment Period and during the Medicare Advantage Open Enrollment Period. In c ertain
s

 
ituations, you may also be eligible to leave the plan at o ther t imes o f t he year. 

Section 2.1 Y ou may be a ble t o end your m embership because y ou have
M

 
edicare an d M edicaid 

Most people with Medicare can end their membership only during certain times of the y ear. 
Because y ou have Medicaid, you may be able to end your membership in our plan or switch to a
di

 
fferent plan one time during each of the following Special Enrollment Periods: 

• January t o M arch 
• April to June 
• July to September 
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If y ou joined our plan during one of  these periods, y ou’ll have to wait for the next period to end 
your membership or switch to a different plan. You can’t use this Special Enrollment Period to 
end your membership in our plan between October and December. However, all people with 
Medicare can m ake changes f rom O ctober 1 5 – D ecember 7 during the Annual Enrollment
P

 
eriod. Section 2.2 tells you more about the Annual Enrollment Period. 

• What type of plan can you switch to? If y ou decide to change to a new plan, you can 
choose any of the following types of Medicare plans: 

o Another Medicare health plan. (You can choose a pl an that covers prescription 
drugs or one that does not cover prescription drugs.) 

o Original M edicare with a s eparate Medicare prescription drug plan 
 If y ou switch to Original M edicare and do not enroll in a separate

M
 

edicare prescription drug plan, Medicare may enroll y ou in a drug plan, 
unless y ou have opted out of automatic enrollment. 

Note: I f y ou disenroll from Medicare prescription drug c overage a nd go without
“cr

 
editable” prescription d rug co verage for a c ontinuous period of 63 days or  more, 

you m ay have to pay a P art D l ate enrollment p enalty i f y ou j oin a  Medicare drug
p

 
lan l ater. ( “Creditable” coverage means t he coverage is ex pected t o pay, on average, 

at l east as m uch as M edicare’s s tandard p rescription d rug co verage.) 
Contact y our State Medicaid Office to learn about y our Medicaid plan options
(

 
telephone numbers are in Chapter 2, Section 6 of this booklet). 

• When will y our m embership e nd? Y our membership will usually e nd on the first day of
t

 
he month af ter w e receive your r equest t o ch ange your p lans. Y our enrollment in your

ne
 

w plan will also begin on this day. 

Section 2.2 Y ou can end your m embership during the A nnual E nrollment
P

 
eriod 

You can end your membership during the Annual E nrollment Period (also known as the “Annual
O

 
pen Enrollment Period”). This is the time when you should review y our health and drug

c
 

overage and make a decision about y our coverage for the upcoming y ear. 

• When is t he A nnual E nrollment P eriod?  This happens from October 15 to 
December 7. 

• What t ype o f pl an can you switch to d uring t he A nnual E nrollment P eriod?  You 
can choose to keep your c urrent c overage or make changes to your c overage for the
upc

 
oming y ear. If y ou decide to change to a new plan, you can choose any of  the

f
 

ollowing types of plans: 
o Another Medicare health plan. (You can choose a pl an that covers prescription 

drugs or one that does not cover prescription drugs.) 
o Original M edicare with a s eparate Medicare prescription drug plan
o

 
or  – O riginal M edicare without a  separate Medicare prescription d rug p lan. 
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If y ou recei ve “Extra H elp” f rom M edicare to p ay f or your prescription
dr

 
ugs: I f y ou switch to Original Medicare and do not enroll in a separate

M
 

edicare prescription drug plan, Medicare may enroll y ou in a drug plan, 
unless y ou have opted out of automatic enrollment. 

Note: I f y ou disenroll from Medicare prescription drug c overage a nd go without
c

 
reditable prescription drug coverage for 63 days or  more i n a  row, you may ha ve

t
 

o pay a  Part D late e nrollment penalty if y ou join a Medicare drug plan later. 
(“Creditable” coverage means t he coverage is ex pected t o p ay, o n av erage, at l east
a

 
s much as Medicare’s standard prescription drug c overage.) See Chapter 1 ,

S
 

ection 4 f or more information about the late enrollment penalty. 

• When will y our m embership end? Y our membership will end when your new
pl

 
an’s coverage begins on January 1. 

Section 2.3 Y ou can end your m embership during the M edicare A dvantage
O

 
pen Enrollment P eriod 

You have the opportunity t o make on e change to your health coverage during the M edicare 
Advantage O pen E nrollment P eriod. 

• When is t he a nnual M edicare A dvantage O pen Enrollment P eriod?  This happens
e

 
very y ear from January 1 t o March 31. 

• What t ype o f pl an can you switch to d uring t he a nnual M edicare A dvantage
O

 
pen E nrollment P eriod? During this time, you can: 

o Switch to another Medicare Advantage Plan. (You can choose a  plan that c overs
pr

 
escription drugs or one that does not cover prescription drugs.) 

o Disenroll from our plan and obtain coverage through Original Medicare. If y ou 
choose to switch to Original Medicare during this period, you can al so j oin a
s

 
eparate Medicare prescription d rug p lan a t that time. 

• When will y our m embership end?  Your membership will end on the first day of the
m

 
onth after y ou enroll in a different Medicare Advantage plan or w e g et y our request to 

switch to Original Medicare. If y ou also choose to enroll in a Medicare prescription drug
pl

 
an, your membership in the drug p lan w ill begin th e f irst day o f th e mo nth a fter th e

dr
 

ug plan g ets y our enrollment request. 
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Section 2.4 I n certain s ituations, y ou can end your m embership during a
S

 
pecial E nrollment P eriod 

In certain situations, you may be eligible to end your membership at other times of the y ear. This
i

 
s known as a S pecial E nrollment P eriod. 

• Who is e ligible f or a S pecial Enrollment P eriod? I f any of the following s ituations
a

 
pply to you, you may be eligible to end your membership during a  Special

E
 

nrollment Period. These are just examples, for the full list y ou can contact the plan, 
call M edicare, o r v isit t he Medicare website (medicare.gov): 

o Usually, when you have m oved 
o If y ou h ave Medicaid 
o If y ou ar e eligible for “E xtra Help” with p aying f or y our M edicare 

prescriptions 
o If w e violate our contract with you 
o If y ou are g etting c are in an institution, such as a nursing home or long-term 

care (LTC) h ospital 
o Note: I f y ou’re in a drug m anagement program, you may not be a ble to 

change plans. C hapter 5, Section 10 tells y ou more about drug management
pr

 
ograms. 

Note: Section 2.1 tells y ou more about the special enrollment period for people with 
Medicaid.  

• When a re Special E nrollment P eriods? The enrollment periods vary depending on 
your situation. 

• What can you do? To find out if y ou are eligible f or a Special Enrollment Period, 
please call M edicare at 1 -800-MEDICARE (1-800-633-4227), 24 hours a da y, 7 days
a 

 
week. T TY u sers cal l 1 -877-486-2048. If y ou are eligible to end your membership 

because of a special situation, you can choose to change both your Medicare health 
coverage and prescription drug c overage. This means y ou can choose any of the
f

 
ollowing types of plans: 
o Another Medicare health plan. (You can choose a pl an that covers prescription 

drugs or one that does not cover prescription drugs.) 
o Original M edicare with a s eparate Medicare prescription drug plan
o

 
– or  – O riginal M edicare w ithout a  separate Medicare prescription d rug p lan. 

If y ou recei ve “Extra H elp” f rom M edicare to p ay f or your prescription
dr

 
ugs: I f y ou switch to Original Medicare and do not enroll in a separate

M
 

edicare prescription drug plan, Medicare may enroll y ou in a drug plan, 
unless y ou have opted out of automatic enrollment. 

http://www.medicare.gov/
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Note: I f y ou disenroll from Medicare prescription drug c overage a nd go without
c

 
reditable prescription drug coverage for a  continuous period of 63 days or m ore, 

you m ay h ave to p ay a  Part D l ate enrollment penalty if y ou join a Medicare drug
p

 
lan l ater. ( “Creditable” coverage means t he coverage is ex pected t o p ay, o n

av
 

erage, at l east as m uch as M edicare’s s tandard p rescription d rug co verage.) S ee 
Chapter 1, Section 4 for m ore information about the la te e nrollment penalty. 

• When will y our m embership end?  Your membership will usually e nd on the first
da

 
y of the month after y our request to change y our plan is received. 

Note: Sections 2.1 and 2.2 tell y ou more a bout the special enrollment period for people
w

 
ith M edicaid an d E xtra Help. 

Section 2.5 W here c an you get m ore i nformation about w hen y ou can end 
your m embership? 

If y ou have a ny questions or would like more information on when you can end your
m

 
embership: 

• You can call M ember Services ( phone numbers ar e printed o n t he back c over of this
bookl

 
et). 

• You can find the information in the M edicare & Y ou 2021  Handbook. 
o Everyone with M edicare receives a  copy o f M edicare &  You each f all. T hose new

to
 

M edicare r eceive it  within a mo nth a fter f irst signing u p. 
o You can also download a copy f rom the Medicare w ebsite (medicare.gov). O r,

y
 

ou can order a printed copy by calling Medicare a t the number below.  

• You can co ntact M edicare at 1 -800-MEDICARE ( 1-800-633-4227), 24 hours a day, 
7 days a  week. TTY users should call 1-877-486-2048. 

SECTION 3 How do  you end your m embership in our pl an? 

Section 3.1 Usually, y ou end your m embership by e nrolling in another 
plan 

Usually, to end your membership in our plan, you simply e nroll in another Medicare plan. 
However, if y ou want to switch from our plan to Original Medicare but y ou have not selected a
s

 
eparate Medicare prescription drug plan, you must ask to be disenrolled from our plan. There

ar
 

e two w ays y ou can ask to be disenrolled: 

http://www.medicare.gov/


234 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 10 . E nding your m embership in the plan 

• You can make a request in writing to us. Contact M ember S ervices i f y ou n eed m ore 
information on how to do this (phone numbers are pr inted on the back cover of this
bookl

 
et). 

• - -or--You can co ntact M edicare at 1 -800-MEDICARE ( 1-800-633-4227), 24 hours a day, 
7 days a  week. TTY users should call 1-877-486-2048. 

The table below e xplains how y ou should end your membership in our plan. 

If you w ould like to switch from our 
plan to: This is w hat you s hould do: 

• Another Medicare health p lan • Enroll in the new Medicare health plan. Your 
new coverage w ill begin on the first d ay o f 
the following month.
Y

 
ou w ill automatically b e d isenrolled f rom 

CareSource Dual A dvantage when your new 
plan’s coverage begins. 

• Original M edicare with a s eparate 
Medicare prescription drug plan 

• Enroll in the new Medicare prescription drug 
plan. Your new c overage will begin on the
f

 
irst day of  the following month.  
You w ill automatically b e d isenrolled f rom 
CareSource Dual A dvantage when your new 
plan’s coverage begins. 

• Original M edicare without a separate 
Medicare prescription drug plan
o

 
I f y ou s witch t o O riginal M edicare 
and do not enroll in a separate
M

 
edicare prescription drug plan, 

Medicare may enroll y ou in a drug 
plan, unless y ou have opted out of
a

 
utomatic e nrollment.

o
 

I f y ou disenroll from Medicare
pr

 
escription drug coverage a nd go 

63 days or more in a r ow without
c

 
reditable prescription drug

c
 

overage, you may h ave t o pay a 
la

 
te e nrollment penalty if y ou jo in 

a Medicare drug p lan l ater. 

• Send us a w ritten request t o di senroll. 
Contact Member Services if y ou need more
i

 
nformation on how to do this ( phone

num
 

bers are printed on the back cover of this
bookl

 
et).

•
 

Y ou can al so co ntact M edicare, at 1 -800- 
MEDICARE (1-800-633-4227), 24 hours a
da

 
y, 7 days a week, and ask to be disenrolled. 

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

 
Y ou will be disenrolled from C areSource 
Dual Advantage w hen your coverage in 
Original Medicare begins. 

For questions about y our M edicaid be nefits, contact G eorgia M edicaid, 1 -866-211-0950 (TTY:
711)

 
, 8 a.m. – 5 p.m., Monday through Friday. Ask how joining another plan or returning to 

Original Medicare affects how y ou get y our M edicaid coverage. 
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SECTION 4 Until y our m embership ends, y ou must k eep getting 
your m edical s ervices a nd drugs t hrough our pl an 

Section 4.1 Until y our m embership ends, y ou are s till a m ember of our 
pl

 
an 

If y ou l eave CareSource D ual Advantage, it  may t ake time b efore y our membership ends and 
your new Medicare coverage g oes into effect. (See Section 2 for information on when your new
c

 
overage begins.) D uring this time, you must continue to get y our medical c are and prescription 

drugs through our plan. 

• You should continue t o u se our network p harmacies t o g et y our prescriptions f illed
unt

 
il y our m embership in our pl an ends.  Usually, y our prescription drugs are only

co
 

vered i f t hey ar e filled at a  network p harmacy including through our mail-order 
pharmacy s ervices. 

• If you are ho spitalized on the da y t hat y our m embership ends, y our ho spital s tay
w

 
ill us ually be c overed by o ur pl an until y ou are di scharged ( even i f y ou ar e 

discharged af ter y our new health coverage begins). 

SECTION 5 CareSource Dua l A dvantage m ust e nd your 
membership i n t he pl an in certain situations 

Section 5.1 When must w e e nd y our m embership in the pl an? 

CareSource D ual Advantage m ust e nd your m embership in the pl an if a ny o f t he f ollowing
ha

 
ppen: 
• If yo u no longer have M edicare Part A an d P art B  

• If y ou are no longer e ligible for Medicaid. As stated in Chapter 1, Section 2.1, our plan is
f

 
or people who are eligible for both Medicare a nd Medicaid. 

• If y ou move out of our service area 

• If y ou ar e away f rom o ur s ervice area for m ore than six months 
o If y ou move or take a long trip, you need to call Member Services to find out if

t
 

he place y ou are moving or traveling to is in our plan’s area. (Phone numbers for
M

 
ember S ervices a re printed on the back cover of this booklet.) 

• If y ou become incarcerated (go to prison) 

• If y ou ar e not a  United S tates ci tizen o r l awfully p resent in th e U nited S tates 

• If y ou lie about or withhold information about other insurance y ou have that provides
pr

 
escription drug coverage 
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• If y ou intentionally g ive us i ncorrect information when you are enrolling in our plan and 
that information a ffects y our e ligibility f or o ur p lan. (We cannot make y ou leave our plan 
for th is r eason u nless w e g et permission f rom Medicare f irst.) 

• If y ou continuously behave in a way that is disruptive and makes it difficult for us to 
provide medical care f or y ou and other members of our plan. (We cannot m ake you l eave 
our plan for this reason unless we g et permission from Medicare first.) 

• If y ou l et s omeone else use your m embership c ard t o g et m edical ca re. ( We can not m ake 
you leave our plan for this reason unless we g et permission from Medicare f irst.) 

o If w e end y our m embership b ecause of t his r eason, M edicare may h ave your cas e 
investigated by the I nspector General. 

• If y ou are required to pay the extra Part D amount because of y our income a nd you do not
p

 
ay i t, M edicare will disenroll y ou from our plan 

Where c an you get m ore i nformation? 

If y ou have questions or w ould like more information on when we can end your membership: 

• You can c all M ember Services f or more information (phone numbers a re printed on the
b

 
ack co ver of this booklet). 

Section 5.2 We  cannot ask y ou to leave our pl an for a ny r eason related to 
your he alth 

CareSource Dual A dvantage i s not allowed to ask you to leave our plan for an y r eason r elated t o
y

 
our h ealth. 

What s hould you do if t his ha ppens? 

If y ou f eel t hat y ou ar e being as ked t o l eave our p lan b ecause of a  health-related reason, you 
should cal l M edicare at 1 -800-MEDICARE (1-800-633-4227). TTY users s hould call 1-877- 
486-2048. You may call 24 hours a day, 7 days a w eek. 

Section 5.3 Y ou have t he r ight t o make a c omplaint i f w e e nd your
m

 
embership i n our pl an 

If we e nd your membership in our plan, we must tell y ou our reasons in writing for ending y our
m

 
embership. We must also explain how y ou can file a grievance or m ake a complaint about our

de
 

cision to end your membership. You can also look in Chapter 9, Section 11 for information 
about how to make a c omplaint. 



CHAPTER 11 
Legal n otices 
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SECTION 1 Not ice a bout gov erning law 

Many laws apply to this E vidence of Coverage and some additional provisions may a pply
b

 
ecause they ar e required b y l aw. T his m ay af fect y our r ights a nd responsibilities even if the

l
 

aws are not included or e xplained in this document. The principal law that applies to this
doc

 
ument is Title XVIII of  the Social Security Act and the regulations created under the Social

S
 

ecurity A ct b y t he Centers f or M edicare &  Medicaid Services, or CMS. In addition, other
F

 
ederal laws may a pply and, under certain circumstances, the laws of the state y ou live in. 

SECTION 2 Not ice a bout nondi scrimination 

Our plan must obey laws that protect y ou from discrimination or unfair tr eatment. W e d on’t 
discriminate  based on race, ethnicity, national origin, color, religion, sex, gender, age, mental or
p

 
hysical disability, h ealth s tatus, c laims e xperience, me dical history, g enetic in formation,

e
 

vidence of insurability, or geographic location w ithin t he service area. All organizations that
p

 
rovide Medicare Advantage plans, like our plan, must obey F ederal laws against discrimination, 

including Title VI of the C ivil Rights Act of 1964, the Rehabilitation Act of 1973, the Age
D

 
iscrimination A ct of 1 975, th e A mericans w ith D isabilities A ct, Section 1557 of the Affordable

C
 

are Act, a ll other laws that apply to organizations that get F ederal funding, and any other laws
a

 
nd rules that apply for any other r eason. 

If y ou want more information or have concerns about discrimination or unfair treatment, please
cal

 
l t he Department o f H ealth an d H uman S ervices’ Of fice f or C ivil Rights at 1 -800-368-1019 

(TTY 1 -800-537-7697) or y our local Office f or Civil Rights. 

If y ou have a  disability and need help with a ccess t o car e, p lease call u s at M ember S ervices
(

 
phone numbers a re printed on the back cover of this booklet). If y ou have a  complaint, such as a

p
 

roblem w ith w heelchair acc ess, M ember S ervices can h elp. 

CareSource complies w ith ap plicable state and f ederal civil rights la ws a nd d oes n ot discriminate
on t

 
he basis of age, gender, gender identity, color, race, disability, national or igin, marital status, 

sexual p reference, r eligion af filiation, h ealth s tatus, o r p ublic assistance status. C areSource does
not

 
 exclude people or treat them differently because of age, gender, gender identity, color, race, 

disability, n ational origin, ma rital status, s exual preference, r eligion a ffiliation, h ealth s tatus, o r
p

 
ublic assistance status. 

CareSource provides f ree ai ds an d s ervices t o p eople with d isabilities t o co mmunicate effectively
w

 
ith us, such as: (1) qualified sign language interpreters, and (2) written information in other

f
 

ormats (large print, audio, accessible electronic formats, other formats). In addition, CareSource
pr

 
ovides free language services to people whose primary language is not English, such as: (1)

qua
 

lified interpreters, and (2) information written in other languages. If y ou need these services, 
please call C areSource Dual Advantage HM O D-SNP at 1- 833-230-2020. 
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If y ou believe that CareSource has f ailed to provide the above mentioned services to you or
di

 
scriminated in another w ay on the basis of a ge, gender, gender identity, color, race, disability, 

national origin, marital status, s exual preference, r eligion a ffiliation, h ealth s tatus, o r p ublic
as

 
sistance status, y ou m ay f ile a grievance, w ith: 

CareSource
A

 
ttn: Civil Rights C oordinator 

P.O. Box 1947, Dayton, Ohio 45401 
1-844-539-1732, TTY: 711 

Fax: 1 -844-417-6254 
CivilRightsCoordinator@CareSource.com 

You ma y a lso f ile a c ivil rights c omplaint with th e U .S. D epartment of H ealth a nd H uman
S

 
ervices, Office for Civil Rights, electronically through the Office of Civil Rights C omplaint

P
 

ortal, av ailable at ocrportal.hhs.gov/ocr/smartscreen/main.jsf, or by mail or  phone at: 

U.S. Department of Health and Human Services
200 

 
Independence A venue, S.W. Room 509F

H
 

HH Building Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD) 

Complaint forms ar e available at hhs.gov/ocr/complaints/index.html. 

SECTION 3 Not ice a bout M edicare S econdary P ayer s ubrogation 
rights 

We have the right and responsibility to collect for covered Medicare services for which Medicare
i

 
s not the primary payer. According to CMS regulations at 42 CFR sections 422.108 and 

423.462, CareSource Dual A dvantage, as a  Medicare Advantage Organization, w ill ex ercise the 
same rights o f r ecovery t hat t he Secretary ex ercises u nder C MS r egulations i n s ubparts B 
t

 
hrough D of part 411 of 42 C FR and the rules established in this section supersede a ny State

l
 

aws. 

mailto://CivilRightsCoordinator@CareSource.com
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
https://www.hhs.gov/ocr/complaints/index.html
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SECTION 4 Not ice a bout S ubrogation (Recovery f rom a Thi rd
P

 
arty) 

Under Medicare law, we ha ve subrogation rights w hen we have paid benefits for the treatment of
y

 
our sickness, injury, or c ondition caused by a third party, and you have a r ight to recovery or

h
 

ave received r ecovery f rom a third party. Subrogation rights mean that the we are substituted to 
and w ill succeed to a ny a nd a ll legal claims th at you ma y b e e ntitled to p ursue a gainst any th ird
pa

 
rty f or benefits for w hich a third party is considered responsible. We also have a right to be

r
 

eimbursed from any third party r ecovery in the a mount of benefits paid on your behalf. These
s

 
ubrogation rights will not be affected if we do not participate in any legal action you take

r
 

elated to your sickness, injury, or c  ondition. 

Our subrogation and reimbursement rights shall ha ve first priority, which means that they are
pa

 
id before any of y our other claims are paid. We m ay c ollect from y ou the proceeds of any full

or
 

 partial recovery that y ou or y our legal representative obtain, whether in t he fo rm o f a
s

 
ettlement (either b efore o r a fter a ny d etermination o f lia bility) o r ju dgment, n o ma tter h ow th ose

p
 

roceeds ar e captioned o r ch aracterized. 

You agree to promptly notify us of how, when and where a n accident or incident resulting in a
s

 
ickness, injury, or condition to you occurred and all information regarding the parties involved. 

You must notify us promptly if y ou retain an attorney r elated to such an accident or incident. 
You and your legal representative must cooperate w ith us, do whatever i s n ecessary t o en able us
t

 
o exercise our subrogation and reimbursement r ights, and do nothing to prejudice our r ights. 
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CHAPTER 12 
Definitions of i mportant w ords 
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Chapter 1 2. De finitions of i  mportant w ords 

Ambulatory S urgical C enter – An A mbulatory S urgical C enter i s an en tity t hat o perates
e

 
xclusively f or the purpose of furnishing outpatient surgical services to patients not requiring

hos
 

pitalization and whose expected stay in the center does not exceed 24 hours. 

Appeal  – An ap peal i s something y ou do if y ou disagree w ith our decision to deny a  request for
c

 
overage o f health care services or prescription drugs or payment for services or drugs y ou 

already r eceived. Y ou m ay al so m ake an ap peal i f y ou d isagree with our  decision to stop services
t

 
hat y ou are receiving. For example, you may a sk for an appeal if we don’t pay f or a drug, item, 

or service y ou think you should be able to receive. Chapter 9 explains appeals, including the
pr

 
ocess involved in making an appeal. 

Benefit P eriod – The way t hat Original Medicare m easures y our use of hospital and skilled 
nursing f acility ( SNF) s ervices. A  benefit period begins the day y ou go into a hospital or skilled 
nursing facility. The benefit period ends when you haven’t received any inpatient hospital car e 
(or skilled care in a SNF) for 60 days in a row. If y ou go into a hospital or a s killed nursing
f

 
acility a fter one benefit period has ended, a new be nefit period begins. There is n o limit  to th e

num
 

ber of benefit periods.  

Brand N ame Drug – A p rescription drug that is m anufactured and sold by t he pharmaceutical
co

 
mpany t hat o riginally r esearched an d d eveloped t he drug. B rand n ame drugs h ave the same 

active-ingredient formula as the generic version of the drug. However, generic drugs are
m

 
anufactured and sold by ot her drug manufacturers and are g enerally not available until after the

pa
 

tent on the brand name drug has expired. 

Catastrophic Coverage S tage  – The stage in the P art D Drug B enefit where y ou pay a  low
c

 
opayment or coinsurance for y our drugs after y ou or other qualified parties on your behalf have

s
 

pent $6,550 i n covered drugs during the covered year. 

Centers f or Medicare & Med icaid S ervices ( CMS) – The Federal a gency t hat ad ministers
M

 
edicare. Chapter 2 explains how to contact CMS. 

Coinsurance  – An amount y ou may be r equired to pay a s y our share of the cost for services o r 
prescription drugs after y ou pay a ny deductibles. Coinsurance is usually a p ercentage (for
e

 
xample, 20%). 

Complaint —  The formal n ame for “m aking a  complaint” is “f iling a  grievance.” The complaint
pr

 
ocess is used for certain types of problems onl y. This includes problems related to quality of

car
 

e, w aiting t imes, an d t he customer s ervice you r eceive. S ee also “G rievance,” in t his l ist o f
de

 
finitions. 

Comprehensive Outpatient R ehabilitation F acility ( CORF) – A f acility th at mainly p rovides
r

 
ehabilitation services a fter an illness or injury, and provides a variety of services including

ph
 

ysical therapy, social or psychological services, respiratory therapy, occupational t herapy an d
s

 
peech-language pathology services, and home environment evaluation services. 
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Copayment (or “copay”)  – An amount y ou may be  required to pay as y our share of the cost for
a

 
 medical service or supply, like a doctor’s visit, hospital outpatient visit, or a prescription drug. 

A copayment is a set a mount, rather than a percentage. For e xample, you might pay $10 or $20 
for a doctor’s visit or prescription drug. 

Cost sharing – Cost sharing refers to amounts that a member has to pay when services or d rugs
ar

 
e received. C ost s haring includes a ny combination of the following three t ypes of payments: 

(1) any deductible amount a plan may impose before services or drugs a re c overed; ( 2) any f ixed 
“copayment” amount t hat a  plan r equires w hen a  specific service or d rug i s r eceived; o r ( 3) an y
“

 
coinsurance” a mount, a pe rcentage of the total amount paid for a service or  drug that a plan 

requires w hen a  specific service or d rug i s r eceived. A “d aily co st-sharing r ate” may ap ply w hen
y

 
our doctor prescribes less than a full month’s supply of certain drugs f or y ou and you are

r
 

equired to pay a  copayment. 

Cost-Sharing T ier  – Every drug on the list of covered drugs is in one of 6 cost-sharing tiers. In 
general, t he higher t he cost-sharing tier, the higher y our c ost for the drug. 

Coverage Determination –  A decision about whether a drug prescribed for y ou is covered by
t

 
he plan and the amount, if any, you are required to pay f or the prescription. In general, if y ou 

bring y our prescription to a pharmacy and the pharmacy tells y ou the prescription isn’t covered 
under y our plan, that isn’t a coverage determination. You need to call or write to your plan to ask 
for a formal decision about the coverage. Coverage determinations ar e called “co verage 
decisions” in this booklet. Chapter 9 explains how to ask us for a coverage decision. 

Covered D rugs – The term w e use to m ean al l o f t he prescription drugs covered by our plan. 

Covered S ervices – The general t erm w e use to m ean al l o f t he health ca re services an d s upplies 
that ar e covered b y o ur p lan. 

Creditable Prescription D rug C overage – Prescription drug coverage (for example, from an 
employer or union) that is expected to pay, o n av erage, at l east as m uch as M edicare’s s tandard
pr

 
escription drug coverage. People who have this kind of coverage when they become e ligible

f
 

or M edicare can g enerally k eep t hat co verage without p aying a  penalty, i f t hey d ecide to en roll
i

 
n M edicare prescription drug c overage later. 

Custodial Care  – Custodial care is personal care pr ovided in a nursing home, hospice, or other
f

 
acility setting when you do not need skilled m edical ca re or s killed n ursing c are. C ustodial c are 

is personal care that can be provided by people w ho don’t have professional skills o r tr aining,
s

 
uch as help with activities of daily living like bathing, dressing, eating, getting in or out of a bed 

or chair, moving around, and using the bathroom. It may a lso include the kind of health-related
car

 
e that m ost p eople do t hemselves, l ike using eye drops. Medicare doesn’t pay for custodial

car
 

e. 
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Daily cost-sharing rate –  A “d aily co st-sharing r ate” may a pply w hen your doctor prescribes
l

 
ess than a full month’s supply of c ertain drugs f or y ou and you are required to pay a  copayment. 

A daily cost-sharing r ate is t he copayment divided by the number of days in a month’s supply. 
Here is an ex ample: I f y our co payment fo r a o ne-month supply of a drug is $30, and a one- 
month’s supply in your plan is 30 days, then your “ daily c ost-sharing r ate” is $1 per day. This
m

 
eans y ou pay $1 for each day’s supply when you fill y our prescription. 

Deductible – T he amount y ou must pay for health care or prescriptions before our plan begins to 
pay. 

Disenroll o r Disenrollment – The process of ending y our membership in our plan. 
Disenrollment may be voluntary ( your own choice) or involuntary (not y our own choice). 

Dispensing F ee – A fee c harged each time a covered drug is dispensed to pay f or the c ost of
f

 
illing a p rescription. T he d ispensing f ee covers co sts s uch as t he pharmacist’s t ime to p repare 

and package the prescription. 

Dual Eligible I ndividual – A person who qualifies f or M edicare and M edicaid co verage. 

Durable Medical E quipment ( DME) –  Certain me dical equipment that is ordered by y our
doc

 
tor for m edical r easons. E xamples i nclude w alkers, w heelchairs, cr utches, p owered m attress

s
 

ystems, diabetic supplies, IV infusion pumps, speech generating devices, oxygen equipment, 
nebulizers, or hospital beds ordered by a  provider f or use in the home. 

Emergency – A m edical em ergency i s when you, or any other prudent layperson with an 
average knowledge of health and medicine, believe that y ou have medical symptoms that require
imme

 
diate me dical attention to p revent loss o f lif e, lo ss of  a limb, or loss of function of a limb. 

The medical symptoms may be an illness, injury, severe pain, or a medical condition that is
qui

 
ckly g etting worse. 

Emergency C are – Covered s ervices t hat ar e: ( 1) rendered by a provider qualified to furnish 
emergency s ervices; an d ( 2) needed to treat, ev aluate, or s tabilize an em ergency m edical
c

 
ondition. 

Evidence of Coverage (EOC) and Disclosure Information – T his document, along with your
e

 
nrollment form and any ot her attachments, riders, or other optional co verage selected, w hich 

explains y our coverage, what we must do, your rights, and what y ou have t o d o as a  member o f
our

 
 plan. 

Exception – A t ype of c overage decision t hat, if a pproved, allows y ou to get a  drug that is not on 
your plan sponsor’s formulary ( a formulary exception), or get a non-preferred d rug at a  lower
co

 
st-sharing level (a tiering exception). You may a lso request an exception if y our plan sponsor

r
 

equires y ou to try another drug before r eceiving the drug y ou are requesting, or the pl an limits
t

 
he quantity or dosage of t he drug y ou are requesting (a formulary exception). 
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Extra H elp – A Medicare program to help people with limited income and resources pay
M

 
edicare prescription drug program costs, such as premiums, deductibles, and coinsurance. 

Generic Drug – A prescription drug that is approved by the Food and Drug Administration 
(FDA) as h aving t he same active ingredient(s) as t he brand n ame drug. G enerally, a  “generic” 
drug w orks the same a s a brand name drug and usually costs less. 

Grievance  – A type of c omplaint y ou make a bout us or pharmacies, including a c omplaint
c

 
oncerning the quality of y our c are. This type of complaint does not involve coverage or

pa
 

yment disputes. 

Home H ealth A ide  – A hom e health aide provides services that don’t need th e s kills o f a 
l

 
icensed nurse or therapist, such as help with personal care (e.g., bathing, using the toilet, 

dressing, or carrying out t he prescribed exercises). Home health aides do not have a nursing
l

 
icense or p rovide therapy. 

Hospice  – A member wh o has 6 months or less to live has the right to elect hos pice. We, your
pl

 
an, must provide y ou with a list of hospices in your geographic area. If y ou elect hospice a nd 

continue to pay premiums y ou are still a member of  our plan. You can still obtain all medically
n

 
ecessary s ervices as w ell as t he supplemental b enefits w e offer. T he hospice will p rovide 

special treatment for y our s tate. 

Hospital Inpatient Stay – A h ospital stay w hen y ou have been formally admitted to the hospital
f

 
or s killed m edical s ervices. Even if y ou stay in the hospital overnight, you might still be

c
 

onsidered an “outpatient.” 

Income R elated Monthly A djustment A mount ( IRMAA) –  If y our modified adjusted gross
i

 
ncome as reported on your I RS tax return from 2 years ago is above a c ertain amount, you’ll pay

t
 

he standard premium amount and an Income Related Monthly Adjustment Amount, also known 
as I RMAA. IRMAA is an extra charge a dded to your premium. Less than 5% of people with 
Medicare are affected, s o m ost p eople will n ot p ay a  higher p remium. 

Initial Coverage Limit –  The ma ximum limit of c overage u nder th e I nitial Coverage S tage. 

Initial Coverage Stage – T his is the stage before y our total drug c osts including amounts y ou 
have paid and what y our pl an has paid on your behalf for the y ear have reached $4,130. 

Initial E nrollment P eriod –  When you are first eligible for Medicare, the pe riod of time when 
you can sign up for Medicare P art A a nd Part B. For example, if y ou’re e ligible for M edicare
w

 
hen you turn 65, your I nitial Enrollment Period is the 7-month period that begins 3 months

be
 

fore the month you turn 65, includes the month you turn 65, and ends 3 months after the month 
you turn 65. 
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Institutional S pecial N eeds P lan (SNP)  – A S pecial Needs P lan th at enrolls e ligible in dividuals
w

 
ho continuously reside or  are e xpected to continuously reside for 90 days or longer in a long- 

term car e (LTC) f acility. T hese LTC f acilities m ay i nclude a skilled n ursing f acility ( SNF); 
nursing f acility ( NF); (SNF/NF); an in termediate c are f acility f or th e m entally r etarded
(

 
ICF/MR); and/or a n in patient psychiatric f acility. A n in stitutional Special Needs P lan to s erve

M
 

edicare residents o f L TC f acilities m ust have a contractual arrangement with (or own and 
operate) t he specific LTC f acility(ies). 

Institutional E quivalent Spe cial N eeds P lan (SNP)  – An in stitutional Special Needs P lan th at 
enrolls e ligible in dividuals liv ing in th e c ommunity b ut requiring a n in stitutional level of c are
b

 
ased o n t he State assessment. T he assessment m ust b e performed u sing t he same respective 

State level o f ca re assessment t ool an d administered by a n entity other than the organization 
offering t he p lan. This type of S pecial N eeds P lan ma y r estrict enrollment to in dividuals th at 
reside in a  contracted as sisted l iving f acility ( ALF) i f n ecessary t o en sure uniform delivery of
s

 
pecialized car e. 

List of Covered Drugs (Formulary or “Drug List”)  – A list of prescription drugs c overed by
t

 
he plan. The drugs on this list are selected by the pl an with the help of doctors and pharmacists. 

The list includes both brand name and generic drugs. 

Low I ncome Subs idy (L IS) – See “Extra Help.” 

Maximum Out-of-Pocket A mount –  The most that y ou pay out-of-pocket during the calendar
y

 
ear for in-network covered Part A and Part B services. Amounts y ou pay f or y our Medicare Part

A
 

 and Part B premiums and prescription drugs do not count toward the ma ximum out-of-pocket
a

 
mount. (Note: B ecause our m embers al so g et as sistance from M edicaid, v ery f ew m embers ev er

r
 

each this out-of-pocket m aximum.) S ee Chapter 4 , S ection 1 .2 f or information about y our
ma

 
ximum out-of-pocket a mount. 

Medicaid ( or Medical A ssistance) –  A jo int Federal and state p rogram that h elps w ith me dical 
costs for some people w ith low incomes and limited resources. Medicaid programs vary from
s

 
tate to state, but most health care c osts are covered if y ou qualify f or both Medicare and 

Medicaid. S ee Chapter 2 , S ection 6  for information about how to contact M edicaid in your state. 

Medically A ccepted I ndication –  A use of a drug that is either approved by t he F ood and Drug
A

 
dministration or supported by c ertain reference books. See Chapter 5 , S ection 3  for more

in
 

formation ab out a  medically ac cepted i ndication. 

Medically N ecessary – Services, supplies, or drugs that are needed for the prevention, diagnosis, 
or t reatment o f y our m edical co ndition an d m eet a ccepted s tandards o f m edical p ractice. 

Medicare – The Federal h ealth i nsurance program for people 65 years of age or older, some
pe

 
ople under a ge 65 with certain disabilities, and people with End-Stage Renal D isease 

(generally those w ith permanent kidney failure who need dialysis or a kidney transplant). People
w

 
ith M edicare can g et t heir M edicare health co verage through O riginal M edicare or a  Medicare 

Advantage Plan. 



248 2021 E vidence of C overage for C areSource Dual A dvantage 
Chapter 12 . D efinitions of i mportant w ords 

Medicare Advantage Open E nrollment P eriod – A s et t ime each y ear w hen m embers i n a  
Medicare Advantage plan can c ancel their plan enrollment and switch to another M edicare 
Advantage plan, or obtain coverage through Original Medicare. If y ou choose to switch to 
Original Medicare during this period, you can also join a separate Medicare prescription drug
p

 
lan a t that time. T he Medicare Advantage O pen Enrollment Period is from January 1 until

M
 

arch 31, and is a lso available for a 3-month period after a n individual is first eligible for
M

 
edicare. 

Medicare Advantage (MA) P lan –  Sometimes cal led M edicare Part C . A p lan o ffered b y a
p

 
rivate company t hat co ntracts w ith M edicare to p rovide you w ith al l y our M edicare Part A an d

P
 

art B b enefits. A M edicare Advantage Plan c an b e an H MO, P PO, a  Private Fee-for-Service 
(PFFS) plan, or a Medicare Medical Savings Account (MSA) plan. When y ou ar e enrolled i n a  
Medicare Advantage Plan, M edicare services ar e covered t hrough t he plan, an d ar e not p aid f or
u

 
nder O riginal M edicare. I n m ost c ases, M edicare Advantage Plans al so o ffer M edicare Part D 

(
 

prescription drug c overage). These plans are called Med icare Advantage Plans w ith
P

 
rescription Drug Coverage . Everyone who has M edicare Part A and Part B is eligible to join 

any M edicare Advantage health plan that is offered in their area. 

Medicare Coverage Gap D iscount P rogram –  A program that provides di scounts on most
c

 
overed Part D brand name drugs to Part D m embers w ho h ave reached t he Coverage Gap S tage 

and w ho ar e not al ready r eceiving “E xtra Help.” D iscounts ar e based o n a greements b etween t he 
Federal g overnment and certain drug manufacturers. For this reason, most, but not all, brand 
name drugs are discounted. 

Medicare-Covered S ervices – Services co vered b y M edicare Part A an d P art B . A ll M edicare 
health plans, including our plan, must cover all of the services that a re c overed b y M edicare Part
A

 
 and B. 

Medicare Health P lan – A M edicare health p lan i s o ffered b y a  private company t hat co ntracts
w

 
ith Medicare to provide Part A an d P art B  benefits to people with Medicare who enroll in the

pl
 

an. This term includes a ll Medicare Advantage P lans, Medicare Cost P lans, 
Demonstration/Pilot Programs, a nd P rograms o f A ll-inclusive C are fo r the E lderly (P ACE). 

Medicare Prescription D rug C overage (Medicare Part D ) – Insurance t o help pay f or
out

 
patient prescription drugs, vaccines, biologicals, and some supplies not covered b y M edicare 

Part A o r Part B . 

“Medigap” ( Medicare Supplement I nsurance) P olicy – Medicare supplement insurance sold 
by private insurance companies to fill “gaps” in Original Medicare. Medigap policies only work 
with O riginal M edicare. ( A M edicare Advantage Plan is not a Medigap policy.) 

Member (Member of o ur Plan, o r “Plan Me mber”)  – A person with Medicare who is eligible
t

 
o get covered services, who has enrolled in our plan and whose e nrollment has been confirmed 

by t he Centers f or M edicare & M edicaid S ervices ( CMS). 
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Member Services –  A department within our plan r esponsible for a nswering y our questions
a

 
bout y our membership, benefits, grievances, and appeals. See Chapter 2 for information about

h
 

ow t o co ntact M ember S ervices. 

Network P harmacy – A n etwork p harmacy i s a  pharmacy w here members o f o ur p lan c an g et
t

 
heir p rescription d rug b enefits. W e call t hem “n etwork p harmacies” because they co ntract w ith

our
 

 plan. In most cases, your prescriptions are covered only if they a re f illed at one of our
n

 
etwork p harmacies. 

Network P rovider – “Provider” is t he general t erm w e use for d octors, o ther h ealth c are 
professionals, h ospitals, an d o ther h ealth car e facilities t hat ar e licensed o r cer tified b y M edicare 
and by the State to provide health care services. W e call t hem “ network p roviders” when they
ha

 
ve an agreement with our plan to accept our payment as payment in full, and in some cases to 

coordinate as w ell as provide covered services to members of our plan. Our plan pays network 
providers based on the agreements it has with the pr oviders or if the providers agree to provide
y

 
ou with plan-covered services. Network providers may also be referred to as “plan providers.” 

Organization Determination – The Medicare Advantage plan h as m ade an or ganization 
determination when it makes a decision about whether items or services are covered or how
m

 
uch you have to pay for covered items or services. Organization determinations are called 

“coverage decisions” in this booklet. Chapter 9 explains how to ask us for a coverage decision. 

Original Med icare ( “Traditional M edicare” or “ Fee-for-service” Medicare) –  Original M edicare 
is offered by the g overnment, and not a private health plan like Medicare A dvantage Plans and 
prescription drug plans. Under Original M edicare, M edicare services ar e covered b y p aying
doc

 
tors, hospitals, and other health care providers pa yment amounts established by Congress. 

You can see any doctor, hospital, or other health care provider t hat a ccepts M edicare. You must
pa

 
y the deductible. M edicare pays i ts s hare of t he Medicare-approved amount, and you pay y our

s
 

hare. O riginal M edicare has t wo p arts: P art A ( Hospital I nsurance) an d P art B ( Medical
I

 
nsurance) an d i s av ailable everywhere in t he United S tates. 

Out-of-Network Pharmacy – A pharmacy that doesn’t have a  contract with our plan to 
coordinate or provide covered drugs to members of  our plan. As explained in this Evidence of
C

 
overage, most drugs y ou get from out-of-network pharmacies a re not c overed by our plan 

unless cer tain co nditions a pply. 

Out-of-Network P rovider or Out-of-Network F acility  – A provider or f acility with which we
h

 
ave not arranged to coordinate or provide c overed services to members of our plan. Out-of- 

network providers are providers that are not e mployed, owned, or operated by our plan or are not
unde

 
r contract to deliver c overed services to you. Using out-of-network p roviders o r f acilities is 

e
 

xplained in this booklet i n Chapter 3. 

Out-of-Pocket C osts – See the definition for “cost sharing” above. A m ember’s c ost-sharing
r

 
equirement to pay f or a por tion of services or drugs received is also referred to as the member’s

“
 

out-of-pocket” cost r equirement. 
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Part C –  see “Medicare Advantage (MA) P lan.” 

Part D  – The vol untary M edicare Prescription Drug B enefit Program. (For eas e of r eference, w e 
will refer to th e p rescription d rug b enefit program as P art D.) 

Part D Drugs – Drugs that can be c overed under P art D. We may or may not  offer all Part D
d

 
rugs. (S ee y our formulary fo r a s pecific l ist o f covered d rugs.) Certain c ategories o f d rugs w ere 

specifically ex cluded b y C ongress f rom b eing co vered as P art D d rugs. 

Part D L ate Enrollment P enalty – An amount added to your monthly premium for Medicare
dr

 
ug c overage if y ou go without creditable coverage ( coverage that is expected to pay, on 

average, at least as much as standard Medicare prescription drug c overage) f or a continuous
pe

 
riod of 63 days or more after y ou are first eligible to join a Part D plan. You pay this higher

a
 

mount as long as y ou have a Medicare drug plan. There are some exceptions. F or ex ample, i f
y

 
ou receive “Extra Help” from Medicare to pay y our prescription drug plan costs, you will not

pa
 

y a  late e nrollment penalty. If y ou lose “E xtra Help”, you may be subject to the late enrollment
pe

 
nalty if y ou go 63 days or more in a row without Part D or other c reditable prescription drug

c
 

overage.   

Preferred P rovider Organization ( PPO) P lan – A Preferred Provider Organization plan is a
M

 
edicare Advantage Plan that has a network of contracted providers that ha ve agreed to treat

pl
 

an members for a  specified payment amount. A P PO plan must cover all plan benefits whether
t

 
hey a re r eceived from network or out-of-network providers. Member cost sharing w  ill g enerally

be
 

 higher when plan benefits are r eceived from out-of-network providers. PPO plans have an 
annual limit on your out-of-pocket c osts for services received from network (preferred) providers
a

 
nd a higher limit on your total combined out-of-pocket c osts for services f rom both network 

(preferred) and out-of-network (non-preferred) providers. 

Premium  – The periodic p ayment t o M edicare, an i nsurance company, o r a h ealth car e plan f or
he

 
alth or prescription drug co verage. 

Primary C are Provider ( PCP) – Your primary c are provider is the doctor or other provider y ou 
see first for most health problems. He or she makes sure y ou get the care y ou need to keep you 
healthy. He or she also may talk with other doctors and health care providers about y our c are and 
refer y ou to them. In many M edicare health p lans, y ou m ust s ee your p rimary c are provider
be

 
fore y ou see any ot her he alth care provider. See C hapter 3, Section 2.1 for information about

P
 

rimary C are Providers. 

Prior Authorization –Approval in advance to get services or c ertain drugs that may or may not
be

 
 on our formulary. Some in-network medical services a re c overed only i f y our doctor or other

ne
 

twork provider g ets “prior authorization” from our  plan. Covered services that need prior
au

 
thorization ar e marked in the Benefits Chart in Chapter 4. Some drugs are covered only if y our

doc
 

tor or other network provider g ets “prior authorization” from us. Covered drugs that need 
prior authorization are marked in the formulary. 
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Prosthetics a nd O rthotics – These are medical d evices o rdered b y y our d octor o r o ther h ealth
c

 
are provider. Covered items include, but are not limited to, arm, back, and n eck b races; a rtificial

l
 

imbs; artificial eyes; a nd devices needed to replace an internal body part or function, including
os

 
tomy supplies and enteral and parenteral nutrition therapy. 

Quality Improvement O rganization (QIO)  – A group of practicing doctors and other health 
care experts p aid b y t he Federal g overnment t o c heck an d i mprove the care given t o M edicare 
patients. S ee Chapter 2, Section 4 for information about how to contact the QIO fo r your state. 

Quantity L imits  – A ma nagement tool that is d esigned to limit  the u se o f s elected d rugs f or
qua

 
lity, safety, or utilization reasons. Limits may be  on the amount of the drug that w e cover p er

pr
 

escription or for a defined period of time . 

Rehabilitation S ervices – These services i nclude physical t herapy, s peech an d l anguage 
therapy, and occupational therapy. 

Service Area – A g eographic a rea w here a h ealth p lan a ccepts me mbers if i t limits me mbership
ba

 
sed on where people live. For plans that limit which doctors and hospitals y ou may use, it’s

al
 

so g enerally t he area where you c an g et r outine (non-emergency) services. The plan m ay 
disenroll y ou if y ou permanently m ove out o f t he plan’s s ervice area. 

Skilled N ursing F acility ( SNF) C are –  Skilled nursing care a nd rehabilitation services provided 
on a continuous, daily basis, in a skilled nursing facility. Examples of skilled nursing f acility car e 
include physical therapy or  intravenous injections t hat can only be g iven by a registered nurse or
doc

 
tor. 

Special N eeds P lan –  A s pecial t ype of M edicare Advantage Plan that provides more focused 
health care for specific gr oups of people, such as those who have both Medicare a nd Medicaid, 
who reside in a nursing home, or who have certain chronic medical conditions. 

Step Therapy  – A u tilization to ol that requires y ou to f irst try a nother d rug to tr eat your me dical 
condition before we will cover the drug y our physician may have initially prescribed. 

Supplemental Se curity I ncome ( SSI) –  A monthly benefit paid by Social S ecurity to people
w

 
ith limited income and resources who are disabled, blind, or age 65 and older. SSI benefits are

not
 

 the s ame as S ocial S ecurity b enefits. 

Urgently N eeded S ervices – U rgently needed services ar e provided to treat a non-emergency,
u

 
nforeseen me dical illness, in jury, o r c ondition th at requires imme diate me dical care. Urgently

n
 

eeded s ervices may be furnished by network providers or by out-of-network providers when 
network providers are t emporarily u navailable or i naccessible. 



CareSource Dual A dvantage M ember S ervices 

Method Member Services –  Contact Information 

CALL 1-833-230-2020 
Calls t o t his n umber ar e free.
O

 
ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday;

A
 

pril 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday.
M

 

ember S ervices al so h as f ree language interpreter s ervices av ailable 
for non-English s peakers. 

TTY 711 
Calls t o t his n umber ar e free.
O

 
ctober 1 – March 31: 8 a.m. – 8 p.m., Monday through Sunday; 

April 1 – September 30: 8 a .m. – 8 p.m., Monday t hrough Friday. 

FAX 1-844-417-6153 

WRITE CareSource Dual A dvantage Member S ervices 
P.O. Box 8738 
Dayton, OH 45401-8738 

WEBSITE CareSource.com/Medicare 

GeorgiaCares 

GeorgiaCares i s a  state program t hat g ets m oney f rom t he Federal g overnment t o g ive free local
h

 
ealth i nsurance counseling to people w ith Medicare. 

Method Contact Information 

CALL 1-866-552-4464 

TTY 711 

WRITE 2 P eachtree Street N .W. 
29th Floor 
Atlanta, GA 30303 

WEBSITE mygeorgiacares.org/ 

PRA D isclosure S tatement A ccording to t he Paperwork R eduction Act o f 1995, no per sons a re 
required to respond t o a  collection of i nformation unless i t di splays a  valid OMB c ontrol nu mber.
The 

 
valid OMB c ontrol n umber f or t his i nformation collection is 0938 -1051. I f y ou have

c
 

omments or s uggestions f or i mproving this f orm, pl ease write t o: C MS, 7 500 Security
B 

 
oulevard, A ttn: P RA R eports C learance Officer, M ail S top C4-26-05, B altimore, M aryland

21244
 

-1850. 

http://www.caresource.com/Medicare
http://www.mygeorgiacares.org/


Member Services 

1-833-230-2020 (TTY: 711) 
October 1 – March 31: 8 a.m. to 8 p.m., seven days a week 
April 1 – September 30: 8 a.m. to 8 p.m., Monday – Friday 

CareSource.com/DSNP 

© 2020 CareSource. All Rights Reserved. Y0119_GA-DSNP-M-199733_C Accepted 

https://caresource.com/DSNP
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