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SECTION 1 Introduction

Section 1.1 You are enrolled in Today's Options Premier 400 (PFFS), which is a
Medicare Private Fee-for-Service Plan

You are covered by Medicare, and you have chosen to get your Medicare health care through our plan,
Today's Options Premier 400 (PFFS).
There are different types ofMedicare health plans. Our plan is aMedicare Advantage Private Fee-for-Service
(PFFS) Plan. Like all Medicare health plans, this Medicare PFFS plan is approved by Medicare and run
by a private company.

Section 1.2 What is the Evidence of Coverage booklet about?

This Evidence of Coverage booklet tells you how to get your Medicare medical care covered through our
plan. This booklet explains your rights and responsibilities, what is covered, and what you pay as a member
of the plan.
This plan, Today's Options Premier 400 (PFFS), is offered by American Progressive Life &Health Insurance
Company of New York and The Pyramid Life Insurance Company. (When this Evidence of Coverage says
“we,” “us,” or “our,” it means American Progressive Life & Health Insurance Company of New York and
The Pyramid Life Insurance Company.When it says “plan” or “our plan,” it means Today's Options Premier
400 (PFFS).
The word “coverage” and “covered services” refers to the medical care and services available to you as a
member of our plan.

Section 1.3 What does this Chapter tell you?

Look through Chapter 1 of this Evidence of Coverage to learn:
What makes you eligible to be a plan member?

What is your plan's service area?

What materials will you get from us?

What is your plan premium and how can you pay it?

How do you keep the information in your membership record up to date?

Section 1.4 What if you are new to our plan?

If you are a new member, then it's important for you to learn how the plan operates – what the rules are
and what services are available to you. We encourage you to set aside some time to look through this
Evidence of Coverage booklet.
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If you are confused or concerned or just have a question, please contact our plan's Member Services
(contact information is on the back cover of this booklet).

Section 1.5 Legal information about the Evidence of Coverage

It’s part of our contract with you
This Evidence of Coverage is part of our contract with you about how our plan covers your care. Other
parts of this contract include your enrollment form and any notices you receive from us about changes to
your coverage or conditions that affect your coverage. These notices are sometimes called "riders" or
"amendments."
The contract is in effect for months in which you are enrolled in our plan between January 1, 2012 and
December 31, 2012.

Medicare must approve our plan each year
Medicare (the Centers for Medicare & Medicaid Services) must approve our plan each year. You can
continue to get Medicare coverage as a member of our plan only as long as we choose to continue to offer
the plan for the year in question and the Centers for Medicare & Medicaid Services renews its approval of
the plan.

SECTION 2 What makes you eligible to be a plan member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:
You live in our geographic service area (section 2.3 below describes our service area)

-- and -- you are entitled to Medicare Part A

-- and -- you are enrolled in Medicare Part B.

-- and -- you do not have End-Stage Renal Disease (ESRD), with limited exceptions, such as if you
develop ESRD when you are already a member of a plan that we offer, or you were a member of a
different plan that was terminated.

Section 2.2 What are Medicare Part A and Medicare Part B?

When you originally signed up for Medicare, you received information about how to get Medicare Part A
and Medicare Part B. Remember:

Medicare Part A generally covers services furnished by institutional providers such as hospitals,
skilled nursing facilities, or home health agencies.
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Medicare Part B is for most other medical services (such as physician's services and other outpatient
services) and certain items (such as durable medical equipment and supplies).

Section 2.3 Here is the plan service area for our plan

Although Medicare is a Federal program, our plan is available only to individuals who live in our plan
service area. To remain a member of our plan, you generally must keep living in this service area. The
service area is described in Appendix B of this Evidence of Coverage.
We offer coverage in several states. However, there may be cost or other differences between the plans we
offer in each state. If you move out of the state where you live into a state that is still within our service
area, you must call Member Services in order to update your information. If you move into a state outside
of our service area, you cannot remain a member of our plan. Please call Member Services to find out if
we have a plan in your new state.
If you plan to move out of the service area, please contact Member Services. When you move, you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in aMedicare
health or drug plan that is available in your new location.

SECTION 3 What other materials will you get from us?

Section 3.1 Your plan membership card – Use it to get all covered care

While you are a member of our plan, you must use your membership card for our plan whenever you get
any services covered by this plan.
Here is a sample membership card to show you what yours will look like:

As long as you are a member of our plan you must not use your red, white, and blue Medicare card to
get covered medical services (with the exception of routine clinical research and hospice services). Keep
your red, white, and blue Medicare card in a safe place in case you need it later.

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Chapter 1: Getting started as a member 6



Here's why this is so important: If you get covered services using your red, white, and blue Medicare
card instead of using your Today's Options Premier 400 (PFFS) membership card while you are a plan
member, you may have to pay the full cost yourself.
If your plan membership card is damaged, lost, or stolen, call Member Services right away and we will
send you a new card.

SECTION 4 Your monthly premium for our plan

Section 4.1 How much is your plan premium?

As a member of our plan, you pay a monthly plan premium. The monthly premium amount for our plan
is listed in Appendix B of this Evidence of Coverage. In addition, you must continue to pay your Medicare
Part B premium (unless your Part B premium is paid for you by Medicaid or another third party).

Many members are required to pay other Medicare premiums
As explained in Section 2 above, in order to be eligible for our plan, you must be entitled to Medicare Part
A and enrolled in Medicare Part B. For that reason, some plan members will be paying a premium for
Medicare Part A and most plan members will be paying a premium for Medicare Part B, in addition to
paying the monthly plan premium. You must continue paying your Medicare Part B premium to remain a
member of the plan.

Your copy ofMedicare & You 2012 gives information about these premiums in the section called
"2012 Medicare Costs." This explains how the Part B premium differs for people with different
incomes.
Everyone with Medicare receives a copy of Medicare & You each year in the fall. Those new to
Medicare receive it within a month after first signing up. You can also download a copy ofMedicare
& You 2012 from theMedicare website (http://www.medicare.gov). Or, you can order a printed copy
by phone at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call
1-877-486-2048.

Section 4.2 There are several ways you can pay your plan premium

There are three (3) ways you can pay your plan premium. These choices are explained to you during the
enrollment process and are found on your enrollment application. If you have any additional questions
about how to pay your Plan premiums, or would like to change your payment options (as explained below),
please contact Member Services. The contact information for Member Services can be found in Chapter
2.
If you decide to change the way you pay your premium, it can take up to three months for your new payment
method to take effect. While we are processing your request for a new payment method, you are responsible
for making sure that your plan premium is paid on time.
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Option 1: You can pay by check
If you elect Direct Bill option, your monthly premium will be mailed to you on or around the 10th of each
month. Your premium payment will be due, via personal check, cashier’s check or money order, by the
1st day of the following month. Please remit payments to:

Today's Options Premier 400 (PFFS)
P.O. Box 504734

St Louis, MO 63150-4734
Please include your payment along with the statement coupon and your Subscriber IDwritten on the check,
cashier's check or money order.

Option 2: You can pay by automatic withdrawal from your checking or savings account
If you elect to pay via Automatic Bank Withdrawal from your checking or savings account, your monthly
premium will be automatically deducted from your checking or savings account on or around the 5th day
of each month.
You may contact Member Services and request a Change Notice Form, which will include specific
instructions, to set up your Automatic Bank Withdrawal.

Option 3: You can have the plan premium taken out of your monthly Social Security check
You can have the plan premium taken out of your monthly Social Security check. Contact Member Services
for more information on how to pay your plan premium this way. We will be happy to help you set this
up.
What to do if you are having trouble paying your plan premium
Your plan premium is due in our office by the 1st day of each month.
If you are having trouble paying your premium on time, please contact Member Services to see if we can
direct you to programs that will help with your plan premium.
We have the right to pursue collection of these premiums.

Section 4.3 Can we change your monthly plan premium during the year?

No.We are not allowed to change the amount we charge for the plan’s monthly plan premium during the
year. If the monthly plan premium changes for next year we will tell you in September and the change will
take effect on January 1.

SECTION 5 Please keep your plan membership record up to date

Section 5.1 How to help make sure that we have accurate information about you

Your membership record has information from your enrollment form, including your address and telephone
number. It shows your specific plan coverage.
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We use information in your membership record to provide your coverage and to coordinate your benefits
with any other insurance you have. Because of this, it is very important that you help us keep your
information up to date.

Let us know about these changes:
Changes to your name, your address, or your phone number

Changes in any other health insurance coverage you have (such as from your employer, your spouse's
employer, workers' compensation, or Medicaid)
If you have any liability claims, such as claims from an automobile accident

If you have been admitted to a nursing home

If your designated responsible party (such as a caregiver) changes

If you are participating in a clinical research study

If any of this information changes, please let us know by calling Member Services (phone numbers are on
the back cover of this booklet).

Read over the information we send you about any other insurance coverage you have
Medicare requires that we collect information from you about any other medical or drug insurance coverage
that you have. That's because we must coordinate any other coverage you have with your benefits under
our plan. (For more information about how our coverage works when you have other insurance, see Section
7 in this chapter.)
Once each year, we will send you a letter that lists any other medical or insurance 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 you have other coverage that is not listed, please call Member Services (phone
numbers are on the back cover of this booklet).

SECTION 6 We protect the privacy of your personal health information

Section 6.1 We make sure that your health information is protected

Federal and state laws protect the privacy of your medical records and personal health information. We
protect your personal health information as required by these laws.
For more information about how we protect your personal health information, please go to Chapter 6,
Section 1.4 of this booklet.
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SECTION 7 How other insurance works with our plan

Section 7.1 Which plan pays first when you have other insurance?

When you have other insurance (like employer group health coverage), there are rules set by Medicare
that decide whether our plan or your other insurance pays first. The insurance that pays first is called the
“primary payer” and pays up to the limits of its coverage. The one that pays second, called the “secondary
payer,” only pays if there are costs left uncovered by the primary coverage. The secondary payer may not
pay all of the uncovered costs.
These rules apply for employer or union group health plan coverage:

If you have retiree coverage, Medicare pays first.

If your group health plan coverage is based on your or a family member’s current employment, who
pays first depends on your age, the size of the employer, and whether you have Medicare based on
age, disability, or End-stage Renal Disease (ESRD):

If you’re under 65 and disabled and you or your family member is still working, your plan pays
first if the employer has 100 or more employees or at least one employer in a multiple employer
plan has more than 100 employees.
If you’re over 65 and you or your spouse is still working, the plan pays first if the employer has
20 or more employees or at least one employer in a multiple employer plan has more than 20
employees.

If you have Medicare because of ESRD, your group health plan will pay first for the first thirty
months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:
No-fault insurance (including automobile insurance)

Liability (including automobile insurance)

Black lung benefits

Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after Medicare,
employer group health plans, and/or Medigap have paid.
If you have other insurance, tell your doctor, hospital, and pharmacy. If you have questions about who
pays first, or you need to update your other insurance information, call Member Services (phone numbers
are on the back cover of this booklet.) You may need to give your plan member ID number to your other
insurers (once you have confirmed their identity) so your bills are paid correctly and on time.
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SECTION 1 Today's Options Premier 400 (PFFS) contacts (how to contact us, including
how to reach Member Services at the plan)

How to contact our plan's Member Services
For assistance with claims, billing or member card questions, please call or write to Today's Options Premier
400 (PFFS) Member Services. We will be happy to help you.

Member Services

(866) 568-8921.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.
Member Services also has free language interpreter services available for non-English
speakers.

CALL

(877) 907-2986
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

TTY

(877) 907-2982FAX

Today's Options PFFS
P.O. Box 742528
Houston, TX 77274

WRITE

www.TodaysOptions.comWEBSITE
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How to contact us when you are asking for a coverage decision about your medical care
A coverage decision is a decision we make about your benefits and coverage or about the amount we will
pay for your medical services. For more information on asking for coverage decisions about your medical
care, see Chapter 7 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).
You may call us if you have questions about our coverage decision process.

Coverage Decisions for Medical Care

(866) 568-8921.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

CALL

(877) 907-2986
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

TTY

(877) 907-2982FAX

Today's Options PFFS c/o Medical Management
P.O. Box 740444
Houston, TX 77274-0444

WRITE

www.TodaysOptions.comWEBSITE
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How to contact us when you are making an appeal about your medical care
An appeal is a formal way of asking us to review and change a coverage decision we have made. For more
information on making an appeal about your medical care, see Chapter 7 (What to do if you have a problem
or complaint (coverage decisions, appeals, complaints)).

Appeals for Medical Care

(866) 568-8921
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

CALL

(877) 907-2986
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

TTY

(800) 817-3516FAX

Today's Options PFFS c/o Appeals and Grievances
P.O. Box 742608
Houston, TX 77274

WRITE

www.TodaysOptions.comWEBSITE
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How to contact us when you are making a complaint about your medical care
You can make a complaint about us or one of our providers, including a complaint about the quality of
your care. This type of complaint does not involve coverage or payment disputes. (If your problem is about
the plan’s coverage or payment, you should look at the section above about making an appeal.) For more
information on making a complaint about your medical care, see Chapter 7 (What to do if you have a
problem or complaint (coverage decisions, appeals, complaints)).

Complaints about Medical Care

(866) 568-8921
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

CALL

(877) 907-2986
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

TTY

(800) 817-3516FAX

Today's Options PFFS c/o Appeals and Grievances
P.O. Box 742608
Houston, TX 77274

WRITE
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Where to send a request asking us to pay for our share of the cost for medical care you
have received
For more information on situations in which you may need to ask us for reimbursement or to pay a bill
you have received from a provider, see Chapter 5 (Asking us to pay our share of a bill you have received
for covered medical services).
Please note: If you send us a payment request and we deny any part of your request, you can appeal our
decision. See Chapter 7 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)) for more information.

Payment Requests

(866) 568-8921
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

CALL

(877) 907-2986
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time
zone, 7 days a week.

TTY

(713) 972-0247FAX

Today's Options PFFS
P.O. Box 742568
Houston, TX 77274

WRITE

www.TodaysOptions.comWEBSITE
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SECTION 2 Medicare (how to get help and information directly from the Federal Medicare
program)

Medicare is the Federal health insurance program for people 65 years of age or older, some people under
age 65 with disabilities, and people with End-Stage Renal Disease (permanent kidney failure requiring
dialysis or a kidney transplant).
The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services (sometimes
called "CMS"). This agency contracts with Medicare Advantage organizations including us.

Medicare

1-800-MEDICARE, or 1-800-633-4227
Calls to this number are free.
24 hours a day, 7 days a week.

CALL

1-877-486-2048
This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.
Calls to this number are free.

TTY

http://www.medicare.gov
This is the official government website for Medicare. It gives you up-to-date
information aboutMedicare and currentMedicare issues. It also has information
about hospitals, nursing homes, physicians, home health agencies, and dialysis
facilities. It includes booklets you can print directly from your computer. You
can also find Medicare contacts in your state by selecting “Help and Support”
and then clicking on “Useful Phone Numbers and Websites.”
The Medicare website also has detailed information about your Medicare
eligibility and enrollment options with the following tools:

WEBSITE

Medicare Eligibility Tool: Provides Medicare eligibility status
information. Select “Find Out if You’re Eligible.”
Medicare Plan Finder: Provides personalized information about available
Medicare prescription drug plans, Medicare health plans, and Medigap
(Medicare Supplement Insurance) policies in your area. Select “Health
& Drug Plans” and then “Compare Drug and Health Plans” or “Compare
Medigap Policies.” These tools provide an estimate of what your
out-of-pocket costs might be in different Medicare plans.

If you don’t have a computer, your local library or senior center may be able
to help you visit this website using its computer. Or, you can call Medicare at
the number above and tell them what information you are looking for. They
will find the information on the website, print it out, and send it to you.
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SECTION 3 State Health Insurance Assistance Program (free help, information, and
answers to your questions about Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained counselors
in every state. For information about the SHIP in your state, see Appendix A of this Evidence of Coverage.
SHIP is independent (not connected with any insurance company or health plan). It is a state program that
gets money from the Federal government to give free local health insurance counseling to people with
Medicare.
SHIP counselors can help you with your Medicare questions or problems. They can help you understand
your Medicare rights, help you make complaints about your medical care or treatment, and help you
straighten out problems with your Medicare bills. SHIP counselors can also help you understand your
Medicare plan choices and answer questions about switching plans.

SECTION 4 Quality Improvement Organization (paid by Medicare to check on the
quality of care for people with Medicare)

There is a Quality Improvement Organization for each state. For information about the Quality Improvement
Organization in your state, see Appendix A of this Evidence of Coverage.
Your state’s Quality Improvement Organization has a group of doctors and other health care professionals
who are paid by the Federal government. This organization is paid by Medicare to check on and help
improve the quality of care for people with Medicare. Your state’s Quality Improvement Organization is
an independent organization. It is not connected with our plan.
You should contact your state's Quality Improvement Organization in any of these situations:

You have a complaint about the quality of care you have received.

You think coverage for your hospital stay is ending too soon.

You think coverage for your home health care, skilled nursing facility care, or Comprehensive
Outpatient Rehabilitation Facility (CORF) services are ending too soon.

SECTION 5 Social Security

The Social Security Administration is responsible for determining eligibility and handling enrollment for
Medicare. U.S. citizens who are 65 or older, or who have a disability or End-Stage Renal Disease and meet
certain conditions, are eligible for Medicare. If you are already getting Social Security checks, enrollment
into Medicare is automatic. If you are not getting Social Security checks, you have to enroll in Medicare.
Social Security handles the enrollment process for Medicare. To apply for Medicare, you can call Social
Security or visit your local Social Security office.
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Social Security Administration

1-800-772-1213
Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.
You can use Social Security's automated telephone services to get recorded
information and conduct some business 24 hours a day.

CALL

1-800-325-0778
This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.
Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.

TTY

http://www.ssa.govWEBSITE

SECTION 6 Medicaid (a joint Federal and state program that helps with medical costs
for some people with limited income and resources)

Medicaid is a joint Federal and state government program that helps with medical costs for certain people
with limited incomes and resources. Some people with Medicare are also eligible for Medicaid. For
information about the Medicaid office in your state, see Appendix A of this Evidence of Coverage.
In addition, there are programs offered throughMedicaid that help people withMedicare pay their Medicare
costs, such as their Medicare premiums. These programs help people with limited income and resources
save money each year:

Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B premiums, and
other cost sharing (like deductibles, coinsurance, and copayments).
Specified Low-Income Medicare Beneficiary (SLMB) and Qualifying Individual (QI): Helps
pay Part B premiums.
Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicaid and its programs, contact your state's Medicaid agency.

SECTION 7 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers comprehensive benefit
programs for the nation's railroad workers and their families. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.
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Railroad Retirement Board

1-877-772-5772
Calls to this number are free.
Available 9:00 am to 3:30 pm, Monday through Friday
If you have a touch-tone telephone, recorded information and automated services
are available 24 hours a day, including weekends and holidays.

CALL

1-312-751-4701
This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.
Calls to this number are not free.

TTY

http://www.rrb.govWEBSITE

SECTION 8 Do you have "group insurance" or other health insurance from an
employer?

If you (or your spouse) get benefits from your (or your spouse’s) employer or retiree group, call the
employer/union benefits administrator or Member Services if you have any questions. You can ask about
your (or your spouse’s) employer or retiree health benefits, premiums, or the enrollment period.
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SECTION 1 Things to know about getting your medical care covered as a member
of our plan

This chapter tells things you need to know about using the plan to get your medical care coverage. It gives
definitions of terms and explains the rules you will need to follow to get the medical treatments, services,
and other medical care that are covered by the plan.
For the details on what medical care is covered by our plan and how much you pay as your share of the
cost when you get this care, use the Benefits Chart in the next chapter, Chapter 4 (Medical Benefits Chart,
what is covered and what you pay).

Section 1.1 What are “covered services”?

Here are some definitions that can help you understand how you get the care and services that are covered
for you as a member of our plan:

“Providers” are doctors and other health care professionals licensed by the state to provide medical
services and care. The term “providers” also includes hospitals and other health care facilities.
“Covered services” include all the medical care, health care services, supplies, and equipment that
are covered by our plan. Your covered services for medical care are listed in the Benefits Chart in
Chapter 4.

Section 1.2 Basic rules for getting your medical care covered by the plan

As a Medicare health plan, our plan must cover all services covered by Original Medicare and must follow
Original Medicare’s coverage rules.
Our plan will generally cover your medical care as long as:

The care you receive is included in the plan’s Medical Benefits Chart (this chart is in Chapter 4
of this booklet).
The care you receive is considered medically necessary. “Medically necessary” means that the
services, supplies or drugs are needed for the prevention, diagnosis or treatment of your medical
condition and meet accepted standards of medical practice.
You receive your care from a provider in the United States who (1) agrees to accept our plan’s
terms and conditions of payment prior to providing services to you and (2) is eligible to provide
services under Original Medicare.

AMedicare Advantage Private Fee-for-Service plan works differently than aMedicare supplement
plan. Your provider is not required to agree to accept the plan’s terms and conditions of payment,
and thus may choose not to treat you, with the exception of emergencies. If your provider does
not agree to accept our terms and conditions of payment, they may choose not to provide health
care services to you, except in emergencies. If this happens, you will need to find another provider
that will accept our terms and conditions of payment. Providers can find the plan’s terms and
conditions of payment on our website at: www.TodaysOptions.com.
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A provider is considered to have agreed to accept the terms and conditions of payment if the
provider was aware that you are a member of the PFFS plan before providing services to you (for
example: if you showed them your PFFS plan card); the provider had reasonable access to our
terms and conditions of payment; and the provider provided covered services to you. The provider
doesn’t have to actually read the terms and conditions of payment - If the provider had the
opportunity to read them and treats you, the law deems this provider to have agreed to accept our
plan’s terms and conditions of payment for that specific visit.

You must show your plan membership card every time you visit a provider. A provider can
decide at every visit whether to accept our plan’s terms and conditions, and thus treat you. A
provider cannot change his/her mind about accepting the terms and conditions of payment
after providing services.
Not all providers accept our plan’s terms and conditions of payment or agree to treat you. If
a provider from whom you seek care decides not to accept our plan’s terms and conditions of
payment or refuses to treat you, then you will need to find another provider that will accept
our plan’s terms and conditions of payment. A provider that decides not to accept our plan’s
terms and conditions of payment should not provide services to you, except in emergencies.
You may contact us at (866) 568-8921 for assistance locating another provider in your area
who will accept our plan’s terms and conditions of payment.

If you need emergency care, it is covered whether a provider agrees to accept the plan’s payment
terms or not.

You are required to pay only the copayment or coinsurance amount allowed by our plan at
the time of the visit. You should ask the provider to bill the plan for your covered services. If
provider asks you to pay the full amount of the services, and have you paid back by the plan, remind
the provider that you are only responsible for the cost-sharing amount. If the provider wants further
information on payment for covered services, please have the provider contact us at (866) 568-8921
or via written correspondence to: Today's Options PFFS, P.O. Box 742568, Houston, TX 77274.
If you receive a service from a provider who accepts our plan’s terms and conditions of payment,
you and the provider have the right to request a written coverage decision from us before you get
the service in order to confirm that the service is medically necessary and a covered service, and
therefore, will be paid for by our plan. Chapter 7 has more information about what to do if you want
a coverage decision from us or want to appeal a decision we have already made.
Our plan does not require members or their providers to obtain prior authorization or a referral from
the plan as a condition for covering medically necessary services that are covered by our plan. Under
prior authorization, a plan requires members or providers to seek authorization from the plan prior
to obtaining services. There is no such requirement for our members. Our plan also does not have
any prior notification rules. Under prior notification, a plan charges members lower cost-sharing
amounts for some services if members or their providers notify the plan before the member receives
the service. If you have any questions about whether we will pay for any medical service or care
that you are considering, you have the right to ask us whether we will cover it before you get it.
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SECTION 2 How to get covered services when you have an emergency

Section 2.1 Getting care if you have a medical emergency

What is a “medical emergency” and what should you do if you have one?
A “medical emergency” is when you believe that you have an injury or illness that requires immediate
medical attention to prevent a disability or death. A medical emergency can include severe pain, a bad
injury, a sudden illness, or a medical condition that is quickly getting much worse.
If you have a medical emergency:

Get help as quickly as possible. Call 911 for help or go to the nearest emergency room, hospital,
or urgent care center. Call for an ambulance if you need it. You do not need to get approval from
our plan.
As soon as possible, make sure that our plan has been told about your emergency.We need to
follow up on your emergency care. You or someone else should call to tell us about your emergency
care, usually within 48 hours. The number to call is on the back of the plan membership card.

What is covered if you have a medical emergency?
You may get covered emergency medical care whenever you need it, anywhere in the United States or its
territories. Our plan covers ambulance services in situations where getting to the emergency room in any
other way could endanger your health. For more information, see the Medical Benefits Chart in Chapter
4 of this booklet.
This plan covers emergency services outside the U.S. For more information, see theMedical Benefits Chart
in Chapter 4 of this booklet.
If you have an emergency, we will talk with the doctors who are giving you emergency care to help manage
and follow up on your care. The doctors who are giving you emergency care will decide when your condition
is stable and the medical emergency is over.
After the emergency is over you are entitled to follow-up care to be sure your condition continues to be
stable. If you decide to get follow-up care from the provider treating you, then you should advise them of
your plan enrollment as soon as possible, by showing them your membership ID card. The plan will pay
for all medically-necessary plan-covered services furnished by the provider and non-emergency care that
you get from any provider in the United States who agrees to accept our plan’s terms and conditions of
payment and is eligible to provide services under Original Medicare.

What if it wasn’t a medical emergency?
Sometimes it can be hard to know if you have a medical emergency. For example, you might go in for
emergency care – thinking that your health is in serious danger – and the doctor may say that it wasn’t a
medical emergency after all. If it turns out that it was not an emergency, as long as you reasonably thought
your health was in serious danger, we will cover your care.
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SECTION 3 What if you are billed directly for the full cost of your covered services?

Section 3.1 You can ask the plan to pay our share of the cost of your covered
services

If you have paid more than your share for covered services, or if you have received a bill for the full cost
of covered medical services, go to Chapter 5 (Asking us to pay our share of a bill you have received for
covered medical services) for information about what to do.

Section 3.2 If services are not covered by our plan, you must pay the full cost

Our plan covers all medical services that are medically necessary, are listed in the plan's Medical Benefits
Chart (this chart is in Chapter 4 of this booklet), and are obtained consistent with plan rules. You are
responsible for paying the full cost of services that aren't covered by our plan.
If you receive a service from a provider who accepts our plan’s terms and conditions of payment, you and
the provider have the right to request a written coverage decision from us before you get the service in
order to confirm that the service is medically necessary and a covered service, and therefore, will be paid
for by our plan.
If we say we will not cover your services, you have the right to appeal our decision not to cover your care.
Chapter 7 (What to do if you have a problem or complaint (coverage decisions, appeals, complaints)) has
more information about what to do if you want a coverage decision from us or want to appeal a decision
we have already made. You may also call Member Services at the number on the back cover of this booklet
to get more information about how to do this.
For covered services that have a benefit limitation, you pay the full cost of any services you get after you
have used up your benefit for that type of covered service. For example, you may have to pay the full cost
of any skilled nursing facility care you get after our Plan’s payments reach the benefit limit of 100 days
per benefit period of confinement. In this example, the cost of that care, beyond the benefit limit, does not
count toward the yearly out-of-pocket maximum described in Chapter 4. You can call Member Services
when you want to know how much of your benefit limit you have already used.

SECTION 4 How are your medical services covered when you are in a "clinical
research study"?

Section 4.1 What is a “clinical research study”?

A clinical research study is a way that doctors and scientists test new types of medical care, like how well
a new cancer drug works. They test new medical care procedures or drugs by asking for volunteers to help
with the study. This kind of study is one of the final stages of a research process that helps doctors and
scientists see if a new approach works and if it is safe.
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Not all clinical research studies are open to members of our plan. Medicare first needs to approve the
research study. If you participate in a study that Medicare has not approved, you will be responsible for
paying all costs for your participation in the study.
Once Medicare approves the study, someone who works on the study will contact you to explain more
about the study and see if you meet the requirements set by the scientists who are running the study. You
can participate in the study as long as you meet the requirements for the study and you have a full
understanding and acceptance of what is involved if you participate in the study.
If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the covered
services you receive as part of the study. When you are in a clinical research study, you may stay enrolled
in our plan and continue to get the rest of your care (the care that is not related to the study) through our
plan.
If you want to participate in a Medicare-approved clinical research study, you do not need to get approval
from us.
Although you do not need to get our plan's permission to be in a clinical research study, you do need to
tell us before you start participating in a clinical research study. Here is why you need to tell us:

1. We can let you know whether the clinical research study is Medicare-approved.
2. We can tell you what services you will get from clinical research study providers instead of from

our plan.
If you plan on participating in a clinical research study, contact Member Services (see Chapter 2, Section
1 of this Evidence of Coverage).

Section 4.2 When you participate in a clinical research study, who pays for what?

Once you join a Medicare-approved clinical research study, you are covered for routine items and services
you receive as part of the study, including:

Room and board for a hospital stay that Medicare would pay for even if you weren't in a study.

An operation or other medical procedure if it is part of the research study.

Treatment of side effects and complications of the new care.

Original Medicare pays most of the cost of the covered services you receive as part of the study. After
Medicare has paid its share of the cost for these services, our plan will also pay for part of the costs. We
will pay the difference between the cost sharing in Original Medicare and your cost sharing as a member
of our plan. This means you will pay the same amount for the services you receive as part of the study as
you would if you received these services from our plan.

Here’s an example of how the cost sharing works: Let’s say that you have a lab test that costs $100
as part of the research study. Let’s also say that your share of the costs for this test is $20 under
Original Medicare, but would be only $10 under our plan’s benefits. In this case, Original Medicare
would pay $80 for the test and wewould pay another $10. This means that you would pay $10, which
is the same amount you would pay under our plan’s benefits.
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In order for us to pay for our share of the costs, you will need to submit a request for payment. With your
request, you will need to send us a copy of your Medicare Summary Notices or other documentation that
shows what services you received as part of the study and how much you owe. Please see Chapter 5 for
more information about submitting requests for payment.
When you are part of a clinical research study, neither Medicare nor our plan will pay for any of the
following:

Generally, Medicare will not pay for the new item or service that the study is testing unless Medicare
would cover the item or service even if you were not in a study.
Items and services the study gives you or any participant for free.

Items or services provided only to collect data, and not used in your direct health care. For example,
Medicare would not pay for monthly CT scans done as part of the study if your condition would
usually require only one CT scan.

Do you want to know more?
You can get more information about joining a clinical research study by reading the publication "Medicare
and Clinical Research Studies" on the Medicare website (http://www.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.

SECTION 5 Rules for getting care covered in a "religious non-medical health care
institution"

Section 5.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition that would
ordinarily be treated in a hospital or skilled nursing facility care. If getting care in a hospital or a skilled
nursing facility is against a member’s religious beliefs, we will instead provide coverage for care in a
religious non-medical health care institution. You may choose to pursue medical care at any time for any
reason. This benefit is provided only for Part A inpatient services (non-medical health care services).
Medicare will only pay for non-medical health care services provided by religious non-medical health care
institutions.

Section 5.2 What care from a religious non-medical health care institution is covered
by our plan?

To get care from a religious non-medical health care institution, you must sign a legal document that says
you are conscientiously opposed to getting medical treatment that is "non-excepted."

"Non-excepted" medical care or treatment is any medical care or treatment that is voluntary and not
required by any federal, state, or local law.
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"Excepted" medical treatment is medical care or treatment that you get that is not voluntary or is
required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution must meet
the following conditions:

The facility providing the care must be certified by Medicare.

Our plan's coverage of services you receive is limited to non-religious aspects of care.

If you get services from this institution that are provided to you in your home, our plan will cover
these services only if your condition would ordinarily meet the conditions for coverage of services
given by home health agencies that are not religious non-medical health care institutions.
If you get services from this institution that are provided to you in a facility, the following conditions
apply:

You must have a medical condition that would allow you to receive covered services for inpatient
hospital care or skilled nursing facility care.
– and – you must get approval in advance from our plan before you are admitted to the facility
or your stay will not be covered.

Coverage for your stay in the religious non-medical health care institution would follow the coverage
descriptions in the Benefit Chart in Chapter 4, Section 2.

SECTION 6 Rules for ownership of durable medical equipment

Section 6.1 Will you own your durable medical equipment after making a certain
number of payments under our plan?

Durable medical equipment includes items such as oxygen equipment and supplies, wheelchairs, walkers,
and hospital beds ordered by a provider for use in the home. Certain items, such as prosthetics, are always
owned by the enrollee. In this section, we discuss other types of durable medical equipment that must be
rented.
In Original Medicare, people who rent certain types of durable medical equipment own the equipment after
paying co-payments for the item for 13 months. As a member of our plan, however, you usually will not
acquire ownership of rented durable medical equipment items no matter how many copayments you make
for the item while a member of our plan. Under certain limited circumstances we will transfer ownership
of the durable medical equipment item. Call Member Services (phone numbers are on the back cover of
this booklet) to find out about the requirements you must meet and the documentation you need to provide.

What happens to payments you have made for durable medical equipment if you switch
to Original Medicare?
If you switch to Original Medicare after being a member of our plan: If you did not acquire ownership of
the durable medical equipment itemwhile in our plan, you will have to make 13 new consecutive payments
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for the item while in Original Medicare in order to acquire ownership of the item. Your previous payments
while in our plan do not count toward these new 13 consecutive payments.
If you made payments for the durable medical equipment item under Original Medicare before you joined
our plan, these previous Original Medicare payments also do not count toward the new 13 consecutive
payments. You will have to make 13 new consecutive payments for the item under Original Medicare in
order to acquire ownership. There are no exceptions to this case when you return to Original Medicare.
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SECTION 1 Understanding your out-of-pocket costs for covered services

This chapter focuses on your covered services and what you pay for your medical benefits. It includes a
Medical Benefits Chart that gives a list of your covered services and tells how much you will pay for each
covered service as a member of our plan. Later in this chapter, you can find information about medical
services that are not covered. It also tells about limitations on certain services.

Section 1.1 Types of out-of-pocket costs you may pay for your covered services

To understand the payment information we give you in this chapter, you need to know about the types of
out-of-pocket costs you may pay for your covered services.

The “deductible” is the amount you must pay for medical services before our plan begins to pay its
share. (Section 1.2 tells you more about your service deductible for Worldwide coverage for
Emergency Care.)
A “copayment” is the fixed amount you pay each time you receive certain medical services. You
pay a copayment at the time you get the medical service. (The Medical Benefits Chart in Section 2
tells you more about your copayments.)
“Coinsurance” is the percentage you pay of the total cost of certain medical services. You pay a
coinsurance at the time you get the medical service. (The Medical Benefits Chart in Section 2 tells
you more about your coinsurance.)
“Balance billing” is when providers, such as doctors or hospitals, charge and bill patients up to 15%
more than the plan’s payment amount for services. The “balance billing” amount is collected in
addition to the patient’s regular plan cost-sharing amount. Our plan does not allow providers who
provide plan-covered services to balance bill members of our plan. (For more information, see Section
1.4 of this chapter.)

Some people qualify for State Medicaid programs to help them pay their out-of-pocket costs for Medicare.
(These “Medicare Savings Programs” include the Qualified Medicare Beneficiary (QMB), Specified
Low-IncomeMedicare Beneficiary (SLMB), Qualifying Individual (QI), andQualifiedDisabled&Working
Individuals (QDWI) programs.) If you are enrolled in one of these programs, you may still have to pay a
copayment for the service, depending on the rules in your state.

Section 1.2 Our plan has a separate deductible for certain types of services

The plan has a service deductible amount of $250 for Worldwide coverage of Emergency Care. Until you
have paid the deductible amount, you must pay the full cost for Worldwide coverage of Emergency Care
that is not typically covered by Medicare. Once you have paid your deductible, we will pay our share of
the costs for these services and you will pay your share (your coinsurance amount) for the rest of the
calendar year.
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Section 1.3 What is the most you will pay for Medicare Part A and Part B covered
medical services?

Because you are enrolled in a Medicare Advantage Plan, there is a limit to how much you have to pay
out-of-pocket each year for medical services that are covered under Medicare Part A and Part B (see the
Medical Benefits Chart in Section 2, below). This limit is called the maximum out-of-pocket amount for
medical services.
As a member of our plan, the most you will have to pay out-of-pocket for covered Part A and Part B services
in 2012 is $6,700. The amounts you pay for copayments, and coinsurance for covered services count toward
this maximum out-of-pocket amount. (The amount you pay for your plan premium does not count toward
your maximum out-of-pocket amount. In addition, amounts you pay for some services do not count toward
your maximum out-of-pocket amount. These services are described in the Medical Benefits Chart as “not
typically covered by Medicare”.) If you reach the maximum out-of-pocket amount of $6,700, you will
not have to pay any out-of-pocket costs for the rest of the year for covered Part A and Part B services.
However, you must continue to pay your plan premium and the Medicare Part B premium (unless your
Part B premium is paid for you by Medicaid or another third party).

Section 1.4 Our plan does not allow providers to “balance bill” you

As amember of our plan, an important protection for you is that you only have to pay the plan’s cost-sharing
amount described in our terms and conditions when you get services covered by our plan. The provider is
allowed to collect only the plan cost-sharing amount from you and is not allowed to charge or bill you
more for covered services.
In some cases, out-of-network providers can balance bill our plan. If you get covered services from an
out-of-network provider and the plan’s cost sharing for the services is a coinsurance (a percentage of the
provider’s bill), then the provider is allowed to bill us theMedicare rate. If the provider does not participate
with Medicare, the provider may also be allowed to bill us an extra amount (up to 15% of the Medicare
rate). However, you only pay your plan cost-sharing amount. You never pay a balance billing amount.
Even if our plan and your provider has a dispute and we will not pay the balance billing amount, the provider
is still not allowed to charge you more than your plan cost-sharing amount for covered services.

Section 1.5 How does "balance billing" affect your costs?

Our plan does not allow “balance billing.” This means a provider is allowed to collect only the plan
cost-sharing amounts from you and is not allowed to charge or bill you more for services. Balance billing
is prohibited by providers who provide plan-covered services to our plan members.
There is an additional type of balance billing that physicians who do not participate with Medicare and
who are not in the plan’s network have a right to collect. However, you will never have to pay this type of
balance billing. The provider will collect this balance billing amount from us and you will only pay your
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cost-sharing amount. If you have any questions about how much you would have to pay a provider, please
contact Member Services (phone numbers are on the back cover of this booklet).

SECTION 2 Use the Medical Benefits Chart to find out what is covered for you and
how much you will pay

Section 2.1 Your medical benefits and costs as a member of the plan

The Medical Benefits Chart on the following pages lists the services our plan covers and what you pay
out-of-pocket for each service. The services listed in the Medical Benefits Chart are covered only when
the following coverage requirements are met:

Your Medicare covered services must be provided according to the coverage guidelines established
by Medicare.
Your services (includingmedical care, services, supplies, and equipment)must bemedically necessary.
“Medically necessary” means that the services, supplies, or drugs are needed for the prevention,
diagnosis or treatment of your medical condition and meet accepted standards of medical practice.
No prior authorization, prior notification, or referral is required as a condition of coverage when
medically necessary, plan-covered services are provided to our members.
For all preventive services that are covered at no cost under Original Medicare, we also cover the
service at no cost to you. However, if you also are treated or monitored for an existing medical
condition during the visit when you receive the preventive service, a copayment will apply for the
care received for the existing medical condition.
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What you must pay when you get these
services

Services that are covered for you

Inpatient Care

For Medicare-covered hospital stays:
Days 1-6: $235 copay per day
Days 7-90: $0 copay per day

Inpatient hospital care
There is no limit to the number of days covered by
the plan each admission. There is no limit to the
number of days covered by the plan each Benefit
Period.
Covered services include:

Semi-private room (or a private room if
medically necessary)
Meals including special diets

Regular nursing services

Costs of special care units (such as intensive care
or coronary care units)
Drugs and medications

Lab tests

X-rays and other radiology services

Necessary surgical and medical supplies

Use of appliances, such as wheelchairs

Operating and recovery room costs

Physical, occupational, and speech language
therapy
Inpatient substance abuse services
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What you must pay when you get these
services

Services that are covered for you

Under certain conditions, the following types of
transplants are covered: corneal, kidney,
kidney-pancreatic, heart, liver, lung, heart/lung,
bone marrow, stem cell, and intestinal/
multivisceral. If you need a transplant, we will
arrange to have your case reviewed by a
Medicare-approved transplant center that will
decide whether you are a candidate for a
transplant. If you are sent outside of your
community for a transplant, we will arrange or
pay for appropriate lodging and transportation
costs for you and a companion (or two
companions if you are a minor). The lodging and
transportation costs are limited to $10,000.
Blood - including storage and administration.
Coverage of whole blood and packed red cells
and all other components of blood are covered
beginning with the first pint used.
Physician services

Note: To be an inpatient, your provider must write
an order to admit you to the hospital. Even if you
stay in the hospital overnight, you might still be
considered an “outpatient.” If you are not sure if
you are an inpatient, you should ask the hospital
staff.
You can also find more information in a Medicare
fact sheet called “Are You a Hospital Inpatient or
Outpatient? If You Have Medicare – Ask!” This
fact sheet is available on the Web at http://
www.medicare.gov/Publications/Pubs/pdf/11435.pdf
or by calling 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048. You can call these
numbers for free, 24 hours a day, 7 days a week.
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What you must pay when you get these
services

Services that are covered for you

For Medicare-covered hospital stays:
Days 1-6: $235 copay per day
Days 7-190: $0 copay per day

Inpatient mental health care
Covered services include mental health care
services that require a hospital stay. You receive
up to 190-days in a psychiatric hospital in a
lifetime. The 190-day limit does not apply to
Mental Health services provided in a psychiatric
unit of a general hospital.

For each Benefit Period:Skilled nursing facility (SNF) care
(For a definition of “skilled nursing facility care,”
see Chapter 10 of this booklet. Skilled nursing
facilities are sometimes called “SNFs.”)

Days 1-20: $0 copay per day
Days 21-100: $135 copay per day
A Benefit Period begins on the first day you go to
a Medicare-covered skilled nursing facility. AUp to 100 days per Benefit Period of confinement

and skilled care services in SNF or alternate setting Benefit Period ends when you haven’t been inpatient
are Covered Services when such services meet the at any SNF for 60 days in a row. If you go to the
Plan’s and Medicare coverage guidelines. SNF after one Benefit Period has ended, a new
Medicare’s requirement that a patient spend at least Benefit Period begins. There is no limit to the
three (3) consecutive days in a hospital for a related number of Benefit Periods you can have. You are
condition before transferring to a SNF is not an inpatient in a SNF only if your care in a SNF
required. The 100-day per Benefit Period includes meets certain standards for skilled level of care.
SNF days received through the Plan, Original Specifically, in order to be an inpatient in a SNF,
Medicare or any other Medicare Advantage
Organization during the Benefit Period.

you must need daily skilled nursing or skilled
rehabilitation care, or both.

Covered services include:
Semiprivate room (or a private room if medically
necessary)
Meals, including special diets

Regular nursing services

Physical therapy, occupational therapy, and
speech therapy
Drugs administered to you as part of your plan
of care (This includes substances that are
naturally present in the body, such as blood
clotting factors.)
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What you must pay when you get these
services

Services that are covered for you

Blood - including storage and administration.
Coverage of whole blood and packed red cells
and all other components of blood are covered
beginning with the first pint used.
Medical and surgical supplies ordinarily provided
by SNFs
Laboratory tests ordinarily provided by SNFs

X-rays and other radiology services ordinarily
provided by SNFs
Use of appliances such as wheelchairs ordinarily
provided by SNFs
Physician services

Your applicable outpatient services copayments and/
or coinsurances apply to the Medicare-Covered

Inpatient services covered during a
non-covered inpatient stay
If you have exhausted your Skilled Nursing Facility
(SNF) Care or if the inpatient stay is not reasonable

Services and supplies you receive during a
non-covered inpatient hospital, or SNF stay.

and necessary, we will not cover your inpatient stay. Please see outpatient services section below for your
costs.However, in some cases, we will cover certain

services you receive while you are in the hospital
or the skilled nursing facility (SNF) stay. Covered
services include:

Physician services

Diagnostic tests (like lab tests)

X-ray, radium, and isotope therapy including
technician materials and services
Surgical dressings

Splints, casts and other devices used to reduce
fractures and dislocations
Prosthetics and orthotics devices (other than
dental) that replace all or part of an internal body
organ (including contiguous tissue), or all or part
of the function of a permanently inoperative or
malfunctioning internal body organ, including
replacement or repairs of such devices
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What you must pay when you get these
services

Services that are covered for you

Leg, arm, back, and neck braces; trusses, and
artificial legs, arms, and eyes including
adjustments, repairs, and replacements required
because of breakage, wear, loss, or a change in
the patient’s physical condition
Physical therapy, speech therapy, and
occupational therapy

$0 copay for Medicare-covered home health visits.Home health agency care
Covered services include: There will also be a copayment and/or coinsurance

forMedicallyNecessaryMedicare-Covered ServicesPart-time or intermittent skilled nursing and home
health aide services (To be covered under the
home health care benefit, your skilled nursing
and home health aide services combined must
total fewer than 8 hours per day and 35 hours per
week)

for DurableMedical Equipment, prosthetic devices,
certain medical supplies, and Medicare Part B
prescription drugs, where applicable.

Physical therapy, occupational therapy, and
speech therapy
Medical and social services

Medical equipment and supplies

When you enroll in a Medicare-certified hospice
program, your hospice services and your Part A and

Hospice care
You may receive care from any Medicare-certified
hospice program. Part B services related to your terminal condition

are paid for by Original Medicare, not our plan.
Original Medicare (rather than our plan) will pay
for your hospice services and any Part A and Part The cost-share for hospice consultation services is

the same as the cost-share you pay for physicianB services related to your terminal condition.While
services, including doctor office visits (see benefit
category below).

you are in the hospice program, your hospice
provider will bill Original Medicare for the services
that Original Medicare pays for.
Covered services include:

Drugs for symptom control and pain relief

Short-term respite care

Home care
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What you must pay when you get these
services

Services that are covered for you

You are still a member of our plan. If you need
non-hospice care (care that is not related to your
terminal condition), you have two options:

You can obtain your non-hospice care from plan
providers. In this case, you only pay plan allowed
cost sharing
--or-- You can get your care covered by Original
Medicare. In this case, you must pay the
cost-sharing amounts under Original Medicare,
except for emergency or urgently needed care.
However, after payment, you can ask us to pay
you back for the difference between the cost
sharing in our plan and the cost sharing under
Original Medicare.

Note: If you need non-hospice care (care that is not
related to your terminal condition), you should
contact us to arrange the services. Getting your
non-hospice care through our network providers will
lower your share of the costs for the services.
Our plan covers hospice consultation services (one
time only) for a terminally ill person who hasn’t
elected the hospice benefit.

Outpatient Services

$25 copay for each Medicare-covered primary care
doctor visit.

Physician services, including doctor's office
visits
Covered services include: $50 copay for each Medicare-covered specialist

visit.Medically-necessarymedical or surgical services
furnished in a physician’s office, certified
ambulatory surgical center, hospital outpatient
department, or any other location

$20 copay for eachMedicare-covered basic hearing
and balance exam performed by a specialist.
In addition to the cost-share above, there will be a
copay and/or coinsurance for Medically NecessaryConsultation, diagnosis, and treatment by a

specialist Medicare-Covered Services for Durable Medical
Equipment and supplies, prosthetic devices andBasic hearing and balance exams performed by

your PCP or specialist, if your doctor orders it
to see if you need medical treatment

supplies, outpatient diagnostic tests and therapeutic
services, eyeglasses and contacts after cataract
surgery, and Medicare Part B prescription drugs, as
described in this Benefit Chart.
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What you must pay when you get these
services

Services that are covered for you

For other physician services not listed here, please
see the appropriate section of this Benefit Chart for
details.

Telehealth office visits including consultation,
diagnosis and treatment by a specialist
Second opinion prior to surgery.

Non-routine dental care (covered services are
limited to surgery of the jaw or related structures,
setting fractures of the jaw or facial bones,
extraction of teeth to prepare the jaw for radiation
treatments of neoplastic cancer disease, or
services that would be covered when provided
by a physician)

The cost shares for these services are provided in
the appropriate section of this Benefit Chart.

Outpatient hospital services
We cover medically-necessary services you get in
the outpatient department of a hospital for diagnosis
or treatment of an illness or injury.
Covered services include:

Services in an emergency department or
outpatient clinic, including same-day surgery
Laboratory tests billed by the hospital

Mental health care, including care in a
partial-hospitalization program, if a doctor
certifies that inpatient treatment would be
required without it
X-rays and other radiology services billed by the
hospital
Medical supplies such as splints and casts

Certain screenings and preventive services

Certain drugs and biologicals that you can’t give
yourself

Note: Unless the provider has written an order to
admit you as an inpatient to the hospital, you are an
outpatient and pay the cost-sharing amounts for
outpatient hospital services. Even if you stay in the
hospital overnight, you might still be considered an
“outpatient.” If you are not sure if you are an
outpatient, you should ask the hospital staff.
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What you must pay when you get these
services

Services that are covered for you

You can also find more information in a Medicare
fact sheet called “Are You a Hospital Inpatient or
Outpatient? If You Have Medicare – Ask!” This
fact sheet is available on the Web at http://
www.medicare.gov/Publications/Pubs/pdf/11435.pdf
or by calling 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048. You can call these
numbers for free, 24 hours a day, 7 days a week.

50% of the cost for each Medicare-covered visitChiropractic services
Covered services include:

We cover only manual manipulation of the spine
to correct subluxation

$50 copay for each Medicare-covered visit.Podiatry services
Covered services include:

Treatment of injuries and diseases of the feet
(such as hammer toe or heel spurs).
Routine foot care for members with certain
medical conditions affecting the lower limbs

40% of the cost for each Medicare-covered
individual therapy visit provided by a
non-physician.
40% of the cost for each Medicare-covered group
therapy visit provided by a non-physician.
40% of the cost for each Medicare-covered
individual therapy visit with a psychiatrist.
40% of the cost for each Medicare-covered group
therapy visit with a psychiatrist.

Outpatient mental health care
Covered services include:
Mental health services provided by a doctor, clinical
psychologist, clinical social worker, clinical nurse
specialist, nurse practitioner, physician assistant, or
other Medicare-qualified mental health care
professional as allowed under applicable state laws.

$265 copay for Medicare-covered partial
hospitalization program services per day.

Partial hospitalization services
“Partial hospitalization” is a structured program of
active psychiatric treatment provided in a hospital
outpatient setting or by a community mental health
center, that is more intense than the care received
in your doctor’s or therapist’s office and is an
alternative to inpatient hospitalization.

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Chapter 4: Medical Benefits Chart (what is covered and what you pay) 41



What you must pay when you get these
services

Services that are covered for you

40% of the cost for each Medicare-covered
individual therapy visit.
40% of the cost for each Medicare-covered group
therapy visit.

Outpatient substance abuse services

$150 copay for each Medicare-covered ambulatory
surgical center visit.

Outpatient surgery, including services
provided at hospital outpatient facilities and
ambulatory surgical centers
Note: If you are having surgery in a hospital, you
should check with your provider about whether you

$300 copay for each Medicare-covered outpatient
hospital facility visit.
Additional coinsurance applies forMedicare-covered
Part B prescription drugs.will be an inpatient or outpatient. Unless the provider

writes an order to admit you as an inpatient to the
If you are admitted to the inpatient acute level of
care from outpatient surgery or ambulatory surgery

hospital, you are an outpatient and pay the
cost-sharing amounts for outpatient surgery. Even

the above cost shares are waived and the Inpatient
Hospital care cost share applies.

if you stay in the hospital overnight, you might still
be considered an “outpatient.”

$0 copay if you are admitted directly to Observation.Outpatient observation
Observation care includes ongoing short term
treatment, assessment, and reassessment before a

Additional coinsurance will apply forMedicare Part
B prescription drugs.

decision can be made regarding whether patients If you are admitted to observation from outpatient
surgery or an ambulatory surgery center, you paywill require further treatment as hospital inpatients

or if they are able to be discharged from the hospital. the applicable copayment for outpatient surgery
Observation status is commonly assigned to patients services or ambulatory surgical services and the

coinsurance forMedicare Part B prescription drugs.who present to the emergency department and who
then require a significant period of treatment or

If you are admitted to an inpatient acute level of care
(as described in Inpatient hospital care) from

monitoring before a decision is made concerning
their admission or discharge. Such services are

outpatient surgery, ambulatory surgery orcovered only when provided by the order of a
observation, this copayment and coinsurance isphysician or another individual authorized by state
waived and the Inpatient hospital care copayment
applies.

licensure law and hospital staff by-laws to admit
patients to the hospital or to order outpatient tests.

If you are admitted to outpatient hospital observation
from the emergency room (up to 48 hours in the
emergency room), the emergency room copayment
applies. If you are then admitted to the inpatient
acute level of care (as described in inpatient hospital
care) within 48 hours, the emergency room
copayment is waived and the Inpatient hospital care
copayment applies.
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What you must pay when you get these
services

Services that are covered for you

$150 copay for Medicare-covered ambulance
services per one-way trip.

Ambulance services
Covered ambulance services include fixedwing,
rotary wing, and ground ambulance services, to
the nearest appropriate facility that can provide
care only if they are furnished to a member
whosemedical condition is such that other means
of transportation are contraindicated (could
endanger the person’s health) or if authorized by
the plan. The member’s condition must require
both the ambulance transportation itself and the
level of service provided in order for the billed
service to be considered medically necessary.

This cost share is not waived if you are admitted for
Inpatient hospital care.

Non-emergency transportation by ambulance is
appropriate if it is documented that the member’s
condition is such that other means of
transportation are contraindicated (could
endanger the person’s health) and that
transportation by ambulance is medically
required.

Inside the U.S.Emergency care
Emergency care is care that is needed to evaluate or
stabilize an emergency medical condition.

$65 copay for each Medicare-covered emergency
room visit.

A medical emergency is when you, or any other
prudent layperson with an average knowledge of

If you are admitted to the hospital for inpatient
hospital care within 24 hours for the same condition,

health and medicine, believe that you have medical the copayment is waived for the emergency room
visit.symptoms that require immediate medical attention

to prevent loss of life, loss of a limb, or loss of Outside the United States – Worldwide
Emergency Coverage:function of a limb. The medical symptoms may be

an illness, injury, severe pain, or a medical condition
that is quickly getting worse. $250 Deductible with 20% coinsurance after the

Deductible has been satisfied, for emergency
services outside the U.S.This plan offersWorldwide coverage for Emergency

Care, not generally covered by Medicare. This
If you are admitted to the hospital for inpatient
hospital care within 24 hours for the same condition,

benefit includes emergency care as described above
until you are medically stabilized for transport or

the copayment is waived for the emergency room
visit.

discharge up to a maximum of $20,000 and 60 days
per calendar year.
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What you must pay when you get these
services

Services that are covered for you

$45 copay for eachMedicare-covered Occupational
Therapy visit.

Outpatient rehabilitation service
Covered services include: physical therapy,
occupational therapy, and speech language therapy. $45 copay for each Medicare-covered Physical

and/or Speech and Language Therapy visit.Outpatient rehabilitation services are provided in
various outpatient settings, such as hospital If these services are provided in your home, then

the home health cost-share applies instead of the
above.

outpatient departments, independent therapist
offices, and Comprehensive Outpatient
Rehabilitation Facilities (CORFs).
Medicare provides an annual limit on therapy
services. The amount of the limit is set each year by
Congress. The therapy limits for 2012 were not
available at the time of printing. Please contact
Member Services for the 2012 limit. For 2011 the
limits were $1,870 for physical and speech language
therapy combined and $1,870 for occupational
therapy. The limit applies to outpatient therapy
services from all settings except outpatient hospital
and hospital emergency room.

$45 copay for Medicare-covered Cardiac
Rehabilitation Services.
$45 copay for Medicare-covered Intensive Cardiac
Rehabilitation Services.

Cardiac rehabilitation services
Comprehensive programs that include exercise,
education, and counseling are covered for members
who meet certain conditions with a doctor’s order.
The plan also covers intensive cardiac rehabilitation
programs that are typically more rigorous or more
intense than cardiac rehabilitation programs.

$45 copay for Medicare-covered Pulmonary
Rehabilitation Services.

Pulmonary rehabilitation services
Comprehensive programs of pulmonary
rehabilitation are covered for members who have
moderate to very severe chronic obstructive
pulmonary disease (COPD) and an order for
pulmonary rehabilitation from the doctor treating
their chronic respiratory disease.

20% of the cost for Medicare-covered items.Durable medical equipment and related
supplies
(For a definition of “durable medical equipment,”
see Chapter 10 of this booklet.)

In addition, physician services and doctor office
visit cost-share (primary care or specialty care as
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What you must pay when you get these
services

Services that are covered for you

applicable), urgently needed care, or home health
care cost-share also applies.

Covered items include, but are not limited to:
wheelchairs, crutches, hospital bed, IV infusion
pump, oxygen equipment, nebulizer, and walker.

20% of the cost for Medicare-covered items.Prosthetic devices and related supplies
Devices (other than dental) that replace a body part
or function. These include, but are not limited to:

In addition, physician services and doctor office
visit cost-share (primary care or specialty care as

colostomy bags and supplies directly related to applicable), urgently needed care, or home health
care cost-share also applies.colostomy care, pacemakers, braces, prosthetic

shoes, artificial limbs, and breast prostheses
(including a surgical brassiere after a mastectomy).
Includes certain supplies related to prosthetic
devices, and repair and/or replacement of prosthetic
devices. Also includes some coverage following
cataract removal or cataract surgery – see “Vision
Care” later in this section for more detail.

$0 copay for Medicare-covered Diabetes
self-management training.

Diabetes self-management training, diabetic
services and supplies
For all people who have diabetes (insulin and
non-insulin users). Covered services include:

0% of the cost for preferred-brandMedicare-covered
Diabetic supplies.
20% of the cost for non-preferred brand
Medicare-covered Diabetic supplies.
20% of the cost for Medicare-covered Therapeutic
shoes or inserts.

Blood glucose monitor, blood glucose test strips,
lancet devices and lancets, and glucose-control
solutions for checking the accuracy of test strips
and monitors.

In addition, if other medical services are provided,
for other medical conditions in the same visit, then

For people with diabetes who have severe
diabetic foot disease: One pair per calendar year
of therapeutic custom-molded shoes (including
inserts provided with such shoes) and two
additional pairs of inserts, or one pair of depth
shoes and three pairs of inserts (not including the
non-customized removable inserts provided with
such shoes). Coverage includes fitting.

the appropriate physician cost share applies for the
additional services rendered during the office visit.

Diabetes self-management training is covered
under certain conditions
See “Diabetes Screening” in this Benefit Chart
for information on fasting glucose tests.
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What you must pay when you get these
services

Services that are covered for you

20% of the cost for Medicare-covered diagnostic
procedures and tests.
20% of the cost for Medicare-covered lab services.
20% of the cost for Medicare-covered diagnostic
radiology services (not including X-rays).
20% of the cost for Medicare-covered therapeutic
radiology services.
20% of the cost for Medicare-covered X-rays.

Outpatient diagnostic tests and therapeutic
services and supplies
Covered services include, but are not limited to:

X-rays

Radiation (radium and isotope) therapy including
technician materials and supplies
Chemotherapy services – see Medicare Part B
prescription drugs in this Benefit Chart for the
cost share for Medicare-covered Part B
chemotherapy drugs

A separate facility charge could apply for the facility
in which the service is received.
In addition, physician services and doctors office
visit cost-share also applies.Surgical supplies, such as dressings

Splints, casts and other devices used to reduce
fractures and dislocations
Laboratory tests

Blood. Coverage begins with the first pint of
blood that you need. Coverage of storage and
administration begins with the first pint of blood
that you need.
Other Medicare covered outpatient diagnostic
tests and diagnostic radiological services such as
cardiac stress tests, MRIs, MRAs, CT scans and
PET scans.

$20 copay forMedicare-covered exams to diagnose
and treat diseases and conditions of the eye.
$0 copay for Medicare-covered Glaucoma
screening.
$20 copay for routine eye exams.

Vision care
Covered services include:

Outpatient physician services for the diagnosis
and treatment of diseases and conditions of the
eye. OriginalMedicare doesn’t cover routine eye
exams (eye refractions) for eyeglasses/contacts. $20 copay for one pair of eyeglasses or contact

lenses after cataract surgery.
A separate facility charge could apply for the facility
in which the service is received.

For people who are at high risk of glaucoma,
such as people with a family history of glaucoma,
people with diabetes, and African-Americans
who are age 50 and older: glaucoma screening
once per year.

In addition, cost-share for physician services and
doctors office visit and urgently needed care also
applies.
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What you must pay when you get these
services

Services that are covered for you

One pair of eyeglasses or contact lenses after
each cataract surgery that includes insertion of
an intraocular lens. (If you have two separate
cataract operations, you cannot reserve the
benefit after the first surgery and purchase two
eyeglasses after the second surgery.) Corrective
lenses/frames (and replacements) needed after a
cataract removal without a lens implant.
One (1) annual routine vision exam not generally
covered by Medicare; includes refraction and
prescription and fitting of contact lenses.

Preventive Services

For all preventive services that are covered at no
cost under Original Medicare, we also cover the
service at no cost to you. However, if you are treated
or monitored for an existing medical condition
during the visit when you receive the preventive
service, a copayment will apply for the care received
for the existing medical condition.

$0 copay for Medicare-covered abdominal aortic
aneurysm preventive screenings.

Abdominal aortic aneurysm screening
A one-time screening ultrasound for people at risk.
The plan only covers this screening if you get a If your physician performs additional diagnostic or

surgical procedures or if other medical services arereferral for it as a result of your “Welcome to
Medicare” physical exam. provided, for other medical conditions, in the same

visit, then the appropriate cost-share applies for
those services rendered during that visit.

$0 copay for Medicare-covered bone mass
measurement.

Bone mass measurement
For qualified individuals (generally, this means
people at risk of losing bone mass or at risk of If your physician performs additional diagnostic or

surgical procedures or if other medical services areosteoporosis), the following services are covered
every 24 months or more frequently if medically provided, for other medical conditions, in the same
necessary: procedures to identify bone mass, detect visit, then the appropriate cost-share applies for

those services rendered during that visit.bone loss, or determine bone quality, including a
physician’s interpretation of the results.
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What you must pay when you get these
services

Services that are covered for you

$0 copay for Medicare-covered colorectal
screenings.

Colorectal cancer screening
For people 50 and older, the following are covered:

If your physician performs additional diagnostic or
surgical procedures or if other medical services are

Flexible sigmoidoscopy (or screening barium
enema as an alternative) every 48 months

provided, for other medical conditions, in the same
Fecal occult blood test, every 12 months visit, then the appropriate cost-share applies for

those services rendered during that visit.For people at high risk of colorectal cancer, we
cover:

Screening colonoscopy (or screening barium
enema as an alternative) every 24 months

For people not at high risk of colorectal cancer, we
cover:

Screening colonoscopy every 10 years (120
months), but not within 48 months of a screening
sigmoidoscopy

$0 copay for Medicare-covered HIV testing.HIV screening
For people who ask for an HIV screening test or
who are at increased risk for HIV infection, we
cover:

If other medical services are provided, for other
medical conditions, in the same visit, then the
appropriate physician cost-share applies for services
rendered during that office visit.One screening exam every 12 months

For women who are pregnant, we cover:
Up to three screening exams during a pregnancy

$0 copay for Hepatitis B vaccine, Flu and
Pneumonia vaccines and other Medicare-covered
vaccines.

Immunizations
Covered Medicare Part B services include:

Pneumonia vaccine
If your physician performs additional diagnostic or
surgical procedures or if other medical services areFlu shots, once a year in the fall or winter
provided, for other medical conditions, in the sameHepatitis B vaccine if you are at high or

intermediate risk of getting Hepatitis B visit, then the appropriate cost-share applies for
those services rendered during that visit.

Other vaccines if you are at risk and they meet
Medicare Part B coverage rules

$0 copay for Medicare-covered mammography
screening.

Breast cancer screening (mammograms)
Covered services include:

$0 copay for Medicare-covered breast exams.
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What you must pay when you get these
services

Services that are covered for you

If your physician performs additional diagnostic or
surgical procedures or if other medical services are

One baseline mammogram between the ages of
35 and 39

provided, for other medical conditions, in the sameOne screeningmammogram every 12months for
women age 40 and older visit, then the appropriate cost-share applies for

those services rendered during that visit.
Clinical breast exams once every 24 months

$0 copay for Medicare-covered pap smears and
pelvic exams.

Cervical and vaginal cancer screening
Covered services include:

If your physician performs additional diagnostic or
surgical procedures or if other medical services are

For all women: Pap tests and pelvic exams are
covered once every 24 months

provided, for other medical conditions, in the same
If you are at high risk of cervical cancer or have
had an abnormal Pap test and are of childbearing
age: one Pap test every 12 months

visit, then the appropriate cost-share applies for
those services rendered during that visit.

$0 copay for Medicare-covered prostate screenings.Prostate cancer screening exams
For men age 50 and older, covered services include
the following - once every 12 months:

If your physician performs additional diagnostic or
surgical procedures or if other medical services are
provided, for other medical conditions, in the sameDigital rectal exam
visit, then the appropriate cost-share applies for
those services rendered during that visit.Prostate Specific Antigen (PSA) test

$0 copay for Medicare-covered cardiovascular
disease testing.

Cardiovascular disease testing
Blood tests for the detection of cardiovascular
disease (or abnormalities associated with an elevated If your physician performs additional diagnostic or

surgical procedures or if other medical services arerisk of cardiovascular disease) once every 5 years
(60 months). The Medicare-covered blood tests provided, for other medical conditions, in the same
include: total cholesterol test, cholesterol test for
high-density, and triglycerides test.

visit, then the appropriate cost-share applies for
those services rendered during that visit.

There is no coinsurance, copayment, or deductible
for the Welcome to Medicare exam.

"Welcome to Medicare" physical exam
The plan covers a one-time “Welcome toMedicare”
physical exam, which includes a review of your If your physician performs additional diagnostic or

surgical procedures or if other medical services arehealth, as well as education and counseling about
the preventive services you need (including certain provided, for other medical conditions, in the same
screenings and shots), and referrals for other care if
needed.

visit, then the appropriate cost-share applies for
those services rendered during that visit.

Important:Youmust have the physical examwithin
the first 12months you haveMedicare Part B.When
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What you must pay when you get these
services

Services that are covered for you

youmake your appointment, let your doctor’s office
know you would like to schedule your “Welcome
to Medicare” physical exam.

There is no coinsurance, copayment, or deductible
for the annual wellness visit.

Annual wellness visit
If you’ve had Part B for longer than 12 months, you
can get an annual wellness visit to develop or update If your physician performs additional diagnostic or

surgical procedures or if other medical services area personalized prevention plan based on your current
health and risk factors. This is covered once every
12 months.

provided, for other medical conditions, in the same
visit, then the appropriate cost-share applies for
those services rendered during that visit.Note: Your first annual wellness visit can’t take

place within 12 months of your “Welcome to
Medicare” exam. However, you don’t need to have
had a “Welcome to Medicare” exam to be covered
for annual wellness visits after you’ve had Part B
for 12 months.

$0 copay forMedicare-covered Diabetes screening.Diabetes screening
We cover this screening (includes fasting glucose
tests) if you have any of the following risk factors:

If your physician performs additional diagnostic or
surgical procedures or if other medical services are

high blood pressure (hypertension), history of provided, for other medical conditions, in the same
abnormal cholesterol and triglyceride levels visit, then the appropriate cost-share applies for

those services rendered during that visit.(dyslipidemia), obesity, or a history of high blood
sugar (glucose). Tests may also be covered if you
meet other requirements, like being overweight and
having a family history of diabetes.
Based on the results of these tests, you may be
eligible for up to two diabetes screenings every 12
months.

$0 copay for Medicare-covered medical nutritional
therapy.

Medical nutrition therapy
This benefit is for people with diabetes, renal
(kidney) disease (but not on dialysis), or after a
transplant when ordered by your doctor.

If your physician performs additional diagnostic or
surgical procedures or if other medical services are
provided, for other medical conditions, in the sameWe cover 3 hours of one-on-one counseling services

during your first year that you receive medical visit, then the appropriate cost-share applies for
those services rendered during that visit.nutrition therapy services under Medicare (this

includes our plan, any other Medicare Advantage
plan, or Original Medicare), and 2 hours each year
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What you must pay when you get these
services

Services that are covered for you

after that. If your condition, treatment, or diagnosis
changes, you may be able to receive more hours of
treatment with a physician’s order. A physicianmust
prescribe these services and renew their order yearly
if your treatment is needed into another calendar
year.

If you haven’t been diagnosed with an illness caused
or complicated by tobacco use:

Smoking and tobacco use cessation
(counseling to stop smoking)
If you use tobacco, but do not have signs or
symptoms of tobacco-related disease: we cover two

$0 copay for Medicare-covered smoking cessation
therapy visits.

counseling quit attempts within a 12-month period. If you have been diagnosed with an illness caused
or complicated by tobacco use, or you take a
medicine that is affected by tobacco:

Each counseling attempt includes up to four
face-to-face visits.
If you use tobacco and have been diagnosed with a
tobacco-related disease or are taking medicine that

$0 copay for Medicare-covered smoking cessation
therapy visits.

may be affected by tobacco: we cover cessation
If your physician performs additional diagnostic or
surgical procedures or if other medical services are

counseling services. We cover two counseling quit
attempts within a 12-month period. Each counseling

provided, for other medical conditions, in the sameattempt includes up to four face-to-face visits,
visit, then the appropriate cost-share applies for
those services rendered during that visit.

however, you will pay the applicable inpatient or
outpatient cost sharing.

Other Services

$0 copay for Medicare-covered kidney disease
education services.

Services to treat kidney disease and
conditions
Covered services include: $30 copay for Medicare-covered outpatient renal

dialysis treatments.Kidney disease education services to teach kidney
care and help members make informed decisions
about their care. For members with stage IV
chronic kidney disease when referred by their
doctor, we cover up to six sessions of kidney
disease education services per lifetime.

If other medical services are provided, for other
medical conditions, in the same visit, then the
appropriate physician cost-share applies for services
rendered during that office visit.

Outpatient dialysis treatments (including dialysis
treatments when temporarily out of the service
area, as explained in Chapter 3)
Inpatient dialysis treatments (if you are admitted
as an inpatient to a hospital for special care)
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What you must pay when you get these
services

Services that are covered for you

Self-dialysis training (includes training for you
and anyone helping you with your home dialysis
treatments)
Home dialysis equipment and supplies

Certain home support services (such as, when
necessary, visits by trained dialysis workers to
check on your home dialysis, to help in
emergencies, and check your dialysis equipment
and water supply)

Certain drugs for dialysis are covered under your
Medicare Part B drug benefit. For information about
coverage for Part B Drugs, please go to the section
below, “Medicare Part B prescription drugs.”

20% of the cost for Part B-covered chemotherapy
drugs.
20% of the cost for Part B-covered Drugs covered
under Medicare Part B (Original Medicare).
Coinsurance for Medicare-covered Part B drugs
applies in addition to the cost-share for home health,

Medicare Part B prescription drugs
These drugs are covered under Part B of Original
Medicare. Members of our plan receive coverage
for these drugs through our plan. Covered drugs
include:

Drugs that usually aren’t self-administered by
the patient and are injected or infused while you
are getting physician, hospital outpatient, or
ambulatory surgical center services

outpatient services, preventive care and additional
benefits as described in this Benefit Chart.
For Medicare Part B prescription drugs obtained at
a Network Pharmacy the coinsurance is applied toDrugs you take using durable medical equipment

(such as nebulizers) that was authorized by the
plan

the health plan’s actual cost, which reflects the
Pharmacy BenefitManager’s pricing and dispensing
fee. Both the pricing and dispensing fee vary by

Clotting factors you give yourself by injection if
you have hemophilia

drug and by brand vs. generic. It can also vary by
the type of dispensing pharmacy (e.g. long term care
vs. retail).Immunosuppressive Drugs, if you were enrolled

in Medicare Part A at the time of the organ
transplant

For Medicare Part B prescription drugs obtained
from a physician, the coinsurance is applied to the
Medicare fee schedule.Injectable osteoporosis drugs, if you are

homebound, have a bone fracture that a doctor
certifies was related to post-menopausal
osteoporosis, and cannot self-administer the drug
Antigens and Allergy shots
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What you must pay when you get these
services

Services that are covered for you

Certain oral anti-cancer drugs and anti-nausea
drugs
Certain drugs for home dialysis, including
heparin, the antidote for heparin whenmedically
necessary, topical anesthetics, and
erythropoisis-stimulating agents (such as
Epogen®, Procrit®, Epoetin Alfa, Aranesp®, or
Darbepoetin Alfa)
Intravenous Immune Globulin for the home
treatment of primary immune deficiency diseases

Additional Benefits

$25 copay for eachMedicare-covered basic hearing
and balance exam performed by a primary care
doctor.
$20 copay for eachMedicare- covered basic hearing
and balance exam performed by a specialist,

Hearing services
Basic hearing evaluations performed by your
provider are covered as outpatient care when
furnished by a physician, audiologist, or other
qualified provider. In addition, our plan includes the

audiologist or other provider that is not a primary
care doctor.
$20 copay for each annual hearing screening.

additional benefit of one (1) annual hearing
screening not generally covered by Medicare.
Hearing aids are not covered.

$0 copay for education/wellness programs.Health and wellness education programs
These are care management programs that include
assistance for such health conditions as high blood
pressure, cholesterol, respiratory illness, diabetes
and others. The benefit includes:

Nursing Hotline

And Written Health Educational Materials

SECTION 3 What benefits are not covered by the plan?

Section 3.1 Benefits we do not cover (exclusions)

This section tells you what kinds of benefits are "excluded." Excluded means that the plan doesn't cover
these benefits.
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The list below describes some services and items that aren't covered under any conditions and some that
are excluded only under specific conditions.
If you get benefits that are excluded, you must pay for them yourself. We won't pay for the excluded
medical benefits listed in this section (or elsewhere in this booklet), and neither will Original Medicare.
The only exception: If a benefit on the exclusion list is found upon appeal to be a medical benefit that we
should have paid for or covered because of your specific situation. (For information about appealing a
decision we have made to not cover a medical service, go to Chapter 7, Section 5.3 in this booklet.)
In addition to any exclusions or limitations described in the Benefits Chart, or anywhere else in this Evidence
of Coverage, the following items and services aren't covered under OriginalMedicare or by our plan:

Services considered not reasonable and necessary, according to the standards of Original Medicare,
unless these services are listed by our plan as covered services.
Experimental medical and surgical procedures, equipment and medications, unless covered by
Original Medicare or under a Medicare-approved clinical research study. (See Chapter 3, Section 5
for more information on clinical research studies). Experimental procedures and items are those
items and procedures determined by our plan and Original Medicare to not be generally accepted
by the medical community.
Surgical treatment for morbid obesity, except when it is considered medically necessary and covered
under Original Medicare.
Private room in a hospital, except when it is considered medically necessary.

Private duty nurses.

Personal items in your room at a hospital or a skilled nursing facility, such as a telephone or a
television.
Full-time nursing care in your home.

Custodial care, unless it is provided with covered skilled nursing care and/or skilled rehabilitation
services. Custodial care, or non-skilled care, is care that helps you with activities of daily living,
such as bathing or dressing.
Homemaker services include basic household assistance, including light housekeeping or light meal
preparation.
Fees charged by your immediate relatives or members of your household.

Meals delivered to your home.

Elective or voluntary enhancement procedures or services (including weight loss, hair growth, sexual
performance, athletic performance, cosmetic purposes, anti-aging and mental performance), except
when medically necessary.
Cosmetic surgery or procedures, unless because of an accidental injury or to improve a malformed
part of the body. However, all stages of reconstruction are covered for a breast after a mastectomy,
as well as for the unaffected breast to produce a symmetrical appearance.
Routine dental care, such as cleanings, fillings or dentures. However, non-routine dental care required
to treat illness or injury may be covered as inpatient or outpatient care.
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Chiropractic care, other than manual manipulation of the spine consistent with Medicare coverage
guidelines.
Routine foot care, except for the limited coverage provided according to Medicare guidelines.

Orthopedic shoes, unless the shoes are part of a leg brace and are included in the cost of the brace
or the shoes are for a person with diabetic foot disease.
Supportive devices for the feet, except for orthopedic or therapeutic shoes for people with diabetic
foot disease.
Hearing aids, or exams to fit hearing aids.

Eyeglasses, routine eye examinations (except as noted in the Benefit Chart above), radial keratotomy,
LASIK surgery, vision therapy and other low vision aids. However, eyeglasses are covered for people
after cataract surgery.
Part D Outpatient prescription drugs.

Reversal of sterilization procedures, sex change operations, and non-prescription contraceptive
supplies.
Acupuncture.

Naturopath services (uses natural or alternative treatments).

Services provided to veterans in Veterans Affairs (VA) facilities. However, when emergency services
are received at VA hospital and the VA cost sharing is more than the cost sharing under our plan,
we will reimburse veterans for the difference. Members are still responsible for our cost-sharing
amounts.
Routine transportation.

The plan will not cover the excluded services listed above. Even if you receive the services at an emergency
facility, the excluded services are still not covered.
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SECTION 1 Situations in which you should ask us to pay our share of the cost of
your covered services

Section 1.1 If you pay our plan’s share of the cost of your covered services, or if
you receive a bill, you can ask us for payment

Sometimes when you get medical care or, you may need to pay the full cost right away. Other times, you
may find that you have paid more than you expected under the coverage rules of the plan. In either case,
you can ask our plan to pay you back (paying you back is often called “reimbursing” you). It is your right
to be paid back by our plan whenever you’ve paid more than your share of the cost for medical services
that are covered by our plan.
There may also be times when you get a bill from a provider for the full cost of medical care you have
received. In many cases, you should send this bill to us instead of paying it. We will look at the bill and
decide whether the services should be covered. If we decide they should be covered, we will pay the
provider directly.
Here are examples of situations in which you may need to ask our plan to pay you back or to pay a bill
you have received.
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When you’ve received emergency care
When you receive emergency care, you are only responsible for paying your share of the cost, not for
the entire cost. You should ask the provider to bill the plan for our share of the cost.

1.

If you pay the entire amount yourself at the time you receive the care, you need to ask us to pay
you back for our share of the cost. Send us the bill, along with documentation of any payments
you have made.
At times you may get a bill from the provider asking for payment that you think you do not owe.
Send us this bill, along with documentation of any payments you have already made.

If the provider is owed anything, we will pay the provider directly.

If you have already paid more than your share of the cost of the service, we will determine
how much you owed and pay you back for our share of the cost.

When a provider sends you a bill you think you should not pay
Providers should always bill the plan directly, and ask you only for your share of the cost. But sometimes
they make mistakes, and ask you to pay more than your share.

2.

Whenever you get a bill from a provider that you think is more than you should pay, send us the
bill. We will contact the provider directly and resolve the billing problem.
If you have already paid a bill to a provider, but you feel that you paid too much, send us the bill
along with documentation of any payment you have made and ask us to pay you back the
difference between the amount you paid and the amount you owed under the plan.

If you are retroactively enrolled in our plan
Sometimes a person’s enrollment in the plan is retroactive. (Retroactive means that the first day of their
enrollment has already past. The enrollment date may even have occurred last year.)

3.

If you were retroactively enrolled in our plan and you paid out-of-pocket for any of your covered
services after your enrollment date, you can ask us to pay you back for our share of the costs. You will
need to submit paperwork for us to handle the reimbursement.

Please call Member Services for additional information about how to ask us to pay you back and
deadlines for making your request.

All of the examples above are types of coverage decisions. This means that if we deny your request for
payment, you can appeal our decision. Chapter 7 of this booklet (What to do if you have a problem or
complaint (coverage decisions, appeals, complaints)) has information about how to make an appeal.
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SECTION 2 How to ask us to pay you back or to pay a bill you have received

Section 2.1 How and where to send us your request for payment

Send us your request for payment, along with your bill and documentation of any payment you have made.
It’s a good idea to make a copy of your bill and receipts for your records.
To make sure you are giving us all the information we need to make a decision, you can fill out our claim
form to make your request for payment.

You don’t have to use the form, but it will help us process the information faster.

Either download a copy of the form from our website (www.TodaysOptions.com) or call Member
Services and ask for the form. The phone numbers for Member Services are on the back cover of
this booklet.

Mail your request for payment together with any bills or receipts to us at this address:

For Medical Care:
Today's Options PFFS
P.O. Box 742568

Houston, TX 77274

You may also call our plan to request payment. For details, go to Chapter 2, Section 1 and look for the
section called,Where to send a request that asks us to pay for our share of the cost for medical care you
have received.
Please be sure to contact Member Services if you have any questions. If you don't know what you should
have paid, or you receive bills and you don't know what to do about those bills, we can help. You can also
call if you want to give us more information about a request for payment you have already sent to us.

SECTION 3 We will consider your request for payment and say yes or no

Section 3.1 We check to see whether we should cover the service and how much
we owe

When we receive your request for payment, we will let you know if we need any additional information
from you. Otherwise, we will consider your request and make a coverage decision.

If we decide that the medical care is covered and you followed all the rules for getting the care, we
will pay for our share of the cost. If you have already paid for the service, we will mail your
reimbursement of our share of the cost to you. If you have not paid for the service yet, we will mail
the payment directly to the provider. (Chapter 3 explains the rules you need to follow for getting
your medical services covered.)
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If we decide that the medical care is not covered, or you did not follow all the rules, we will not pay
for our share of the cost. Instead, we will send you a letter that explains the reasons why we are not
sending the payment you have requested and your rights to appeal that decision.

Section 3.2 If we tell you that we will not pay for all or part of the medical care, you
can make an appeal

If you think we have made a mistake in turning down your request for payment or you don’t agree with
the amount we are paying, you can make an appeal. If you make an appeal, it means you are asking us to
change the decision we made when we turned down your request for payment.
For the details on how to make this appeal, go to Chapter 7 of this booklet (What to do if you have a problem
or complaint (coverage decisions, appeals, complaints)). The appeals process is a formal process with
detailed procedures and important deadlines. If making an appeal is new to you, you will find it helpful to
start by reading Section 4 of Chapter 7. Section 4 is an introductory section that explains the process for
coverage decisions and appeals and gives definitions of terms such as “appeal.” Then after you have read
Section 4, you can go to the section in Chapter 7 that tells what to do for your situation:

If you want to make an appeal about getting paid back for a medical service, go to Section 5.3 in
Chapter 7.
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SECTION 1 Our plan must honor your rights as a member of the plan

Section 1.1 Wemust provide information in a way that works for you (in languages
other than English, in Braille, in large print, or other alternate formats,
etc.)

To get information from us in a way that works for you, please call Member Services (phone numbers are
on the back cover of this booklet).
Our plan has people and free language interpreter services available to answer questions from non-English
speaking members. We can also give you information in Braille, in large print, or other alternate formats
if you need it. If you are eligible forMedicare because of a disability, we are required to give you information
about the plan’s benefits that is accessible and appropriate for you.
If you have any trouble getting information from our plan because of problems related to language or a
disability, please call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week,
and tell them that you want to file a complaint. TTY users call 1-877-486-2048.
Para obtener información de nosotros de una manera que funciona para usted, por favor llame a servicios
para miembros (teléfono números están en la contraportada de este folleto).
Nuestro plan tiene personas y servicios de intérprete de lengua libre disponibles para responder preguntas
de los miembros que no hablan inglés. Podemos también darle información en Braille, en letra grande, o
en otros formatos alternativos si es necesario. Si usted es elegible paraMedicare debido a una discapacidad,
estamos obligados a dar información acerca de los beneficios del plan que es accesible y conveniente para
usted.
Si tiene problemas obteniendo información de nuestro plan debido a problemas relacionados con la lengua
o una discapacidad, por favor llame a Medicare al 1-800-MEDICARE (1-800-633-4227), 24 horas al día,
7 días a la semana y decirles que desea presentar una queja. Los usuarios de TTY llaman 1-877-486-2048.

Section 1.2 We must treat you with fairness and respect at all times

Our plan must obey laws that protect you from discrimination or unfair treatment.We do not discriminate
based on a person’s race, ethnicity, national origin, religion, gender, age, mental or physical disability,
health status, claims experience, medical history, genetic information, evidence of insurability, or geographic
location within the service area.
If you want more information or have concerns about discrimination or unfair treatment, please call the
Department of Health andHuman Services'Office for Civil Rights 1-800-368-1019 (TTY 1-800-537-7697)
or your local Office for Civil Rights.
If you have a disability and need help with access to care, please call us at Member Services (phone numbers
are on the back cover of this booklet). If you have a complaint, such as a problem with wheelchair access,
Member Services can help.
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Section 1.3 We must ensure that you get timely access to your covered services

You may seek care from any provider in the United States, if the provider agrees to accept our plan’s terms
and conditions of payment prior to providing services to you and is eligible to provide services under
Original Medicare, as described in Chapter 3, Section 1.2. You should always (except possibly in
emergencies) show the provider your PFFS plan membership card. As a plan member, you have the right
to get appointments and covered services from providers within a reasonable amount of time.
A provider can decide whether to accept our plan’s terms and conditions of payment each time you see
the provider.
If you think that you are not getting your medical care within a reasonable amount of time, Chapter 7,
Section 9 of this booklet tells what you can do. (If we have denied coverage for your medical care and you
don’t agree with our decision, Chapter 7, Section 4 tells what you can do.)

Section 1.4 We must protect the privacy of your personal health information

Federal and state laws protect the privacy of your medical records and personal health information. We
protect your personal health information as required by these laws.

Your "personal health information" includes the personal information you gave us when you enrolled
in this plan as well as your medical records and other medical and health information.
The laws that protect your privacy give you rights related to getting information and controlling how
your health information is used. We give you a written notice, called a "Notice of Privacy Practice,"
that tells about these rights and explains how we protect the privacy of your health information.

How do we protect the privacy of your health information?
We make sure that unauthorized people don't see or change your records.

In most situations, if we give your health information to anyone who isn't providing your care or
paying for your care, we are required to get written permission from you first.Written permission
can be given by you or by someone you have given legal power to make decisions for you.
There are certain exceptions that do not require us to get your written permission first. These
exceptions are allowed or required by law.

For example, we are required to release health information to government agencies that are
checking on quality of care.
Because you are a member of our plan through Medicare, we are required to give Medicare your
health information. If Medicare releases your information for research or other uses, this will be
done according to Federal statutes and regulations.

You can see the information in your records and know how it has been shared with others
You have the right to look at your medical records held at the plan, and to get a copy of your records. We
are allowed to charge you a fee for making copies. You also have the right to ask us to make additions or
corrections to your medical records. If you ask us to do this, we will work with your healthcare provider
to decide whether the changes should be made.
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You have the right to know how your health information has been shared with others for any purposes that
are not routine.
If you have questions or concerns about the privacy of your personal health information, please call Member
Services (phone numbers are on the back cover of this booklet).

Section 1.5 Wemust give you information about the plan and your covered services

As a member of our plan, you have the right to get several kinds of 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 you. This
includes getting the information in languages other than English and in large print or other alternate formats.)
If you want any of the following kinds of information, please call Member Services (phone numbers are
on the back cover of this booklet):

Information about our plan. This includes, for example, information about the plan's financial
condition. It also includes information about the number of appeals made by members and the plan's
performance ratings, including how it has been rated by plan members and how it compares to other
Medicare health plans.
Information about your coverage and rules you must follow in using your coverage.

In Chapters 3 and 4 of this booklet, we explain what medical services are covered for you, any
restrictions to your coverage, and what rules youmust follow to get your coveredmedical services.
If you have questions about the rules or restrictions, please call Member Services (phone numbers
are on the back cover of this booklet).

Information about why something is not covered and what you can do about it.
If a medical service is not covered for you, or if your coverage is restricted in some way, you can
ask us for a written explanation.
If you are not happy, or if you disagree with a decision we make about what medical care is
covered for you, you have the right to ask us to change the decision. You can ask us to change
the decision by making an appeal. For details on what to do if something is not covered for you
in the way you think it should be covered, see Chapter 7 of this booklet. It gives you the details
about how to make an appeal if you want us to change our decision. (Chapter 7 also tells about
how to make a complaint about quality of care, waiting times, and other concerns.)
If you want to ask our plan to pay our share of a bill you have received for medical care, see
Chapter 5 of this booklet.

Section 1.6 We must support your right to make decisions about your care

You have the right to know your treatment options and participate in decisions about your
health care
You have the right to get full information from your doctors and other health care providers when you go
for medical care. Your providers must explain your medical condition and your treatment choices in a way
that you can understand.
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You also have the right to participate fully in decisions about your health care. To help you make decisions
with your doctors about what treatment is best for you, your rights include the following:

To know about all of your choices. This means that you have the right to be told about all of the
treatment options that are recommended for your condition, no matter what they cost or whether
they are covered by our plan.
To know about the risks. You have the right to be told about any risks involved in your care. You
must be told in advance if any proposed medical care or treatment is part of a research experiment.
You always have the choice to refuse any experimental treatments.
The right to say "no." You have the right to refuse any recommended treatment. This includes the
right to leave a hospital or other medical facility, even if your doctor advises you not to leave. Of
course, if you refuse treatment, you accept full responsibility for what happens to your body as a
result.
To receive an explanation if you are denied coverage for care. You have the right to receive an
explanation from us if a provider has denied care that you believe you should receive. To receive
this explanation, you will need to ask us for a coverage decision. Chapter 7 of this booklet tells how
to ask the plan for a coverage decision.

You have the right to give instructions about what is to be done if you are not able to make
medical decisions for yourself
Sometimes people become unable to make health care decisions for themselves due to accidents or serious
illness. You have the right to say what you want to happen if you are in this situation. This means that, if
you want to, you can:

Fill out a written form to give someone the legal authority to make medical decisions for you if
you ever become unable to make decisions for yourself.
Give your doctors written instructions about how you want them to handle your medical care if
you become unable to make decisions for yourself.

The legal documents that you can use to give your directions in advance in these situations are called
"advance directives." There are different types of advance directives and different names for them.
Documents called "livingwill" and "power of attorney for health care" are examples of advance directives.
If you want to use an "advance directive" to give your instructions, here is what to do:

Get the form. If you want to have an advance directive, you can get a form from your lawyer, from
a social worker, or from some office supply stores. You can sometimes get advance directive forms
from organizations that give people information about Medicare.
Fill it out and sign it.Regardless of where you get this form, keep in mind that it is a legal document.
You should consider having a lawyer help you prepare it.
Give copies to appropriate people. You should give a copy of the form to your doctor and to the
person you name on the form as the one to make decisions for you if you can't. You may want to
give copies to close friends or family members as well. Be sure to keep a copy at home.

If you know ahead of time that you are going to be hospitalized, and you have signed an advance directive,
take a copy with you to the hospital.
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If you are admitted to the hospital, they will ask you whether you have signed an advance directive
form and whether you have it with you.
If you have not signed an advance directive form, the hospital has forms available and will ask if
you want to sign one.

Remember, it is your choice whether you want to fill out an advance directive (including whether you
want to sign one if you are in the hospital). According to law, no one can deny you care or discriminate
against you based on whether or not you have signed an advance directive.

What if your instructions are not followed?
If you have signed an advance directive, and you believe that a doctor or hospital hasn’t followed the
instructions in it, you may file a complaint with your State Department of Health. Please refer to Appendix
A at the end of the Evidence of Coverage for contact information.

Section 1.7 You have the right to make complaints and to ask us to reconsider
decisions we have made

If you have any problems or concerns about your covered services or care, Chapter 7 of this booklet tells
what you can do. It gives the details about how to deal with all types of problems and complaints.
As explained in Chapter 7, what you need to do to follow up on a problem or concern depends on the
situation. You might need to ask our plan to make a coverage decision for you, make an appeal to us to
change a coverage decision, or make a complaint. Whatever you do – ask for a coverage decision, make
an appeal, or make a complaint – we are required to treat you fairly.
You have the right to get a summary of information about the appeals and complaints that other members
have filed against our plan in the past. To get this information, please call Member Services (phone numbers
are on the back cover of this booklet).

Section 1.8 What can you do if you think you are being treated unfairly or your
rights are not being respected?

If it is about discrimination, call the Office for Civil Rights
If you think you have been treated unfairly or your rights have not been respected due to your race, disability,
religion, sex, health, ethnicity, creed (beliefs), age, or national origin, you should call the Department of
Health and Human Services' Office for Civil Rights at 1-800-368-1019 or TTY 1-800-537-7697, or call
your local Office for Civil Rights.

Is it about something else?
If you think you have been treated unfairly or your rights have not been respected, and it's not about
discrimination, you can get help dealing with the problem you are having:

You can call Member Services (phone numbers are on the back cover of this booklet).

You can call the State Health Insurance Assistance Program. For details about this organization
and how to contact it, go to Chapter 2, Section 3.

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Chapter 6: Your rights and responsibilities 66



Or, you can callMedicare 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 1.9 How to get more information about your rights

There are several places where you can get more information about your rights:
You can call Member Services (phone numbers are on the back cover of this booklet).

You can call the State Health Insurance Assistance Program. For details about this organization
and how to contact it, go to Chapter 2, Section 3.
You can contactMedicare.

You can visit the Medicare website to read or download the publication “Your Medicare Rights
& Protections.” (The publication is available at: http://www.medicare.gov/Publications/Pubs/pdf/
10112.pdf.)
Or, you can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.

SECTION 2 You have some responsibilities as a member of the plan

Section 2.1 What are your responsibilities?

Things you need to do as a member of the plan are listed below. If you have any questions, please call
Member Services (phone numbers are on the back cover of this booklet). We're here to help.

Get familiar with your covered services and the rules youmust follow to get these covered services.
Use this Evidence of Coverage booklet to learn what is covered for you and the rules you need to
follow to get your covered services.

Chapters 3 and 4 give the details about your medical services, including what is covered, what
is not covered, rules to follow, and what you pay.

If you have any other health insurance coverage in addition to our plan, you are required to tell
us. Please call Member Services to let us know.

We are required to follow rules set by Medicare to make sure that you are using all of your
coverage in combination when you get your covered services from our plan. This is called
"coordination of benefits" because it involves coordinating the health benefits you get from our
plan with any other health benefits available to you. We'll help you with it. (For more information
about coordination of benefits, go to Chapter 1, Section 7.)

Tell your doctor and other health care providers that you are enrolled in our plan. Show your plan
membership card whenever you get your medical care.
Help your doctors and other providers help you by giving them information, asking questions,
and following through on your care.
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To help your doctors and other health providers give you the best care, learn as much as you are
able to about your health problems and give them the information they need about you and your
health. Follow the treatment plans and instructions that you and your doctors agree upon.
Make sure your doctors know all of the drugs you are taking, including over-the-counter drugs,
vitamins, and supplements.
If you have any questions, be sure to ask. Your doctors and other health care providers are supposed
to explain things in a way you can understand. If you ask a question and you don't understand
the answer you are given, ask again.

Be considerate.We expect all our members to respect the rights of other patients. We also expect
you to act in a way that helps the smooth running of your doctor's office, hospitals, and other offices.
Pay what you owe. As a plan member, you are responsible for these payments:

In order to be eligible for our plan, you must be entitled to Medicare Part A and enrolled in
Medicare Part B. For that reason, some plan members must pay a premium for Medicare Part A
and most plan members must pay a premium for Medicare Part B to remain a member of the plan.
For most of your medical services covered by the plan, you must pay your share of the cost when
you get the service. This will be a copayment (a fixed amount) or coinsurance (a percentage of
the total cost). Chapter 4 tells what you must pay for your medical services.
If you get any medical services that are not covered by our plan or by other insurance you may
have, you must pay the full cost.

If you disagree with our decision to deny coverage for a service, you can make an appeal.
Please see Chapter 7 of this booklet for information about how to make an appeal.

If you are required to pay a late enrollment penalty, you must pay the penalty to remain a member
of the plan.
Tell us if you move. If you are going to move, it's important to tell us right away. Call Member
Services (phone numbers are on the back cover of this booklet).

If you move outside of our plan service area, you cannot remain a member of our plan.
(Chapter 1 tells about our service area.) We can help you figure out whether you are moving
outside our service area. If you are leaving our service area, we can let you know if we have
a plan in your new area.
If youmovewithin our service area, we still need to know so we can keep your membership
record up to date and know how to contact you.

Call Member Services for help if you have questions or concerns. We also welcome any
suggestions you may have for improving our plan.

Phone numbers and calling hours for Member Services are on the back cover of this booklet.

For more information on how to reach us, including our mailing address, please see Chapter
2.
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BACKGROUND

SECTION 1 Introduction

Section 1.1 What to do if you have a problem or concern

This chapter explains two types of processes for handling problems and concerns:
For some types of problems, you need to use the process for coverage decisions and making
appeals.
For other types of problems, you need to use the process for making complaints.

Both of these processes have been approved by Medicare. To ensure fairness and prompt handling of your
problems, each process has a set of rules, procedures, and deadlines that must be followed by us and by
you.
Which one do you use? That depends on the type of problem you are having. The guide in Section 3 will
help you identify the right process to use.

Section 1.2 What about the legal terms?

There are technical legal terms for some of the rules, procedures, and types of deadlines explained in this
chapter. Many of these terms are unfamiliar to most people and can be hard to understand.
To keep things simple, this chapter explains the legal rules and procedures using simpler words in place
of certain legal terms. For example, this chapter generally says "making a complaint" rather than "filing a
grievance," "coverage decision" rather than "organization determination" or "coverage determination," and
"Independent Review Organization" instead of "Independent Review Entity." It also uses abbreviations as
little as possible.
However, it can be helpful – and sometimes quite important – for you to know the correct legal terms for
the situation you are in. Knowing which terms to use will help you communicate more clearly and accurately
when you are dealing with your problem and get the right help or information for your situation. To help
you know which terms to use, we include legal terms when we give the details for handling specific types
of situations.

SECTION 2 You can get help from government organizations that are not connected
with us

Section 2.1 Where to get more information and personalized assistance

Sometimes it can be confusing to start or follow through the process for dealing with a problem. This can
be especially true if you do not feel well or have limited energy. Other times, you may not have the
knowledge you need to take the next step.
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Get help from an independent government organization
We are always available to help you. But in some situations you may also want help or guidance from
someone who is not connected with us. You can always contact your State Health Insurance Assistance
Program (SHIP). This government program has trained counselors in every state. The program is not
connected with us or with any insurance company or health plan. The counselors at this program can help
you understand which process you should use to handle a problem you are having. They can also answer
your questions, give you more information, and offer guidance on what to do.
The services of SHIP counselors are free. You will find phone numbers in Appendix A of this Evidence
of Coverage.

You can also get help and information from Medicare
For more information and help in handling a problem, you can also contact Medicare. Here are two ways
to get information directly from Medicare:

You can call 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 Medicare website (http://www.medicare.gov).

SECTION 3 To deal with your problem, which process should you use?

Section 3.1 Should you use the process for coverage decisions and appeals? Or
should you use the process for making complaints?

If you have a problem or concern, you only need to read the parts of this chapter that apply to your situation.
The guide that follows will help.

To figure out which part of this chapter will
help with your specific problem or concern,
START HERE

Is your problem or concern about your benefits or coverage?
(This includes problems about whether particular medical care or prescription drugs are covered or not,
the way in which they are covered, and problems related to payment for medical care.)

No.
My problem is not about benefits or coverage.

Skip ahead to Section 9 at the end of this chapter: “How
to make a complaint about quality of care, waiting
times, customer service or other concerns.”

Yes.
My problem is about benefits or coverage.
Go on to the next section of this chapter,
Section 4, “A guide to the basics of
coverage decisions andmaking appeals.”
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COVERAGE DECISIONS AND APPEALS

SECTION 4 A guide to the basics of coverage decisions and appeals

Section 4.1 Asking for coverage decisions and making appeals: the big picture

The process for coverage decisions and making appeals deals with problems related to your benefits and
coverage for medical services, including problems related to payment. This is the process you use for issues
such as whether something is covered or not and the way in which something is covered.

Asking for coverage decisions
A coverage decision is a decision we make about your benefits and coverage or about the amount we will
pay for your medical services. You can also contact us and ask for a coverage decision if your doctor is
unsure whether we will cover a particular medical service or refuses to provide medical care you think that
you need. In other words, if you want to know if we will cover a medical service before you receive it, you
can ask us to make a coverage decision for you.
We are making a coverage decision for you whenever we decide what is covered for you and how much
we pay. In some cases we might decide a service is not covered or is no longer covered by Medicare for
you. If you disagree with this coverage decision, you can make an appeal.

Making an appeal
If we make a coverage decision and you are not satisfied with this decision, you can "appeal" the decision.
An appeal is a formal way of asking us to review and change a coverage decision we have made.
When you make an appeal, we review the coverage decision we have made to check to see if we were
following all of the rules properly. Your appeal is handled by different reviewers than those who made the
original unfavorable decision. When we have completed the review we give you our decision.
If we say no to all or part of your Level 1 Appeal, you can go on to a Level 2 Appeal. The Level 2 Appeal
is conducted by an independent organization that is not connected to us. (In some situations, your case will
be automatically sent to the independent organization for a Level 2 Appeal. If this happens, we will let you
know. In other situations, you will need to ask for a Level 2 Appeal.) If you are not satisfied with the
decision at the Level 2 Appeal, you may be able to continue through several more levels of appeal.

Section 4.2 How to get help when you are asking for a coverage decision ormaking
an appeal

Would you like some help? Here are resources you may wish to use if you decide to ask for any kind of
coverage decision or appeal a decision:

You can call us at Member Services (phone numbers are on the back cover of this booklet).
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To get free help from an independent organization that is not connected with our plan, contact
your State Health Insurance Assistance Program (see Section 2 of this chapter).
Your doctor or other provider can make a request for you. Your doctor or other provider can
request a coverage decision or a Level 1 Appeal on your behalf. To request any appeal after Level
1, your doctor or other provider must be appointed as your representative.
You can ask someone to act on your behalf. If you want to, you can name another person to act
for you as your "representative" to ask for a coverage decision or make an appeal.

There may be someone who is already legally authorized to act as your representative under State
law.
If you want a friend, relative, your doctor or other provider, or other person to be your
representative, call Member Services and ask for the “Appointment of Representative” form.
(The form is also available onMedicare’s website at http://www.cms.hhs.gov/cmsforms/downloads/
cms1696.pdf.) The form gives that person permission to act on your behalf. It must be signed by
you and by the person who you would like to act on your behalf. You must give us a copy of the
signed form.

You also have the right to hire a lawyer to act for you. You may contact your own lawyer, or get
the name of a lawyer from your local bar association or other referral service. There are also groups
that will give you free legal services if you qualify. However, you are not required to hire a lawyer
to ask for any kind of coverage decision or appeal a decision.

Section 4.3 Which section of this chapter gives the details for your situation?

There are three (3) different types of situations that involve coverage decisions and appeals. Since each
situation has different rules and deadlines, we give the details for each one in a separate section:

Section 5 of this chapter: “Your medical care: How to ask for a coverage decision or make an
appeal”

Section 6 of this chapter: “How to ask us to cover a longer inpatient hospital stay if you think the
doctor is discharging you too soon”

Section 7 of this chapter: “How to ask us to keep covering certain medical services if you think
your coverage is ending too soon” (Applies to these services only: home health care, skilled nursing
facility care, and Comprehensive Outpatient Rehabilitation Facility (CORF) services)

If you're not sure which section you should be using, please call Member Services (phone numbers are on
the back cover of this booklet). You can also get help or information from government organizations such
as your State Health Insurance Assistance Program (Chapter 2, Section 3, of this booklet has the phone
numbers for this program).
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SECTION 5 Your medical care: How to ask for a coverage decision or make an
appeal

Have you read Section 4 of this chapter (A guide to "the basics" of
coverage decisions and appeals)? If not, you may want to read it
before you start this section.

?
Section 5.1 This section tells what to do if you have problems getting coverage for

medical care or if you want us to pay you back for our share of the cost
of your care

This section is about your benefits for medical care and services. These benefits are described in Chapter
4 of this booklet: Medical Benefits Chart (what is covered and what you pay). To keep things simple, we
generally refer to “medical care coverage” or “medical care” in the rest of this section, instead of repeating
“medical care or treatment or services” every time.
This section tells what you can do if you are in any of the five following situations:

You are not getting certain medical care you want, and you believe that this care is covered by our
plan.

1.

Our plan will not approve the medical care your doctor or other medical provider wants to give you,
and you believe that this care is covered by the plan.

2.

You have received medical care or services that you believe should be covered by the plan, but we
have said we will not pay for this care.

3.

You have received and paid for medical care or services that you believe should be covered by the
plan, and you want to ask our plan to reimburse you for this care.

4.

You are being told that coverage for certain medical care you have been getting that we previously
approved will be reduced or stopped, and you believe that reducing or stopping this care could harm
your health.

5.

NOTE: If the coverage that will be stopped is for hospital care, home health care, skilled
nursing facility care, or ComprehensiveOutpatient Rehabilitation Facility (CORF) services,
you need to read a separate section of this chapter because special rules apply to these types of
care. Here's what to read in those situations:

Chapter 7, Section 6:How to ask us for a longer hospital stay if you think you are being asked
to leave the hospital too soon.
Chapter 7, Section 7: How to ask us to keep covering certain medical services if you think
your coverage is ending too soon. This section is about three services only: home health care,
skilled nursing facility care, and Comprehensive Outpatient Rehabilitation Facility (CORF)
services.

For all other situations that involve being told that medical care you have been getting will be
stopped, use this section (Section 5) as your guide for what to do.
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Which of these situations are you in?

This is what you can do:If you are in this situation:

You can ask us to make a coverage decision for
you.

Go to the next section of this chapter, Section
5.2.

Do you want to find out whether we will cover the
medical care or servcies you want?

You can make an appeal. (This means you are
asking us to reconsider.)

Skip ahead to Section 5.3 of this chapter.

Have we already told you that we will not cover
or pay for a medical service in the way that you
want it to be covered or paid for?

You can send us the bill.

Skip ahead to Section 5.5 of this chapter.
Do you want to ask us to pay you back for medical
care or services you have already received and paid
for?

Section 5.2 Step-by-step: How to ask for a coverage decision (how to ask our plan
to authorize or provide the medical care coverage you want)

When a coverage decision involves your medical care, it is
called an "organization determination."

Legal
Terms

Step 1: You ask our plan to make a coverage decision on the medical care you are requesting. If
your health requires a quick response, you should ask us to make a "fast decision."

A "fast decision" is called an "expedited determination."Legal
Terms

How to request coverage for the medical care you want
Start by calling, writing, or faxing our plan to make your request for us to authorize or provide
coverage for the medical care you want. You, your doctor, or your representative can do this.
For the details on how to contact us, go to Chapter 2, Section 1.2 and look for the section
called, How 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 you our decision, we will use the “standard” deadlines unless we have agreed to use
the “fast” deadlines. A standard decision means we will give you an answer within 14 days after
we receive your request.
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However, we can take up to 14 more calendar days if you ask for more time, or if we need
information (such as medical records) that may benefit you. If we decide to take extra days to
make the decision, we will tell you in writing.
If you believe we 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 you an answer to your complaint
within 24 hours. (The process for making a complaint is different from the process for coverage
decisions and appeals. For more information about the process for making complaints, including
fast complaints, see Section 9 of this chapter.)

If your health requires it, ask us to give you a “fast decision”
A fast decision means we will answer within 72 hours.

However, we can take up to 14 more calendar days if we find that some information that
may benefit you is missing, or if you need time to get information to us for the review. If
we decide to take extra days, we will tell you in writing.
If you believe we should not take extra days, you can file a "fast complaint" about our
decision to take extra days. (For more information about the process for making complaints,
including fast complaints, see Section 9 of this chapter.) We will call you as soon as we
make the decision.

To get a fast decision, you must meet two requirements:
You can get a fast decision only if you are asking for coverage for medical care you have
not yet received. (You cannot get a fast decision if your request is about payment for medical
care you have already received.)
You can get a fast decision only if using the standard deadlines could cause serious harm
to your health or hurt your ability to function.

If your doctor tells us that your health requires a "fast decision," we will automatically
agree to give you a fast decision.
If you ask for a fast decision on your own, without your doctor's support, we will decide
whether your health requires that we give you a fast decision.

If we decide that your medical condition does not meet the requirements for a fast decision,
we will send you a letter that says so (and we will use the standard deadlines instead).
This letter will tell you that if your doctor asks for the fast decision, we will automatically
give a fast decision.
The letter will also tell how you can file a "fast complaint" about our decision to give you
a standard decision instead of the fast decision you requested. (For more information about
the process for making complaints, including fast complaints, see Section 9 of this chapter.)

Step 2:We consider your request for medical care coverage and give you our answer.
Deadlines for a “fast” coverage decision

Generally, for a fast decision, we will give you our answer within 72 hours.
As explained above, we can take up to 14 more calendar days under certain circumstances.
If we decide to take extra days to make the decision, we will tell you in writing.
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If you believe we 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 you an answer to
your complaint within 24 hours. (For more information about the process for making
complaints, including fast complaints, see Section 9 of this chapter).
If we do not give you our answer within 72 hours (or if there is an extended time period,
by the end of that period), you have the right to appeal. Section 5.3 below tells how to make
an appeal.

If our answer is yes to part or all of what you requested, we must authorize or provide the
medical care coverage we have agreed to provide within 72 hours after we received your
request. If we extended the time needed to make our decision, we will provide the coverage
by the end of that extended period.
If our answer is no to part or all of what you requested,wewill send you a written statement
that explains why we said no.

Deadlines for a "standard" coverage decision
Generally, for a standard decision, we will give you our answer within 14 days of receiving
your request.

We can take up to 14 more calendar days ("an extended time period") under certain
circumstances. If we decide to take extra days to make the decision, we will tell you in
writing.
If you believe we 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 you an answer to
your complaint within 24 hours. (For more information about the process for making
complaints, including fast complaints, see Section 9 of this chapter).
If we do not give you our answer within 14 days (or if there is an extended time period, by
the end of that period), you have the right to appeal. Section 5.3 below tells how to make
an appeal.

If our answer is yes to part or all of what you requested, we must authorize or provide the
coverage we have agreed to provide within 14 days after we received your request. If we
extended the time needed to make our decision, we will provide the coverage by the end of
that extended period.
If our answer is no to part or all of what you requested, we will send you a written statement
that explains why we said no.

Step 3: If we say no to your request for coverage for medical care, you decide if you want to make
an appeal.

If we say no, you have the right to ask us to reconsider – and perhaps change – this decision by
making an appeal. Making an appeal means making another try to get the medical care coverage
you want.
If you decide to make an appeal, it means you are going on to Level 1 of the appeals process (see
Section 5.3 below).
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Section 5.3 Step-by-step: How to make a Level 1 Appeal (how to ask for a review
of a medical care coverage decision made by our plan)

An appeal to the plan about a medical care coverage
decision is called a plan "reconsideration."

Legal
Terms

Step 1: You contact us and make your appeal. If your health requires a quick response, you must ask
for a "fast appeal".

What to do
To start your appeal, you, your doctor, or your representative, must contact us. For details
on how to reach us for any purpose related to your appeal, go to Chapter 2, Section 1.2 look
for section called,How to contact us when you are making an appeal about your medical care.
If you are asking for a standard appeal, make your standard appeal in writing by
submitting a signed request. You may also ask for an appeal by calling us at the phone
number shown in Chapter 2, Section 1.2 (How to contact us when you are making an appeal
about your medical care).

If you have someone appealing our decision for you other than your doctor, your appeal
must include an Appointment of Representative form authorizing this person to represent
you. (To get the form, call Member Services and ask for the “Appointment of
Representative” form. It is also available onMedicare’s website at http://www.cms.hhs.gov/
cmsforms/downloads/cms1696.pdf.) While we can accept an appeal request without the
form, we cannot complete our review until we receive it. If we do not receive the form
within 44 days after receiving your appeal request (our deadline for making a decision on
your appeal), your appeal request will be sent to the Independent Review Organization for
dismissal.

If you are asking for a fast appeal, make your appeal in writing or call us at the phone
number shown in Chapter 2, Section 1 (How to contact us when you are making an appeal
about your medical care).
You must make your appeal request within 60 calendar days from the date on the written
notice we sent to tell you our answer to your request for a coverage decision. If you miss this
deadline and have a good reason for missing it, we may give you more time to make your
appeal. Examples of good cause for missing the deadline may include if you had a serious
illness that prevented you from contacting us or if we provided you with incorrect or incomplete
information about the deadline for requesting an appeal.
You can ask for a copy of the information regarding yourmedical decision and addmore
information to support your appeal.

You have the right to ask us for a copy of the information regarding your appeal. We are
allowed to charge a fee for copying and sending this information to you.
If you wish, you and your doctor may give us additional information to support your appeal.

If your health requires it, ask for a "fast appeal" (you can make a request by calling us)
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A "fast appeal" is also called an "expedited
reconsideration."

Legal
Terms

If you are appealing a decision we made about coverage for care you have not yet received,
you and/or your doctor will need to decide if you need a "fast appeal."
The requirements and procedures for getting a "fast appeal" are the same as those for getting
a "fast decision." To ask for a fast appeal, follow the instructions for asking for a fast decision.
(These instructions are given earlier in this Section.)
If your doctor tells us that your health requires a “fast appeal,” we will give you a fast appeal.

Step 2:We consider your appeal and we give you our answer.
When we are reviewing your appeal, we take another careful look at all of the information about
your request for coverage of medical care. We check to see if we were following all the rules when
we said no to your request.
We will gather more information if we need it. We may contact you or your doctor to get more
information.

Deadlines for a “"fast appeal"
Whenwe are using the fast deadlines, wemust give you our answerwithin 72 hours after we receive
your appeal. We will give you our answer sooner if your health requires us to do so.

However, if you ask for more time, or if we need to gather more information that may benefit
you, we can take up to 14 more calendar days. If we decide to take extra days to make the
decision, we will tell you in writing.
If we do not give you an answer within 72 hours (or by the end of the extended time period if we
took extra days), we are required to automatically send your request on to Level 2 of the appeals
process, where it will be reviewed by an independent organization. Later in this section, we tell
about this organization and explain what happens at Level 2 of the appeals process.

If our answer is yes to part or all of what you requested,wemust authorize or provide the coverage
we have agreed to provide within 72 hours after we receive your appeal.
If our answer is no to part or all of what you requested, we will send you a written denial notice
informing you that we have automatically sent your appeal to the Independent Review Organization
for a Level 2 Appeal.

Deadlines for a “"standard appeal"
If we are using the standard deadlines, we must give you our answer within 30 calendar days after
we receive your appeal if your appeal is about coverage for services you have not yet received. We
will give you our decision sooner if your health condition requires us to.

However, if you ask for more time, or if we need to gather more information that may benefit
you, we can take up to 14 more calendar days.
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If you believe we 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 you an answer to your complaint
within 24 hours. (For more information about the process for making complaints, including fast
complaints, see Section 9 of this chapter.)
o If we do not give you an answer by the deadline above (or by the end of the extended time
period if we took extra days), we are required to send your request on to Level 2 of the appeals
process, where it will be reviewed by an independent outside organization. Later in this section,
we tell about this review organization and explain what happens at Level 2 of the appeals process.

If our answer is yes to part or all of what you requested,wemust authorize or provide the coverage
we have agreed to provide within 30 days after we receive your appeal.
If our answer is no to part or all of what you requested, we will send you a written denial notice
informing you that we have automatically sent your appeal to the Independent Review Organization
for a Level 2 Appeal.

Step 3: If our plan says no to part or all of your appeal, your case will automatically be sent on to
the next level of the appeals process.

To make sure we were following all the rules when we said no to your appeal, we are required to
send your appeal to the "Independent Review Organization."When we do this, it means that
your appeal is going on to the next level of the appeals process, which is Level 2.

Section 5.4 Step-by-step: How to make a Level 2 Appeal

If we say no to your Level 1 Appeal, your case will automatically be sent on to the next level of the appeals
process. During the Level 2 Appeal, the Independent ReviewOrganization reviews the decision wemade
when we said no to your first appeal. This organization decides whether the decision we made should be
changed.

The formal name for the "Independent Review
Organization" is the "Independent Review Entity." It is
sometimes called the "IRE."

Legal
Terms

Step 1: The Independent Review Organization reviews your appeal.
The Independent Review Organization is an independent organization that is hired by
Medicare. This organization is not connected with us and it is not a government agency. This
organization is a company chosen by Medicare to handle the job of being the Independent
Review Organization. Medicare oversees its work.
We will send the information about your appeal to this organization. This information is called
your “case file.” You have the right to ask us for a copy of your case file. We are allowed
to charge you a fee for copying and sending this information to you.
You have a right to give the Independent Review Organization additional information to
support your appeal.
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Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal.

If you had a “fast” appeal at Level 1, you will also have a “fast” appeal at Level 2
If you had a fast appeal to our plan at Level 1, you will automatically receive a fast appeal at
Level 2. The review organization must give you an answer to your Level 2 Appeal within 72
hours of when it receives your appeal.
However, if the Independent Review Organization needs to gather more information that may
benefit you, it can take up to 14 more calendar days.

If you had a “standard” appeal at Level 1, you will also have a “standard” appeal at Level 2
If you had a standard appeal to our plan at Level 1, you will automatically receive a standard
appeal at Level 2. The review organization must give you an answer to your Level 2 Appeal
within 30 calendar days of when it receives your appeal.
However, if the Independent Review Organization needs to gather more information that may
benefit you, it can take up to 14 more calendar days.

Step 2: The Independent Review Organization gives you their answer.
The Independent Review Organization will tell you its decision in writing and explain the reasons
for it.

If the review organization says yes to part or all of what you requested,wemust authorize
the medical care coverage within 72 hours or provide the service within 14 calendar days after
we receive the decision from the review organization.
If this organization says no to part or all of your appeal, it means they agree with us that
your request (or part of your request) for coverage for medical care should not be approved.
(This is called "upholding the decision." It is also called "turning down your appeal.")

The written notice you get from the Independent Review Organization will tell you the
dollar value that must be in dispute to continue with the appeals process. For example, to
continue and make another appeal at Level 3, the dollar value of the medical care coverage
you are requesting must meet a certain minimum. If the dollar value of the coverage you
are requesting is too low, you cannot make another appeal, which means that the decision
at Level 2 is final.

Step 3: If your case meets the requirements, you choose whether you want to take your appeal
further.

There are three additional levels in the appeals process after Level 2 (for a total of five levels
of appeal).
If your Level 2 Appeal is turned down and you meet the requirements to continue with the
appeals process, you must decide whether you want to go on to Level 3 and make a third
appeal. The details on how to do this are in the written notice you got after your Level 2 Appeal.
The Level 3 Appeal is handled by an administrative law judge. Section 8 in this chapter tells
more about Levels 3, 4, and 5 of the appeals process.
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Section 5.5 What if you are asking us to pay you for our share of a bill you have
received for medical care?

If you want to ask us for payment for medical care, start by reading Chapter 5 of this booklet: Asking us
to pay our share of a bill you have received for covered medical services. Chapter 5 describes the situations
in which you may need to ask for reimbursement or to pay a bill you have received from a provider. It also
tells how to send us the paperwork that asks us for payment.

Asking for reimbursement is asking for a coverage decision from us
If you send us the paperwork that asks for reimbursement, you are asking us to make a coverage decision
(for more information about coverage decisions, see Section 4.1 of this chapter). To make this coverage
decision, we will check to see if the medical care you paid for is a covered service (see Chapter 4:Medical
Benefits Chart (what is covered and what you pay)). We will also check to see if you followed all the rules
for using your coverage for medical care (these rules are given in Chapter 3 of this booklet: Using the
plan's coverage for your medical services).

We will say yes or no to your request
If the medical care you paid for is covered and you followed all the rules, we will send you the
payment for our share of the cost of your medical care within 60 calendar days after we receive your
request. Or, if you haven't paid for the services, we will send the payment directly to the provider.
When we send the payment, it's the same as saying yes to your request for a coverage decision.)
If the medical care is not covered, or you did not follow all the rules, we will not send payment.
Instead, we will send you a letter that says we will not pay for the services and the reasons why.
(When we turn down your request for payment, it's the same as saying no to your request for a
coverage decision.)

What if you ask for payment and we say that we will not pay?
If you do not agree with our decision to turn you down, you can make an appeal. If you make an appeal,
it means you are asking us to change the coverage decision we made when we turned down your request
for payment.
To make this appeal, follow the process for appeals that we describe in part 5.3 of this section. Go
to this part for step-by-step instructions. When you are following these instructions, please note:

If you make an appeal for reimbursement, we must give you our answer within 60 calendar days
after we receive your appeal. (If you are asking us to pay you back for medical care you have already
received and paid for yourself, you are not allowed to ask for a fast appeal.)
If the Independent Review Organization reverses our decision to deny payment, we must send the
payment you have requested to you or to the provider within 30 calendar days. If the answer to your
appeal is yes at any stage of the appeals process after Level 2, wemust send the payment you requested
to you or to the provider within 60 calendar days.
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SECTION 6 How to ask us to cover a longer inpatient hospital stay if you think the
doctor is discharging you too soon

When you are admitted to a hospital, you have the right to get all of your covered hospital services that
are necessary to diagnose and treat your illness or injury. For more information about our coverage for
your hospital care, including any limitations on this coverage, see Chapter 4 of this booklet: Medical
Benefits Chart (what is covered and what you pay).
During your hospital stay, your doctor and the hospital staff will be working with you to prepare for the
day when you will leave the hospital. They will also help arrange for care you may need after you leave.

The day you leave the hospital is called your "discharge date." Our plan's coverage of your hospital
stay ends on this date.
When your discharge date has been decided, your doctor or the hospital staff will let you know.

If you think you are being asked to leave the hospital too soon, you can ask for a longer hospital stay
and your request will be considered. This section tells you how to ask.

Section 6.1 During your inpatient hospital stay, you will get a written notice from
Medicare that tells about your rights

During your hospital stay, you will be given a written notice called An Important Message from Medicare
about Your Rights. Everyone with Medicare gets a copy of this notice whenever they are admitted to a
hospital. Someone at the hospital (for example, a caseworker or nurse) must give it to you within two days
after you are admitted. If you do not get the notice, ask any hospital employee for it. If you need help,
please call Member Services. 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.

Read this notice carefully and ask questions if you don't understand it. It tells you about your rights
as a hospital patient, including:

1.

Your right to receive Medicare-covered services during and after your hospital stay, as ordered by
your doctor. This includes the right to know what these services are, who will pay for them, and
where you can get them.
Your right to be involved in any decisions about your hospital stay, and know who will pay for it.

Where to report any concerns you have about the quality of your hospital care.

Your right to appeal your discharge decision if you think you are being discharged from the hospital
too soon.

The written notice from Medicare tells you how you can
“request an immediate review.” Requesting an immediate
review is a formal, legal way to ask for a delay in your
discharge date so that we will cover your hospital care for
a longer time. (Section 6.2 below tells you how you can
request an immediate review.)

Legal
Terms
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You must sign the written notice to show that you received it and understand your rights.2.

You, or someone who is acting on your behalf must sign the notice. (Section 4 of this chapter tells
how you can give written permission to someone else to act as your representative.)
Signing the notice shows only that you have received the information about your rights. The notice
does not give your discharge date (your doctor or hospital staff will tell you your discharge date).
Signing the notice does notmean you are agreeing on a discharge date.

Keep your copy of the signed notice so you will have the information about making an appeal (or
reporting a concern about quality of care) handy if you need it.

3.

If you sign the notice more than 2 days before the day you leave the hospital, you will get another
copy before you are scheduled to be discharged.
To look at a copy of this notice in advance, you can call Member Services or 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
also see it online at http://www.cms.gov/BNI/12_HospitalDischargeAppealNotices.asp.

Section 6.2 Step-by-step: How to make a Level 1 Appeal to change your hospital
discharge date

If you want to ask for your hospital services to be covered by us for a longer time, you will need to use the
appeals process to make this request. Before you start, understand what you need to do and what the
deadlines are.

Follow the process. Each step in the first two levels of the appeals process is explained below.

Meet the deadlines.The deadlines are important. Be sure that you understand and follow the deadlines
that apply to things you must do.
Ask for help if you need it. If you have questions or need help at any time, please call Member
Services (phone numbers are on the back cover of this booklet). Or call your State Health Insurance
Assistance Program, a government organization that provides personalized assistance. (See Section
2 of this chapter).

During a Level 1 Appeal, the Quality Improvement Organization reviews your appeal. It checks to
see if your planned discharge date is medically appropriate for you.

Step 1: Contact the Quality Improvement Organization in your state and ask for a "fast review" of your
hospital discharge. You must act quickly.

A "fast review" is also called an "immediate review."Legal
Terms

What is the Quality Improvement Organization?
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This organization is a group of doctors and other health care professionals who are paid by
the Federal government. These experts are not part of our plan. This organization is paid by
Medicare to check on and help improve the quality of care for people with Medicare. This
includes reviewing hospital discharge dates for people with Medicare.

How can you contact this organization?
The written notice you received (An Important Message from Medicare About Your Rights)
tells you how to reach this organization. (Or find the name, address, and phone number of the
Quality Improvement Organization for your state in Chapter 2, Section 4, of this booklet.)

Act quickly:
To make your appeal, you must contact the Quality Improvement Organization before you
leave the hospital and no later than your planned discharge date. (Your "planned discharge
date" is the date that has been set for you to leave the hospital.)

If you meet this deadline, you are allowed to stay in the hospital after your discharge date
without paying for it while you wait to get the decision on your appeal from the Quality
Improvement Organization.
If you do not meet this deadline, and you decide to stay in the hospital after your planned
discharge date, you may have to pay all of the costs for hospital care you receive after your
planned discharge date.

If you miss the deadline for contacting the Quality Improvement Organization about your
appeal, you can make your appeal directly to our plan instead. For details about this other way
to make your appeal, see Section 6.4.

Ask for a “fast review”:
You must ask the Quality Improvement Organization for a "fast review" of your discharge.
Asking for a "fast review" means you are asking for the organization to use the "fast" deadlines
for an appeal, instead of using the standard deadlines.

A "fast review" is also called an "immediate review"
or an "expedited review."

Legal
Terms

Step 2: The Quality Improvement Organization conducts an independent review of your case.
What happens during this review?

Health professionals at the Quality Improvement Organization (we will call them "the
reviewers" for short) will ask you (or your representative) why you believe coverage for the
services should continue. You don't have to prepare anything in writing, but you may do so
if you wish.
The reviewers will also look at your medical information, talk with your doctor, and review
information that the hospital and we have given to them.
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By noon of the day after the reviewers informed our plan of your appeal, you will also get a
written notice that gives your planned discharge date and explains the reasons why your doctor,
the hospital, and we think it is right (medically appropriate) for you to be discharged on that
date.

This written explanation is called the "Detailed Notice of
Discharge." You can get a sample of this notice by calling
Member Services or 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. (TTY users should call
1-877-486-2048.) Or you can get see a sample notice online
at http://www.cms.hhs.gov/BNI/.

Legal
Terms

Step 3:Within one full day after it has all the needed information, the Quality Improvement
Organization will give you its answer to your appeal.

What happens if the answer is yes?
If the review organization says yes to your appeal, we must keep providing your covered
hospital services for as long as these services are medically necessary.
You will have to keep paying your share of the costs (such as deductibles or copayments, if
these apply). In addition, there may be limitations on your covered hospital services. (See
Chapter 4 of this booklet.)

What happens if the answer is no?
If the review organization says no to your appeal, they are saying that your planned discharge
date is medically appropriate. If this happens, our coverage for your hospital services will
end at noon on the day after the Quality Improvement Organization gives you its answer to
your appeal.
If the review organization says no to your appeal and you decide to stay in the hospital, then
you may have to pay the full cost of hospital care you receive after noon on the day after the
Quality Improvement Organization gives you its answer to your appeal.

Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make another appeal.
If the Quality Improvement Organization has turned down your appeal, and you stay in the hospital
after your planned discharge date, then you can make another appeal. Making another appeal means
you are going on to "Level 2" of the appeals process.

Section 6.3 Step-by-step: How to make a Level 2 Appeal to change your hospital
discharge date

If the Quality Improvement Organization has turned down your appeal, and you stay in the hospital after
your planned discharge date, then you can make a Level 2 Appeal. During a Level 2 Appeal, you ask the
Quality Improvement Organization to take another look at the decision they made on your first appeal. If
we turn down your Level 2 Appeal, you may have to pay the full cost for your stay after your planned
discharge date.

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Chapter 7: What to do if you have a problem or complaint (coverage decisions, appeals, complaints) 87



Here are the steps for Level 2 of the appeal process:

Step 1: You contact the Quality Improvement Organization again and ask for another review.
You must ask for this review within 60 calendar days after the day when the Quality
Improvement Organization said no to your Level 1 Appeal. You can ask for this review only
if you stayed in the hospital after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your situation.
Reviewers at the Quality Improvement Organization will take another careful look at all of
the information related to your appeal.

Step 3:Within 14 calendar days, the Quality Improvement Organization reviewers will decide on
your appeal and tell you their decision.

If the review organization says yes:
We must reimburse you for our share of the costs of hospital care you have received since
noon on the day after the date your first appeal was turned down by the Quality Improvement
Organization.We must continue providing coverage for your hospital care for as long as
it is medically necessary.
You must continue to pay your share of the costs and coverage limitations may apply.

If the review organization says no:
It means they agree with the decision they made on your Level 1 Appeal and will not change
it. This is called "upholding the decision.
The notice you get will tell you in writing what you can do if you wish to continue with the
review process. It will give you the details about how to go on to the next level of appeal,
which is handled by a judge.

Step 4: If the answer is no, you will need to decide whether you want to take your appeal further
by going on to Level 3.

There are three additional levels in the appeals process after Level 2 (for a total of five levels
of appeal). If the review organization turns down your Level 2 Appeal, you can choose whether
to accept that decision or whether to go on to Level 3 and make another appeal. At Level 3,
your appeal is reviewed by a judge.
Section 8 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 6.4 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead
As explained above in Section 6.2, you must act quickly to contact the Quality Improvement Organization
to start your first appeal of your hospital discharge. ("Quickly" means before you leave the hospital and
no later than your planned discharge date). If you miss the deadline for contacting this organization, there
is another way to make your appeal.
If you use this other way of making your appeal, the first two levels of appeal are different.
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Step-by-Step: How to make a Level 1 Alternate Appeal
If you miss the deadline for contacting the Quality Improvement Organization, you can make an appeal to
us, asking for a "fast review". A fast review is an appeal that uses the fast deadlines instead of the standard
deadlines.

A “fast review" (or “fast appeal”) is also called an
“expedited appeal”.

Legal
Terms

Step 1: Contact us and ask for a "fast review."
For details on how to contact our plan, go to Chapter 2, Section 1 and look for the section
called, How to contact our plan when you are making an appeal about your medical care.
Be sure to ask for a "fast review". This means you are asking us to give you an answer using
the "fast" deadlines rather than the "standard" deadlines.

Step 2:We do a "fast" review of your planned discharge date, checking to see if it was medically
appropriate.

During this review, we take a look at all of the information about your hospital stay. We check
to see if your planned discharge date was medically appropriate. We will check to see if the
decision about when you should leave the hospital was fair and followed all the rules.
In this situation, we will use the "fast" deadlines rather than the standard deadlines for giving
you the answer to this review.

Step 3:We give you our decision within 72 hours after you ask for a "fast review" ("fast appeal").
If we say yes to your fast appeal, it means we have agreed with you that you still need to be
in the hospital after the discharge date and will keep providing your covered services for as
long as it is medically necessary. It also means that we have agreed to reimburse you for our
share of the costs of care you have received since the date when we said your coverage would
end. (You must pay your share of the costs and there may be coverage limitations that apply.)
If we say no to your fast appeal,we are saying that your planned discharge date was medically
appropriate. Our coverage for your hospital services ends as of the day we said coverage would
end.

If you stayed in the hospital after your planned discharge date, then you may have to pay
the full cost of hospital care you received after the planned discharge date.

Step 4: If we say no to your fast appeal, your case will automatically be sent on to the next level of
the appeals process.

To make sure we were following all the rules when we said no to your fast appeal, we
are required to send your appeal to the "Independent Review Organization".When we
do this, it means that you are automatically going on to Level 2 of the appeals process.

Step-by-Step: How to make a Level 2 Alternate Appeal
If we say no to your Level 1 Appeal, your case will automatically be sent on to the next level of the appeals
process. During the Level 2 Appeal, the Independent ReviewOrganization reviews the decision wemade
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when we said no to your "fast appeal." This organization decides whether the decision we made should be
changed.

The formal name for the "Independent Review
Organization" is the "Independent Review Entity." It is
sometimes called the "IRE."

Legal
Terms

Step 1:We will automatically forward your case to the Independent Review Organization.
We are required to send the information for your Level 2 Appeal to the Independent Review
Organization within 24 hours of when we tell you that we are saying no to your first appeal.
(If you think we are not meeting this deadline or other deadlines, you can make a complaint.
The complaint process is different from the appeal process. Section 9 of this chapter tells how
to make a complaint.)

Step 2: The Independent Review Organization does a "fast review" of your appeal. The reviewers
give you an answer within 72 hours.

The Independent Review Organization is an independent organization that is hired by
Medicare. This organization is not connected with our plan and it is not a government agency.
This organization is a company chosen byMedicare to handle the job of being the Independent
Review Organization. Medicare oversees its work.
Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal of your hospital discharge.
If this organization says yes to your appeal, then we must reimburse you (pay you back)
for our share of the costs of hospital care you have received since the date of your planned
discharge. We must also continue the plan's coverage of your hospital services for as long as
it is medically necessary. Youmust continue to pay your share of the costs. If there are coverage
limitations, these could limit how much we would reimburse or how long we would continue
to cover your services.
If this organization says no to your appeal, it means they agree with us that your planned
hospital discharge date was medically appropriate.

The notice you get from the Independent ReviewOrganization will tell you in writing what
you can do if you wish to continue with the review process. It will give you the details
about how to go on to a Level 3 Appeal, which is handled by a judge.

Step 3: If the Independent Review Organization turns down your appeal, you choose whether you
want to take your appeal further.

There are three additional levels in the appeals process after Level 2 (for a total of five levels
of appeal). If reviewers say no to your Level 2 Appeal, you decide whether to accept their
decision or go on to Level 3 and make a third appeal.
Section 8 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.
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SECTION 7 How to ask us to keep covering certain medical services if you think
your coverage is ending too soon

Section 7.1 This section is about three services only:
Home health care, skilled nursing facility care, and Comprehensive
Outpatient Rehabilitation Facility (CORF) services

This section is about the following types of care only:
Home health care services you are getting.

Skilled nursing care you are getting as a patient in a skilled nursing facility. (To learn about
requirements for being considered a "skilled nursing facility," see Chapter 10,Definitions of important
words.)
Rehabilitation care you are getting as an outpatient at a Medicare-approved Comprehensive
Outpatient Rehabilitation Facility (CORF). Usually, this means you are getting treatment for an
illness or accident, or you are recovering from amajor operation. (For more about this type of facility,
see Chapter 10, Definitions of important words.)

When you are getting any of these types of care, you have the right to keep getting your covered services
for that type of care for as long as the care is needed to diagnose and treat your illness or injury. For more
information on your covered services, including your share of the cost and any limitations to coverage that
may apply, see Chapter 4 of this booklet:Medical Benefits Chart (what is covered and what you pay).
When we decide it is time to stop covering any of the three types of care for you, we are required to tell
you in advance. When your coverage for that care ends, we will stop paying our share of the cost for your
care.
If you think we are ending the coverage of your care too soon, you can appeal our decision. This section
tells you how to ask for an appeal.

Section 7.2 We will tell you in advance when your coverage will be ending

You receive a notice in writing. At least two days before our plan is going to stop covering your care,
the agency or facility that is providing your care will give you a letter or notice.

1.

The written notice tells you the date when we will stop covering the care for you.

The written notice also tells what you can do if you want to ask our plan to change this decision
about when to end your care, and keep covering it for a longer period of time.

In telling you what you can do, the written notice is telling
how you can request a “fast-track appeal.” Requesting a
fast-track appeal is a formal, legal way to request a change
to our coverage decision about when to stop your care.
(Section 7.3 below tells how you can request a fast-track
appeal.)

Legal
Terms
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The written notice is called the "Notice of Medicare
Non-Coverage." To get a sample copy, call Member
Services or 1-800-MEDICARE (1-800-633-4227), 24 hours
a day, 7 days a week. (TTY users should call
1-877-486-2048.). Or see a copy online at http://
www.cms.hhs.gov/BNI/.

Legal
Terms

You must sign the written notice to show that you received it.2.

You, or someone who is acting on your behalf, must sign the notice. (Section 4 tells how you can
give written permission to someone else to act as your representative.)
Signing the notice shows only that you have received the information about when your coverage
will stop. Signing it does not mean you agree with the plan that it's time to stop getting the care.

Section 7.3 Step-by-step: How to make a Level 1 Appeal to have our plan cover
your care for a longer time

If you want to ask us to cover your care for a longer period of time, you will need to use the appeals process
to make this request. Before you start, understand what you need to do and what the deadlines are.

Follow the process. Each step in the first two levels of the appeals process is explained below.

Meet the deadlines.The deadlines are important. Be sure that you understand and follow the deadlines
that apply to things you must do. There are also deadlines our plan must follow. (If you think we are
not meeting our deadlines, you can file a complaint. Section 9 of this chapter tells you how to file a
complaint.)
Ask for help if you need it. If you have questions or need help at any time, please call Member
Services (phone numbers are on the back cover of this booklet). Or call your State Health Insurance
Assistance Program, a government organization that provides personalized assistance. (See Section
2 of this chapter).

During a Level 1 Appeal, the Quality Improvement Organization reviews your appeal and decides
whether to change the decision made by our plan.

Step 1:Make your Level 1 Appeal: Contact the Quality Improvement Organization in your state
and ask for a review. You must act quickly.

What is the Quality Improvement Organization?
This organization is a group of doctors and other health care experts who are paid by the
Federal government. These experts are not part of our plan. They check on the quality of care
received by people with Medicare and review plan decisions about when it's time to stop
covering certain kinds of medical care.

How can you contact this organization?
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The written notice you received tells you how to reach this organization. (Or find the name,
address, and phone number of the Quality Improvement Organization for your state in Chapter
2, Section 4, of this booklet.)

What should you ask for?
Ask this organization to do an independent review of whether it is medically appropriate for
us to end coverage for your medical services.

Your deadline for contacting this organization.
You must contact the Quality Improvement Organization to start your appeal no later than
noon of the day after you receive the written notice telling you when we will stop covering
your care.
If you miss the deadline for contacting the Quality Improvement Organization about your
appeal, you can make your appeal directly to us instead. For details about this other way to
make your appeal, see Section 7.5.

Step 2: The Quality Improvement Organization conducts an independent review of your case.
What happens during this review?

Health professionals at the Quality Improvement Organization (we will call them "the
reviewers" for short) will ask you (or your representative) why you believe coverage for the
services should continue. You don't have to prepare anything in writing, but you may do so
if you wish.
The review organization will also look at your medical information, talk with your doctor,
and review information that our plan has given to them.
By the end of the day the reviewers informed us of your appeal, and you will also get a written
notice from us that gives our reasons for ending our coverage for your services.

This notice explanation is called the "Detailed Explanation
of Non-Coverage."

Legal
Terms

Step 3:Within one full day after they have all the information they need, the reviewers will tell you
their decision.

What happens if the reviewers say yes to your appeal?
If the reviewers say yes to your appeal, then we must keep providing your covered services
for as long as it is medically necessary.
You will have to keep paying your share of the costs (such as deductibles or copayments, if
these apply). 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 the reviewers say no to your appeal, then your coverage will end on the date we have told
you.We will stop paying its share of the costs of this care.
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If you decide to keep getting the home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services after this date when your
coverage ends, then you will have to pay the full cost of this care yourself.

Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make another appeal.
This first appeal you make is "Level 1" of the appeals process. If reviewers say no to your
Level 1 Appeal – and you choose to continue getting care after your coverage for the care has
ended – then you can make another appeal.
Making another appeal means you are going on to "Level 2" of the appeals process.

Section 7.4 Step-by-step: How to make a Level 2 Appeal to have our plan cover
your care for a longer time

If the Quality Improvement Organization has turned down your appeal and you choose to continue getting
care after your coverage for the care has ended, then you can make a Level 2 Appeal. During a Level 2
Appeal, you ask the Quality Improvement Organization to take another look at the decision they made on
your first appeal. If we turn down your Level 2 Appeal, you may have to pay the full cost for your home
health care, or skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF)
services after the date when we said your coverage would end.
Here are the steps for Level 2 of the appeal process:

Step 1: You contact the Quality Improvement Organization again and ask for another review.
You must ask for this review within 60 days after the day when the Quality Improvement
Organization said no to your Level 1 Appeal. You can ask for this review only if you continued
getting care after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your situation.
Reviewers at the Quality Improvement Organization will take another careful look at all of
the information related to your appeal.

Step 3:Within 14 days, the Quality Improvement Organization reviewers will decide on your appeal
and tell you their decision.

What happens if the review organization says yes to your appeal?
We must reimburse you for our share of the costs of care you have received since the date
when we said your coverage would end.We must continue providing coverage for the care
for as long as it is medically necessary.
You must continue to pay your share of the costs and there may be coverage limitations that
apply.

What happens if the review organization says no?
It means they agree with the decision we made to your Level 1 Appeal and will not change it.

The notice you get will tell you in writing what you can do if you wish to continue with the
review process. It will give you the details about how to go on to the next level of appeal,
which is handled by a judge.
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Step 4: If the answer is no, you will need to decide whether you want to take your appeal further.
There are three additional levels of appeal after Level 2, for a total of five levels of appeal. If
reviewers turn down your Level 2 Appeal, you can choose whether to accept that decision or
to go on to Level 3 and make another appeal. At Level 3, your appeal is reviewed by a judge.
Section 8 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 7.5 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead
As explained above in Section 7.3, you must act quickly to contact the Quality Improvement Organization
to start your first appeal (within a day or two, at the most). If you miss the deadline for contacting this
organization, there is another way to make your appeal. If you use this other way of making your appeal,
the first two levels of appeal are different.

Step-by-Step: How to make a Level 1 Alternate Appeal
If you miss the deadline for contacting the Quality Improvement Organization, you can make an appeal to
us, asking for a "fast review". A fast review is an appeal that uses the fast deadlines instead of the standard
deadlines.
Here are the steps for a Level 1 Alternate Appeal:

A "fast" review (or "fast appeal") is also called an
"expedited appeal".

Legal
Terms

Step 1: Contact us and ask for a "fast review".
For details on how to contact us, go to Chapter 2, Section 1.2 and look for the section called,
How to contact our plan when you are making an appeal about your medical care.
Be sure to ask for a "fast review". This means you are asking us to give you an answer using
the "fast" deadlines rather than the "standard" deadlines.

Step 2:Wedo a "fast" review of the decision wemade about when to end coverage for your services.
During this review, we take another look at all of the information about your case. We check
to see if we were following all the rules when we set the date for ending the plan's coverage
for services you were receiving.
We will use the "fast" deadlines rather than the standard deadlines for giving you the answer
to this review. (Usually, if you make an appeal to our plan and ask for a "fast review," we are
allowed to decide whether to agree to your request and give you a "fast review." But in this
situation, the rules require us to give you a fast response if you ask for it.)

Step 3:We give you our decision within 72 hours after you ask for a "fast review" ("fast appeal").
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If we say yes to your fast appeal, it means we have agreed with you that you need services
longer, and will keep providing your covered services for as long as it is medically necessary.
It also means that we have agreed to reimburse you for our share of the costs of care you have
received since the date when we said your coverage would end. (You must pay your share of
the costs and there may be coverage limitations that apply.)
If we say no to your fast appeal, then your coverage will end on the date we have told you
and we will not pay after this date. We will stop paying its share of the costs of this care.
If you continued to get home health care, or skilled nursing facility care, or Comprehensive
Outpatient Rehabilitation Facility (CORF) services after the date when we said your coverage
would your coverage ends, then you will have to pay the full cost of this care yourself.

Step 4: If we say no to your fast appeal, your case will automatically go on to the next level of the
appeals process.

To make sure we were following all the rules when we said no to your fast appeal, we are
required to send your appeal to the "Independent Review Organization".When we do
this, it means that you are automatically going on to Level 2 of the appeals process.

Step-by-Step: How to make a Level 2 Alternate Appeal
If we say no to your Level 1 Appeal, your case will automatically be sent on to the next level of the appeals
process. During the Level 2 Appeal, the Independent ReviewOrganization reviews the decision wemade
when we said no to your "fast appeal." This organization decides whether the decision we made should be
changed.

The formal name for the "Independent Review
Organization" is the "Independent Review Entity." It is
sometimes called the "IRE."

Legal
Terms

Step 1:We will automatically forward your case to the Independent Review Organization.
We are required to send the information for your Level 2 Appeal to the Independent Review
Organization within 24 hours of when we tell you that we are saying no to your first appeal.
(If you think we are not meeting this deadline or other deadlines, you can make a complaint.
The complaint process is different from the appeal process. Section 9 of this chapter tells how
to make a complaint.)

Step 2: The Independent Review Organization does a "fast review" of your appeal. The reviewers
give you an answer within 72 hours.

The Independent Review Organization is an independent organization that is hired by
Medicare. This organization is not connected with our plan and it is not a government agency.
This organization is a company chosen byMedicare to handle the job of being the Independent
Review Organization. Medicare oversees its work.
Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal.
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If this organization says yes to your appeal, then we must reimburse you (pay you back)
for our share of the costs of care you have received since the date when we said your coverage
would end. We must also continue to cover the care for as long as it is medically necessary.
You must continue to pay your share of the costs. If there are coverage limitations, these could
limit how much we would reimburse or how long we would continue to cover your services.
If this organization says no to your appeal, it means they agree with the decision our plan
made to your first appeal and will not change it.

The notice you get from the Independent ReviewOrganization will tell you in writing what
you can do if you wish to continue with the review process. It will give you the details
about how to go on to a Level 3 Appeal.

Step 3: If the Independent Review Organization turns down your appeal, you choose whether you
want to take your appeal further.

There are three additional levels of appeal after Level 2, for a total of five levels of appeal. If
reviewers say no to your Level 2 Appeal, you can choose whether to accept that decision or
whether to go on to Level 3 and make another appeal. At Level 3, your appeal is reviewed by
a judge.
Section 8 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 8 Taking your appeal to Level 3 and beyond

Section 8.1 Levels of Appeal 3, 4, and 5 for Medical Service Appeals

This section may be appropriate for you if you have made a Level 1 Appeal and a Level 2 Appeal, and
both of your appeals have been turned down.
If the dollar value of the item or medical service you have appealed meets certain minimum levels, you
may be able to go on to additional levels of appeal. If the dollar value is less than the minimum level, you
cannot appeal any further. If the dollar value is high enough, the written response you receive to your Level
2 Appeal will explain who to contact and what to do to ask for a Level 3 Appeal.
For most situations that involve appeals, the last three levels of appeal work in much the same way. Here
is who handles the review of your appeal at each of these levels.

A judge who works for the Federal government will review your
appeal and give you an answer. This judge is called an "Administrative
Law Judge."

Level 3 Appeal

If the Administrative Law Judge says yes to your appeal, the appeals processmay ormay
not be over –We will decide whether to appeal this decision to Level 4. Unlike a decision at
Level 2 (Independent Review Organization), we have the right to appeal a Level 3 decision
that is favorable to you.
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If we decide not to appeal the decision, we must authorize or provide you with the service
within 60 days after receiving the judge's decision.
If we decide to appeal the decision, we will send you a copy of the Level 4 Appeal request
with any accompanying documents. We may wait for the Level 4 Appeal decision before
authorizing or providing the service in dispute.

If the Administrative Law Judge says no to your appeal, the appeals processmay ormay
not be over.

If you decide to accept this decision that turns down your appeal, the appeals process is
over.
If you do not want to accept the decision, you can continue to the next level of the review
process. If the administrative law judge says no to your appeal, the notice you get will tell
you what to do next if you choose to continue with your appeal.

The Medicare Appeals Council will review your appeal and give
you an answer. TheMedicare Appeals Council works for the Federal
government.

Level 4 Appeal

If the answer is yes, or if the Medicare Appeals Council denies our request to review a
favorable Level 3 Appeal decision, the appeals processmay ormay not be over –We will
decide whether to appeal this decision to Level 5. Unlike a decision at Level 2 (Independent
Review Organization), we have the right to appeal a Level 4 decision that is favorable to you.

If we decide not to appeal the decision, we must authorize or provide you with the service
within 60 days after receiving the Medicare Appeals Council's decision.
If we decide to appeal the decision, we will let you know in writing.

If the answer is no or if the Medicare Appeals Council denies the review request, the
appeals process may or may not be over.

If you decide to accept this decision that turns down your appeal, the appeals process is
over.
If you do not want to accept the decision, you might be able to continue to the next level
of the review process. If the Medicare Appeals Council says no to your appeal, the notice
you get will tell you whether the rules allow you to go on to a Level 5 Appeal. If the rules
allow you to go on, the written notice will also tell you who to contact and what to do next
if you choose to continue with your appeal.

A judge at the Federal District Court will review your appeal.Level 5 Appeal

This is the last step of the administrative appeals process.

MAKING COMPLAINTS
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SECTION 9 How tomake a complaint about quality of care, waiting times, customer
service, or other concerns

If your problem is about decisions related to benefits, coverage,
or payment, then this section is not for you. Instead, you need to? use the process for coverage decisions and appeals. Go to Section
4 of this chapter.

Section 9.1 What kinds of problems are handled by the complaint process?

This section explains how to use the process for making complaints. The complaint process is used for
certain types of problems only. This includes problems related to quality of care, waiting times, and
the customer service you receive. Here are examples of the kinds of problems handled by the complaint
process.
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If you have any of these kinds of problems, you can
“make a complaint”

Quality of your medical care
Are you unhappy with the quality of the care you have received (including care in the hospital)?

Respecting your privacy
Do you believe that someone did not respect your right to privacy or shared information about
you that you feel should be confidential?

Disrespect, poor customer service, or other negative behaviors
Has someone been rude or disrespectful to you?

Are you unhappy with how our Member Services has treated you?

Do you feel you are being encouraged to leave the plan?

Waiting times
Are you having trouble getting an appointment, or waiting too long to get it?

Have you been kept waiting too long by doctors or other health professionals? Or by our Member
Services or other staff at the plan?

Examples include waiting too long on the phone, in the waiting room, when getting a
prescription or in the exam room.

Cleanliness
Are you unhappy with the cleanliness or condition of a clinic, hospital, or doctor’s office?

Information you get from us
Do you believe we have not given you a notice that we are required to give?

Do you think written information we have given you is hard to understand?

The next page has more examples of possible reasons for making a complaint
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Possible complaints

(continued)

These types of complaints are all related to the timeliness of our actions related to
coverage decisions and appeals
The process of asking for a coverage decision and making appeals is explained in sections 4-8 of this
chapter. If you are asking for a decision or making an appeal, you use that process, not the complaint
process.
However, if you have already asked us for a coverage decision or made an appeal, and you think that
we are not responding quickly enough, you can also make a complaint about our slowness. Here are
examples:

If you have asked us to give you a “fast response” for a coverage decision or appeal, and we have
said we will not, you can make a complaint.
If you believe we are not meeting the deadlines for giving you a coverage decision or an answer
to an appeal you have made, you can make a complaint.
When a coverage decision we made is reviewed and we are told that we must cover or reimburse
you for certain medical services, there are deadlines that apply. If you think we are not meeting
these deadlines, you can make a complaint.
When we do not give you a decision on time, we are required to forward your case to the
Independent Review Organization. If we do not do that within the required deadline, you can
make a complaint.

Section 9.2 The formal name for “making a complaint” is “filing a grievance”

Legal
Terms

What this section calls a "complaint" is also called
a "grievance."
Another term for "making a complaint" is "filing
a grievance."
Another way to say "using the process for
complaints" is "using the process for filing a
grievance."

Section 9.3 Step-by-step: Making a complaint

Step 1: Contact us promptly – either by phone or in writing.
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Usually, callingMember Services is the first step. If there is anything else you need to do, Member
Services will let you know. You can reach Member Services at (866) 568-8921. Hours are 8:00 a.m.
to 8:00 p.m. in your local time zone, 7 days a week. TTY users should call (877) 907-2986 (TTY).
Hours are 8:00 a.m. to 8:00 p.m. in your local time zone, 7 days a week.
If you do not wish to call (or you called and were not satisfied), you can put your complaint in
writing and send it to us. If you put your complaint in writing, we will respond to your complaint
in writing.

Standard Grievances
To use our formal procedures for answering Grievances, youmay callMember Services to submit
a verbal grievance or you may forward your Grievance in written form to our address noted in
Chapter 2, Section 1.
We will send you a letter notifying you of receipt of your grievance. Once we receive your
grievance, we will research your complaint. We may contact you also to ask for additional
information.
Once we reach a conclusion, we will notify you verbally or by written correspondence if your
request is received in writing, if you request a written response, or if your complaint involves
quality of care concerns. Our conclusion should reach you within thirty (30) calendar days of
receipt of your grievance. However, some cases require additional time. In those cases, we will
notify you of our need for an additional fourteen (14) calendar days to reach a conclusion.

Expedited Grievances
You may file an expedited grievance orally or in writing should you disagree with our decision
not to conduct an expedited organization/CoverageDetermination or an expedited reconsideration/
redetermination. You may also file an expedited grievance if you disagree with the plan’s decision
to request a fourteen (14) calendar day extension to make a decision on an organization
determination, coverage determination or reconsideration. Youmay request an expedited grievance
by contacting Member Services at (866) 568-8921. When an expedited grievance is requested,
we are required to provide a response within 24 hours.

Whether you call or write, you should contact Member Services right away. The complaint
must be made within 60 calendar days after you had the problem you want to complain about.
If you are making a complaint because we denied your request for a "fast response" to a
coverage decision or appeal, we will automatically give you a "fast" complaint. If you have
a "fast" complaint, it means we will give you an answer within 24 hours.

What this section calls a "fast complaint" is also
called an "expedited grievance."

Legal
Terms

Step 2:We look into your complaint and give you our answer.
If possible, we will answer you right away. If you call us with a complaint, we may be able to give
you an answer on the same phone call. If your health condition requires us to answer quickly, we
will do that.
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Most complaints are answered in 30 calendar days. If we need more information and the delay
is in your best interest or if you ask for more time, we can take up to 14 more calendar days (44
calendar days total) to answer your complaint.
If we do not agree with some or all of your complaint or don't take responsibility for the problem
you are complaining about, we will let you know. Our response will include our reasons for this
answer. We must respond whether we agree with the complaint or not.

Section 9.4 You can also make complaints about quality of care to the Quality
Improvement Organization

You can make your complaint about the quality of care you received to us by using the step-by-step process
outlined above.
When your complaint is about quality of care, you also have two extra options:

You can make your complaint to the Quality Improvement Organization. If you prefer, you
can make your complaint about the quality of care you received directly to this organization (without
making the complaint to us).

The Quality Improvement Organization is a group of practicing doctors and other health care
experts paid by the Federal government to check and improve the care given toMedicare patients.
To find the name, address, and phone number of the Quality Improvement Organization for your
state, look in Chapter 2, Section 4, of this booklet. If you make a complaint to this organization,
we will work with them to resolve your complaint.

Or you can make your complaint to both at the same time. If you wish, you can make your
complaint about quality of care to us and also to the Quality Improvement Organization.
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SECTION 1 Introduction

Section 1.1 This chapter focuses on ending your membership in our plan

Ending your membership in our plan may be voluntary (your own choice) or involuntary (not your own
choice):

You might leave our plan because you have decided that you want to leave.
There are only certain times during the year, or certain situations, when you may voluntarily end
your membership in the plan. Section 2 tells you when you can end your membership in the plan.
The process for voluntarily ending your membership varies depending on what type of new
coverage you are choosing. Section 3 tells you how to end your membership in each situation.

There are also limited situations where you do not choose to leave, but we are required to end your
membership. Section 5 tells you about situations when we must end your membership.

If you are leaving our plan, you must continue to get your medical care through our plan until your
membership ends.

SECTION 2 When can you end your membership in our plan?

You may end your membership in our plan only during certain times of the year, known as enrollment
periods. All members have the opportunity to leave the plan during the Annual Enrollment Period and
during the annual Medicare Advantage Disenrollment Period. In certain situations, you may also be eligible
to leave the plan at other times of the year.

Section 2.1 You can end your membership during the Annual Enrollment Period

You can end your membership during the Annual Enrollment Period (also known as the "Annual
Coordinated Election Period"). This is the time when you should review your health coverage and make
a decision about your coverage for the upcoming year.

When is the Annual Enrollment Period? This happens from October 15 to December 7 in 2011.

What type of plan can you switch to during the Annual Enrollment Period? During this time,
you can review your health coverage. You can choose to keep your current coverage or make changes
to your coverage for the upcoming year. If you decide to change to a new plan, you can choose any
of the following types of plans:

Another Medicare health plan. (You can choose a plan that covers prescription drugs or one that
does not cover prescription drugs.)
Original Medicare with a separate Medicare prescription drug plan.

– or – Original Medicare without a separate Medicare prescription drug plan.

What do you need to do to switch plans?
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If you want to switch to Original Medicare: You must ask to disenroll from our plan. For more
information on how to request disenrollment contact Member Services. You may also call
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week, to request disenrollment
from our plan. TTY users should call 1-877-486-2048.
If you are currently enrolled in a Medicare prescription drug plan:

Leaving our plan will not affect your enrollment in your drug plan.

If you want to join a new drug plan, you must request enrollment in the new drug plan of your
choice. Switching your Medicare prescription drug plan will not automatically disenroll you
from our plan.

If you do not have Medicare prescription drug coverage with another plan, you can join another
Medicare health plan that does not offer drug coverage or you can switch to Original Medicare.

When will your membership end? Your membership will end when your new plan's coverage
begins on January 1.

Section 2.2 You can end your membership during the annual Medicare Advantage
Disenrollment Period, but your choices are more limited

You have the opportunity to make one change to your health coverage during the annualMedicare
Advantage Disenrollment Period.

When is the annual Medicare Advantage Disenrollment Period? This happens every year from
January 1 to February 14.
What type of plan can you switch to during the annual Medicare Advantage Disenrollment
Period? During this time, you can cancel your Medicare Advantage Plan enrollment and switch to
Original Medicare. If you are enrolled in a separate Medicare prescription drug plan, you may not
cancel that coverage when you switch to Original Medicare.
When will your membership end? Your membership will end on the first day of the month after
we get your request to switch to Original Medicare.

Section 2.3 In certain situations, you can end your membership during a Special
Enrollment Period

In certain situations, members of our plan may be eligible to end their membership at other times of the
year. This is known as a Special Enrollment Period.

Who is eligible for a Special Enrollment Period? If any of the following situations apply to you,
you are eligible to end your membership during a Special Enrollment Period. These are just examples,
for the full list you can contact the plan, call Medicare, or visit the Medicare website (http://
www.medicare.gov):

Usually, when you have moved.

If you have Medicaid.
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If we violate our contract with you.

If you are getting care in an institution, such as a nursing home or long-term care hospital.

If you enroll in the Program of All-inclusive Care for the Elderly (PACE).

When are Special Enrollment Periods? The enrollment periods vary depending on your situation.

What can you do? To find out if you are eligible for a Special Enrollment Period, please call
Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call
1-877-486-2048. If you are eligible to end your membership because of a special situation, you can
choose to change both your Medicare health coverage and prescription drug coverage. This means
you can choose any of the following types of plans:

Another Medicare health plan. (You can choose a plan that covers prescription drugs or one that
does not cover prescription drugs.)
Original Medicare with a separate Medicare prescription drug plan.

– or – Original Medicare without a separate Medicare prescription drug plan.

When will your membership end?Your membership will usually end on the first day of the month
after we receive your request to change your plan.

Section 2.4 Where can you get more information about when you can end your
membership?

If you have any questions or would like more information on when you can end your membership:
You can call Member Services (phone numbers are on the back cover of this booklet).

You can find the information in theMedicare & You 2012 Handbook.
Everyone with Medicare receives a copy of Medicare & You each fall. Those new to Medicare
receive it within a month after first signing up.
You can also download a copy from the Medicare website (http://www.medicare.gov). Or, you
can order a printed copy by calling Medicare at the number below.

You can contactMedicare 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 membership in our plan?

Section 3.1 Usually, you end your membership by enrolling in another plan

Usually, to end your membership in our plan, you simply enroll in another Medicare plan during one of
the enrollment periods (see Section 2 for information about the enrollment periods). However, if you want
to switch from our plan to Original Medicare, you must ask to be disenrolled from our plan. There are two
ways you can ask to be disenrolled:
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You can make a request in writing to us. (Contact Member Services if you need more information
on how to do this.)
--or-- You can contact Medicare 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 explains how you should end your membership in our plan.

This is what you should do:If you would like to switch from our plan to:

Enroll in the new Medicare health plan.
You will automatically be disenrolled from
our plan when your new plan's coverage
begins.

Another Medicare Advantage health plan

Send us a written request to disenroll.
Contact Member Services if you need more
information on how to do this (phone
numbers are on the back cover of this
booklet).

Original Medicarewith a separateMedicare
prescription drug plan.

You can also contactMedicare, at
1-800-MEDICARE (1-800-633-4227), 24
hours a day, 7 days a week, and ask to be
disenrolled. TTY users should call
1-877-486-2048.
You will be disenrolled from our plan when
your coverage in Original Medicare begins.

Contact Member Services and ask to be
disenrolled from the plan (phone numbers
are on the back cover of this booklet).

Original Medicare without a separate
Medicare prescription drug plan.

Note: If you disenroll from a Medicare
prescription drug plan and go without
creditable prescription drug coverage,
you may need to pay a late enrollment
penalty if you join a Medicare drug plan
later. See Chapter 6, Section 10 for more
information about the late enrollment
penalty.

You can also contactMedicare, at
1-800-MEDICARE (1-800-633-4227), 24
hours a day, 7 days a week, and ask to be
disenrolled. TTY users should call
1-877-486-2048.
You will be disenrolled from our plan when
your coverage in Original Medicare begins.
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SECTION 4 Until your membership ends, you must keep getting your medical
services through our plan

Section 4.1 Until your membership ends, you are still a member of our plan

If you leave our plan, it may take time before your membership ends and your new Medicare coverage
goes into effect. (See Section 2 for information on when your new coverage begins.) During this time, you
must continue to get your medical care through our plan.

If you are hospitalized on the day that your membership ends, your hospital stay will usually
be covered by our plan until you are discharged (even if you are discharged after your new health
coverage begins).

SECTION 5 Our plan must end your membership in the plan in certain situations

Section 5.1 When must we end your membership in the plan?

Our plan must end your membership in the plan if any of the following happen:
If you do not stay continuously enrolled in Medicare Part A and Part B.

If you move out of our service area for more than six months.

If you move or take a long trip, you need to call Member Services to find out if the place you are
moving or traveling to is in our plan’s area

If you become incarcerated (go to prison).

If you lie about or withhold information about other insurance you have that provides prescription
drug coverage.
If you intentionally give us incorrect information when you are enrolling in our plan and that
information affects your eligibility for our plan.
If you continuously behave in a way that is disruptive and makes it difficult for us to provide medical
care for you and other members of our plan.

We cannot make you leave our plan for this reason unless we get permission fromMedicare first.

If you let someone else use your membership card to get medical care.
If we end your membership because of this reason, Medicare may have your case investigated
by the Inspector General.

Where can you get more information?
If you have questions or would like more information on when we can end your membership:
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You can call Member Services for more information (phone numbers are on the back cover of this
booklet).

Section 5.2 We cannot ask you to leave our plan for any reason related to your
health

What should you do if this happens?
If you feel that you are being asked to leave our plan because of a health-related reason, you should call
Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. You may call
24 hours a day, 7 days a week.

Section 5.3 You have the right to make a complaint if we end your membership in
our plan

If we end your membership in our plan, wemust tell you our reasons in writing for ending your membership.
We must also explain how you can make a complaint about our decision to end your membership. You
can also look in Chapter 7 Section 9 for information about how to make a complaint.
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SECTION 1 Notice about governing law

Many laws apply to this Evidence of Coverage and some additional provisions may apply because they
are required by law. This may affect your rights and responsibilities even if the laws are not included or
explained in this document. The principal law that applies to this document is Title XVIII of the Social
Security Act and the regulations created under the Social Security Act by the Centers for Medicare &
Medicaid Services, or CMS. In addition, other Federal laws may apply and, under certain circumstances,
the laws of the state you live in.

SECTION 2 Notice about nondiscrimination

We don't discriminate based on a person's race, disability, religion, sex, health, ethnicity, creed, age or
national origin. All organizations that provideMedicare Advantage plans, like our plan, must obey Federal
laws against discrimination, including Title VI of the Civil Rights Act of 1964, the Rehabilitation Act of
1973, the Age Discrimination Act of 1975, the Americans with Disabilities Act, all other laws that apply
to organizations that get Federal funding and any other laws and rules that apply for any other reason.
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Chapter 10. Definitions of important words

Ambulatory Surgical Center – An Ambulatory Surgical Center is an entity that operates exclusively for
the purpose of furnishing outpatient surgical services to patients not requiring hospitalization and whose
expected stay in the center does not exceed 24 hours.
Annual Enrollment Period – A set time each fall when members can change their health or drugs plans
or switch to Original Medicare. The Annual Enrollment Period is fromOctober 15 until December 7, 2011.
Appeal – An appeal is something you do if you disagree with our decision to deny a request for coverage
of health care services or prescription drugs or payment for services or drugs you already received. You
may also make an appeal if you disagree with our decision to stop services that you are receiving. For
example, you may ask for an appeal if we don’t pay for a drug, item, or service you think you should be
able to receive. Chapter 7 explains appeals, including the process involved in making an appeal.
Balance Billing – A situation in when a provider, such as a doctor or hospital, bills patients up to 15%
more than the plan’s payment amount for services. The “balance billing” amount is collected in addition
to the patient’s regular plan cost-sharing amount. Our plan does not allow providers who provide
plan-covered services to balance bill members of our plan. See Chapter 4, Section 1.6 for more information
about balance billing.
Benefit Period – The way that our plan and Original Medicare measures your use of Long Term Acute
Care (LTAC) and skilled nursing facility (SNF) services. A benefit period begins the day you go into a
Long Term Acute Care facility (LTAC) or skilled nursing facility (SNF). The benefit period ends when
you haven’t received any LTAC care (or skilled care in a SNF) for 60 days in a row. If you go into a LTAC
or a skilled nursing facility after one benefit period has ended, a new benefit period begins. There is no
limit to the number of benefit periods.
Centers for Medicare & Medicaid Services (CMS) – The Federal agency that administers Medicare.
Chapter 2 explains how to contact CMS.
Coinsurance – An amount you may be required to pay as your share of the cost for services after you pay
any deductibles. Coinsurance is usually a percentage (for example, 20%).
ComprehensiveOutpatientRehabilitation Facility (CORF) –A facility thatmainly provides rehabilitation
services after an illness or injury, and provides a variety of services including physical therapy, social or
psychological services, respiratory therapy, occupational therapy and speech-language pathology services,
and home environment evaluation services.
Copayment – An amount you may be required to pay as your 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 usually a set
amount, rather than a percentage. For example, youmight 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 are received. (This
is in addition to the plan’s monthly premium.) Cost sharing includes any combination of the following
three types of payments: (1) any deductible amount a plan may impose before services are covered; (2)
any fixed “copayment” amount that a plan requires when a specific service is received; or (3) any
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“coinsurance” amount, a percentage of the total amount paid for a service, that a plan requires when a
specific service is received.
Coverage Determination – A decision about whether a drug prescribed for you is covered by the plan
and the amount, if any, you are required to pay for the prescription. In general, if you bring your prescription
to a pharmacy and the pharmacy tells you the prescription isn’t covered under your 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 are called “coverage decisions” in this booklet. Chapter 9 explains how to ask
us for a coverage decision.
Covered Services – The general term we use to mean all of the health care services and supplies that are
covered by our Plan.
Creditable Prescription Drug Coverage – Prescription drug coverage (for example, from an employer
or union) that is expected to pay, on average, at least as much as Medicare's standard prescription drug
coverage. People who have this kind of coverage when they become eligible for Medicare can generally
keep that coverage without paying a penalty, if they decide to enroll in Medicare prescription drug coverage
later.
Custodial Care – Custodial care is personal care that can be provided by people who don’t have professional
skills or training, such 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 also include the kind of health-related
care that most people do themselves, like using eye drops. Medicare doesn’t pay for custodial care.
Deductible – The amount you must pay for health care before our plan begins to pay.
Disenroll or Disenrollment – The process of ending your membership in our plan. Disenrollment may be
voluntary (your own choice) or involuntary (not your own choice).
DurableMedical Equipment – Certain medical equipment that is ordered by your doctor for use at home.
Examples are walkers, wheelchairs, or hospital beds.
Emergency –Amedical emergency is when you, or any other prudent laypersonwith an average knowledge
of health and medicine, believe that you have medical symptoms that require immediate medical attention
to prevent loss of life, loss of a limb, or loss of function of a limb. The medical symptomsmay be an illness,
injury, severe pain, or a medical condition that is quickly getting worse.
Emergency Care – Covered services that are: 1) rendered by a provider qualified to furnish emergency
services; and 2) needed to evaluate or stabilize an emergency medical condition.
Evidence of Coverage (EOC) and Disclosure Information – This document, along with your enrollment
form and any other attachments, riders, or other optional coverage selected, which explains your coverage,
what we must do, your rights, and what you have to do as a member of our Plan.
Extra Help – A Medicare program to help people with limited income and resources pay Medicare
prescription drug program costs, such as premiums, deductibles, and coinsurance.
Grievance – A type of complaint you make about us or providers including a complaint concerning the
quality of your care. This type of complaint does not involve coverage or payment disputes.
Home Health Aide – A home health aide provides services that don’t need the skills of a licensed nurse
or therapist, such as help with personal care (e.g., bathing, using the toilet, dressing, or carrying out the
prescribed exercises). Home health aides do not have a nursing license or provide therapy.
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Initial Coverage Limit – The maximum limit of coverage under the Initial Coverage Stage.
Initial Enrollment Period – When you are first eligible for Medicare, the period of time when you can
sign up for Medicare Part B. For example, if you’re eligible for Part B when you turn 65, your Initial
Enrollment Period is the 7-month period that begins 3 months before the month you turn 65, includes the
month you turn 65, and ends 3 months after the month you turn 65.
Late Enrollment Penalty – An amount added to your monthly premium for Medicare drug coverage if
you go without creditable coverage (coverage that is expected to pay, on average, at least as much as
standard Medicare prescription drug coverage) for a continuous period of 63 days or more. You pay this
higher amount as long as you have a Medicare drug plan. There are some exceptions. For example, if you
receive Extra Help from Medicare to pay your prescription drug plan costs, the late enrollment penalty
rules do not apply to you. If you receive Extra Help, you do not pay a penalty, even if you go without
“creditable” prescription drug coverage.
Low Income Subsidy – See “Extra Help.”
Maximum Out-of-Pocket Amount – The most that you pay out-of-pocket during the calendar year for
covered services. Amounts you pay for your plan premiums, Medicare Part A and Part B premiums do not
count toward the maximum out-of-pocket amount. See Chapter 4, Section 1.3 for information about your
maximum out-of-pocket amount.
Medicaid (or Medical Assistance) – A joint Federal and state program that helps with medical costs for
some people with low incomes and limited resources. Medicaid programs vary from state to state, but most
health care costs are covered if you qualify for both Medicare and Medicaid. See Chapter 2, Section 6 for
information about how to contact Medicaid in your state.
Medically Accepted Indication – A use of a drug that is either approved by the Food and Drug
Administration or supported by certain reference books. See Chapter 5, Section 4 for more information
about a medically accepted indication.
Medically Necessary – Services, supplies, or drugs that are needed for the prevention, diagnosis, or
treatment of your medical condition and meet accepted standards of medical practice.
Medicare – The Federal health insurance program for people 65 years of age or older, some people under
age 65 with certain disabilities, and people with End-Stage Renal Disease (generally those with permanent
kidney failure who need dialysis or a kidney transplant). People with Medicare can get their Medicare
health coverage through Original Medicare, a Medicare Cost Plan, a PACE plan, or a Medicare Advantage
Plan.
MedicareAdvantageDisenrollment Period –A set time each year whenmembers in aMedicareAdvantage
plan can cancel their plan enrollment and switch to Original Medicare. The Medicare Advantage
Disenrollment Period is from January 1 until February 14, 2011.
Medicare Advantage (MA) Plan – Sometimes calledMedicare Part C. A plan offered by a private company
that contracts with Medicare to provide you with all your Medicare Part A and Part B benefits. AMedicare
Advantage Plan can be an HMO, PPO, a Private Fee-for-Service (PFFS) plan, or a Medicare Medical
Savings Account (MSA) plan. When you are enrolled in a Medicare Advantage Plan, Medicare services
are covered through the plan, and are not paid for under Original Medicare. In most cases, Medicare
Advantage Plans also offerMedicare Part D (prescription drug coverage). These plans are calledMedicare
Advantage Plans with Prescription Drug Coverage. Everyone who has Medicare Part A and Part B is
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eligible to join any Medicare health plan that is offered in their area, except people with End-Stage Renal
Disease (unless certain exceptions apply).
Medicare Cost Plan – A Medicare Cost Plan is a plan operated by a Health Maintenance Organization
(HMO) or Competitive Medical Plan (CMP) in accordance with a cost-reimbursed contract under section
1876(h) of the Act.
Medicare Coverage Gap Discount Program – A program that provides discounts on most covered Part
D brand name drugs to Part D enrollees who have reached the Coverage Gap stage and who are not already
receiving “Extra Help.” Discounts are based on agreements between the Federal government and certain
drug manufacturers. For this reason, most, but not all, brand name drugs are discounted.
Medicare Health Plan – A Medicare health plan is offered by a private company that contracts with
Medicare to provide Part A and Part B benefits to people with Medicare who enroll in the plan. This term
includes all Medicare Advantage Plans, Medicare Cost Plans, Demonstration/Pilot Programs, and Programs
of All-inclusive Care for the Elderly (PACE).
Medicare Prescription Drug Coverage (Medicare Part D) – Insurance to help pay for outpatient
prescription drugs, vaccines, biologicals, and some supplies not covered by Medicare Part A or Part B.
"Medigap" (Medicare Supplement Insurance) Policy –Medicare supplement insurance sold by private
insurance companies to fill "gaps" in OriginalMedicare.Medigap policies only workwith OriginalMedicare.
(A Medicare Advantage Plan is not a Medigap policy.)
Member (Member of our Plan, or "Plan Member") – A person with Medicare who is eligible to get
covered services, who has enrolled in our plan and whose enrollment has been confirmed by the Centers
for Medicare & Medicaid Services (CMS).
Member Services – A department within our plan responsible for answering your questions about your
membership, benefits, grievances, and appeals. See Chapter 2 for information about how to contactMember
Services.
Organization Determination – The Medicare Advantage organization has made an organization
determination when it, or one of its providers, makes a decision about whether services are covered or how
much you have to pay for covered services. Organization determinations are called “coverage decisions”
in this booklet. Chapter 7 explains how to ask us for a coverage decision.
OriginalMedicare ("TraditionalMedicare" or "Fee-for-service"Medicare) – OriginalMedicare is offered
by the government, and not a private health plan like Medicare Advantage Plans and prescription drug
plans. Under Original Medicare, Medicare services are covered by paying doctors, hospitals, and other
health care providers payment amounts established by Congress. You can see any doctor, hospital, or other
health care provider that accepts Medicare. You must pay the deductible. Medicare pays its share of the
Medicare-approved amount, and you pay your share. Original Medicare has two parts: Part A (Hospital
Insurance) and Part B (Medical Insurance) and is available everywhere in the United States.
Out-of-Pocket Costs – See the definition for “cost sharing” above. A member’s cost-sharing requirement
to pay for a portion of services received is also referred to as the member’s “out-of-pocket” cost requirement.
PACE plan – A PACE (Program of All-Inclusive Care for the Elderly) plan combines medical, social,
and long-term care services for frail people to help people stay independent and living in their community
(instead of moving to a nursing home) as long as possible, while getting the high-quality care they need.
People enrolled in PACE plans receive both their Medicare and Medicaid benefits through the plan.
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Part C – see "Medicare Advantage (MA) Plan."
Preferred Provider Organization (PPO) Plan – A Preferred Provider Organization plan is a Medicare
Advantage Plan that has a network of contracted providers that have agreed to treat plan members for a
specified payment amount. A PPO planmust cover all plan benefits whether they are received from network
or out-of-network providers. Member cost sharing will generally be higher when plan benefits are received
from out-of-network providers. PPO plans have an annual limit on your out-of-pocket costs for services
received from network (preferred) providers and a higher limit on your total combined out-of-pocket costs
for services from both in-network (preferred) and out-of-network (non-preferred) providers.
Premium – The periodic payment to Medicare, an insurance company, or a health care plan for health or
prescription drug coverage.
Prior Authorization – Approval in advance to get services. In a PFFS plan, you do not need prior
authorization to obtain services. However, you may want to check with your plan before obtaining services
to confirm that the service is covered by your plan and what your cost-sharing responsibility is.
Quality Improvement Organization (QIO) – A group of practicing doctors and other health care experts
paid by the Federal government to check and improve the care given to Medicare patients. See Chapter 2,
Section 4 for information about how to contact the QIO for your state.
Rehabilitation Services – These services include physical therapy, speech and language therapy, and
occupational therapy.
Service Area – A geographic area where a health plan accepts members if it limits membership based on
where people live. For plans that limit which doctors and hospitals you may use, it’s also generally the
area where you can get routine (non-emergency) services. The plan may disenroll you if you move out of
the plan’s service area.
Skilled Nursing Facility (SNF) Care – Skilled nursing care and rehabilitation services provided on a
continuous, daily basis, in a skilled nursing facility. Examples of skilled nursing facility care include
physical therapy or intravenous injections that can only be given by a registered nurse or doctor.
Special Enrollment Period – A set time when members can change their health or drugs plans or return
to Original Medicare. Situations in which you may be eligible for a Special Enrollment Period include: if
you move outside the service area, if you are getting “Extra Help” with your prescription drug costs, if you
move into a nursing home, or if we violate our contract with you.
Special Needs Plan – A special type of Medicare Advantage Plan that provides more focused health care
for specific groups of people, such as those who have bothMedicare andMedicaid, who reside in a nursing
home, or who have certain chronic medical conditions.
Supplemental Security Income (SSI) – A monthly benefit paid by the Social Security Administration to
people with limited income and resources who are disabled, blind, or age 65 and older. SSI benefits are
not the same as Social Security benefits.
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SHIP - State Health Insurance Assistance Program

SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.alabamaagelin
e.gov/

Alabama Department of
Senior Services
770 Washington Avenue
RSA Plaza Suite 570
Montgomery, Alabama
36130
(334) 242-5743
1-(877)-425-2243
1-800-AGELINE
(1-800-243-5463)
Fax (334) 242-5594

Alabama Department of
Senior Services

Alabama

http://insurance.arkansas.g
ov/seniors/homepage.htm

1200 West Third Street
Little Rock, AR 72201
(501) 371-2600
(800) 282-9134
(501) 371-2618 fax

Arkansas Senior Health
Insurance Information
Program

Arkansas

https://www.azdes.gov/co
mmon.aspx?menu=36&me
nuc=28&id=190

(800) 432-4040Arizona Department of
Economic Security -
Division of Aging and
Adult Services

Arizona

http://www.aging.ca.gov/i
nformation_on/hicap.asp

Legal Services of Northern
California
3950 Industrial Blvd., Suite
500
West Sacramento, CA
95691
1-800-434-0222
TTY (800) 735-2929

California Department of
Aging

California

http://www.dora.state.co.u
s/insurance/senior/senior.h
tm

1560 Broadway, Suite 850,
Denver, CO 80202
888-696-7213
En Espanol 866-665-9668

Division of InsuranceColorado
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.ct.gov/agingse
rvices/cwp/view.asp?a=25
13&q=313032

Department of Social
Services
Aging Services Division
25 Sigourney Street, 10th
Floor
Hartford, CT 06106
Phone (860) 424-5274
Toll Free (in State)
1-866-218-6631
Fax (860) 424-5301

Aging Services DivisionConnecticut

http://www.delawareinsura
nce.gov/departments/elder/
eldindex.shtml

841 Silver Lake Blvd.
Dover, DE 19904
(302) 674-7300

ELDERinfoDelaware

http://www.floridashine.or
g/

Department of Elder
Affairs
4040 EsplanadeWay, Suite
270
Tallahassee, FL
32399-7000
800-963-5337
TDD 1-800-955-8770
TTY 1-800-955-8771

Serving Health Insurance
Needs of Elders (SHINE)

Florida

http://aging.dhr.georgia.go
v/portal/site

DHS Division of Aging
Services
Two Peachtree Street, NW
Suite 9-385
Atlanta, Georgia
30303-3142
Phone: 404.657.5258
Fax: 404.657.5285
Toll Free:
1-866-55-AGING or
1-866-552-4464

GeorgiaCaresGeorgia

http://www.shiip.state.ia.u
s/

330 Maple St.
Des Moines, IA
50319-0065
1-800-351-4664
TDD: 1-800-735-2942

Senior Health Insurance
Information Program of
Iowa (SHIP)

Iowa
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.doi.idaho.gov/
shiba/shwelcome.aspx

Department of Insurance
700 West State Street
P.O. Box 83720
Boise, ID 83720-0043
208-334-4250

SHIBA HealthIdaho

http://insurance.illinois.go
v/ship/

320 W. Washington Street
Springfield, IL 62767
800-548-9043
TDD: 217-524-4872

Senior Health Insurance
Program

Illinois

http://www.in.gov/idoi/249
5.htm

714 West 53rd Street
Anderson, Indiana, 46013
1-800-452-4800
TDD: 1-866-846-0139

State Health Insurance
Information Program
(SHIIP)

Indiana

http://www.agingkansas.or
g/SHICK/shick_index.htm
l

1-800-860-5260Senior Health Insurance
Counseling For Kansas

Kansas

http://www.chfs.ky.gov/da
il/ship.htm

1-877-293-7447
National: 502-564-6930
TDD: 1-888-642-1137

State Health Insurance
Assistance Program

Kentucky

http://www.ldi.la.gov/Heal
th/SHIIP/index.html

1702 N. Third Street
P.O. Box 94214
Baton Rouge, LA 70802
1-800-259-5300

Senior Health Insurance
Information Program

Louisiana

http://www.mass.gov/?pag
eID=eldershomepage&L=
1&L0=Home&sid=Eelders

Executive Office of Elder
Affairs
One Ashburton Place, Fifth
floor
Boston, Massachusetts
02108
617-727-7750
800-243-4636 (nationwide)
800-872-0166 (TTY)
617-727-9368 (FAX)

ServingHealth Information
Needs of Elders (SHINE)

Massachusetts
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.aging.marylan
d.gov/senior.html

301 West Preston Street
Suite 1007
Baltimore, MD 21201
Phone: (410) 767-1100
Toll free, Maryland:
1-800-243-3425
Fax: (410) 333-7943
Maryland relay service:
1-800-201-7165

Department of AgingMaryland

http://www.maine.gov/dhh
s/oes/hiap/index.shtml

Office of Elder Services
Maine Department of
Health andHuman Services
11 State House Station
32 Blossom Lane
Augusta, ME 04333
(207) 287-9200
(800) 262-2232
Fax: (207)287-9229
TTY: (800)606-0215

State Health Insurance
Assistance Program

Maine

http://www.mmapinc.org/6105West St. Joseph, Suite
204
Lansing, MI. 48917-4850
(800) 803-7174

Michigan Medicare
Medicaid Assistance
Program

Michigan

http://www.missouriclaim.
org/

800-390-3330CLAIMMissouri

http://www.mdhs.state.ms.
us/aas_info.html#MICAP

750 North State St.,
Jackson, MS 39202
(601)359-4500
(800) 345-6347

Division of Aging & Adult
Services

Mississippi

http://www.dphhs.mt.gov/
sltc/services/aging/SHIP/s
hip.shtml

800-332-2272State Health and Insurance
Assistance Program
SHIP

Montana

http://www.ncdoi.com/SH
IIP/Default.aspx

Seniors’ Health Insurance
Information Program
11 South Boylan Avenue
Raleigh, NC 27603
800-443-9354
919-807-6900
Fax: 919-807-6901
Email: ncshiip@ncdoi.gov

North Carolina Department
of Insurance

North Carolina
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.nd.gov/ndins/c
onsumer/shic/

North Dakota Insurance
Department
State Capitol, fifth floor
600 E. Boulevard Ave.
Bismarck, ND 58505-0320
701.328.2440
701.328.4880 fax
888.575.6611 toll free
800.366.6888 TTY line

State Health Insurance
Counseling Program
(SHIC)

North Dakota

http://www.doi.ne.gov/shii
p/

Nebraska Department of
Insurance
Terminal Building
941 O Street, Suite 400
Lincoln, NE 68508-3690
(402) 471-2201
(800) 234-7119
TDD (800) 833-7352
VOICE (800) 833-0920
(Nebraska Relay Service
Voice option)

Nebraska Senior Health
Insurance Information
Program (SHIIP)

Nebraska

http://www.nh.gov/service
link/

2 Industrial Park Drive,
P.O. Box 1016
Concord, NH 03302-1016
866-634-9412

ServiceLinkNew Hampshire

http://www.state.nj.us/heal
th/senior/ship.shtml

P. O. Box 360
Trenton, NJ 08625-0360
800-792-8820

State Health Insurance
Assistance Program (SHIP)

New Jersey

http://www.nmaging.state.
nm.us/

Parks Building
1015 Tijeras NW, Suite 200
Albuquerque, NewMexico
87102
505-222-4500
866-842-9230

Aging and Long-Term
Services

New Mexico

http://www.nvaging.net/sh
ip/ship_main.htm

3416 Goni Road
Suite D-132
Carson City, NV 89706
800-307-4444
En Espanol: (702)
759-0874

State Health Insurance
Assistance Program

Nevada
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.aging.ny.gov/New York State

Office for the Aging
2 Empire State Plaza
Albany, New York
12223-1251
(800) 342-9871

New York State Office for
the Aging

New York

http://www.insurance.ohio
.gov/Pages/default.aspx

50 W. Town Street, Third
Floor - Suite 300
Columbus, Ohio 43215
800-686-1526

Ohio Department of
Insurance

Ohio

http://www.ok.gov/oid/Co
nsumers/Information_for_

Five Corporate Plaza
3625 NW 56th, Suite 100
Oklahoma City, OK
73112-4511
800.763.2828

SHIP Senior Health
Insurance Counseling
Program

Oklahoma

Seniors/Senior_Health_Ins
urance_Counseling_Progra
m_(SHIP)/index.html

http://www.oregon.gov/DC
BS/SHIBA/

350Winter Street NE, Suite
330,
P.O. Box 14480
Salem, OR 97309-0405
Phone: 503-947-7979
Toll-free: 800-722-4134
Fax: 503-947-7092
TTY: 800-735-2900

Senior Health Insurance
Benefits Assistance
Program

Oregon

http://www.portal.state.pa.
us/portal/server.pt?open=5

Centre County Office of
Aging
Willowbank Office
Building
420 Holmes Street
Bellefonte, PA 16823-1488
800-783-7067

Apprise Health Insurance
Counseling Program

Pennsylvania

14&objID=616587&mode
=2

http://www.dea.ri.gov/insu
rance/

74 West Road
Hazard Bldg , 2nd Floor
Cranston RI 02920
401-462-3000
401-462-0740

Division of Elderly AffairsRhode Island
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://aging.sc.gov/Pages/d
efault.aspx

1301 Gervais Street
Suite 350
Columbia, SC 29201
Phone: (803) 734-9900
Toll Free: (800) 868-9095
Fax: (803) 734-9886 and
(803) 734-9887

Office on AgingSouth Carolina

http://www.shiine.net/Eastern South Dakota:
Phone: 1-800-536-8197 or
605-333-3314
Central South Dakota:
Phone: 1-877-331-4834 or
605-224-3212
Western South Dakota:
Local: 1-877-286-9072 or
605-342-8635

SHIINESouth Dakota

http://www.state.tn.us/com
aging/ship.html

Andrew Jackson Building
500 Deaderick Street, Suite
825
Nashville, TN 37243-0860
877-801-0044
(615) 741-2056

Tennessee's State Health
Insurance Assistance
Program (SHIP)

Tennessee

http://www.dads.state.tx.us
/

701 W. 51st St.
Austin, Texas 78751
800-458-9858
800-252-9240

Health Information
Counseling and Advocacy
Program (HICAP)

Texas

http://www.hsdaas.utah.go
v/insurance_programs.htm

195 North 1950 West
Salt Lake City, UT 84116
Phone: (801) 538-3910
Toll free: 1-877-4aging0 or
1-877-424-4640
Fax: (801) 538-4395
Email: DAAS@utah.gov

Aging and Adult ServicesUtah
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SHIP - State Health Insurance Assistance Program
Web SiteContact InformationAgency NameState
http://www.vda.virginia.go
v/

Virginia Department for the
Aging
1610 Forest Avenue, Suite
100
Richmond, VA 23229
1-800-552-3402
(Nationwide Voice/TTY)
VA TTY Relay: 711

Virginia Department for the
Aging

Virginia

http://www.medicarehelpv
t.net/

NortheasternVermont Area
Agency on Aging
481 Summer Street, Suite
101
St. Johnsbury, Vermont
05819
1-802-748-5182
1-800-552-3402
(Nationwide Voice/TTY)

Vermont SHIPVermont

http://www.insurance.wa.g
ov/shiba/index.shtml

SHIBA HelpLine
Office of Insurance
Commissioner
PO Box 40256
Olympia, WA 98504-0256
800-562-6900
TDD: 360-586-0241

SHIBA HealthWashington

http://www.wvship.org/1900 Kanawha Blvd. East
Charleston, WV 25305
(304) 558-3317
(877) 987-4463
Fax: (304) 558-0004

WV SHIPWest Virginia

http://www.dhs.wisconsin.
gov/aging/EBS/ship.htm

1 West Wilson Street
Madison, WI 53703
866-456-8211
888-758-6047TTY/Textnet

State Health Insurance
Assistance Program (SHIP)

Wisconsin

http://www.wyomingsenio
rs.com/WSHIIP.htm

P.O. Box BD
Riverton, WY 82501
(307) 856-6880
(877) 634-1005
Fax: (307) 856-4466

WyomingSeniorCitizens,
Inc.

Wyoming
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QIO - Quality Improvement Organization (formerly PRO - Peer Review Organization)

QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.aqaf.com/Two Perimeter Park South

Suite 200 West
Birmingham, AL
35243-23374
(205) 970-1600
Fax: (205) 970-1616

Alabama Quality
Assurance Foundation

Alabama

http://www.afmc.org/HTM
L/index/index.aspx

1020West 4th Street, Suite
300
Little Rock, AR 72201
Phone: (501) 212-8600
Toll Free: 1-888-987-1200

Arkansas Foundation for
Medical Care

Arkansas

http://www.hsag.com/hom
e.aspx

1600 East NorthernAvenue
Suite 100
Phoenix, AZ 85020
(602) 264-6382
Fax: (602) 241-0757

Health Services Advisory
Group

Arizona

http://www.hsag.com/hom
e.aspx

700 N. Brand Blvd. Suite
410
Glendale, CA 91203
(818) 409-9229

Health Services Advisory
Group

California

http://www.cfmc.org/23 Inverness Way East
Suite 100
Englewood, CO
80112-5708
(303) 695-3300
Fax: (303) 695-3350

Colorado Foundation for
Medical Care

Colorado

http://www.qualidigm.org/1111 Cromwell Avenue,
Suite 201
Rocky Hill, CT 06067
(860) 632-6398
Fax: (860) 632-6326

QualidigmConnecticut

http://www.qide.org/Home
.aspx

Baynard Building, Suite
100
3411 Silverside Road
Wilmington, DE 19810
(302) 478-3600
Fax: (302) 478-3873

Quality Insights of
Delaware

Delaware
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QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.fmqai.com/5201 W. Kennedy

Boulevard,
Suite 900
Tampa, FL 33609-1812
(813) 354-9111
Fax: (813) 354-0737

FMQAIFlorida

http://www.gmcf.org/Allia
ntWeb/Default.aspx

1455 Lincoln Parkway
Suite 800
Atlanta, GA 30346
(404) 982-0411
Fax: (404) 982-7584

Alliant GMCFGeorgia

http://www.telligen.org/6000 Westown Parkway
Suite 350 E
West Des Moines, IA
50266-7771
(515) 223-2900
Fax: (515) 222-2407

TelligenIowa

http://www.qualishealth.or
g/

720 Park Blvd.
Suite 120
Boise, ID 83712-7756
(208) 343-4617
Fax: (208) 343-4705

Qualis HealthIdaho

http://www.ifmc-il.org/2625 Butterfield Road
Suite 102E
OakBrook, IL 60523-1234
(800) 386-6431
Fax: (630) 571-5611

Illinois Foundation for
Quality Health Care

Illinois

http://www.hce.org/2629 Waterfront Parkway
East Drive
Suite 200
Indianapolis, IN 46214
Phone: (317) 347-4500
Fax: (317) 347-4567

Health Care ExcelIndiana

http://www.kfmc.org/2947 S.W. Wanamaker
Drive
Topeka, KS 66614-4193
(785) 273-2552
Fax: (785) 273-0737

Kansas Foundation for
Medical Care

Kansas
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QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.hce.org/1951 Bishop Lane, Suite

300
Louisville, KY 40218
Phone: (502) 454-5112
Fax: (502) 454-5113

Health Care ExcelKentucky

http://www.lhcr.org/8591 United Plaza Blvd.
Suite 270
Baton Rouge, LA 70809
(225) 926-6353
Fax: (225) 923-0957

eQHealth SolutionsLouisiana

http://www.masspro.org/245 Winter Street
Waltham, MA 02145
(781) 890-0011
Fax: (781) 487-0083

MassPROMassachusetts

http://www.mdqio.org/9240 Centreville Road
Easton, MD 21601
(410) 822-0697
Fax: (410) 822-7291

Delmarva FoundationMaryland

http://www.nhcqf.org/15 Old Rollinsford Rd.
Suite 302
Dover, NH 03820-2830
(603) 749-1641
Fax: (603) 749-1195

Northeast Health Care
Quality Foundation

Maine

http://www.mpro.org/22670 Haggerty Road,
Suite 100
Farmington Hills, MI
48170-4495
(248) 465-7300
Fax: (248) 465-7428

MPROMichigan

http://www.stratishealth.or
g/index.html

2901 Metro Drive
Suite 400
Bloomington, MN 55425
(952) 854-3306
Fax: (952) 853-8503

Stratis HealthMinnesota

http://www.primaris.org/200 N. Keene St.
Columbia, MO 65201
(573)-817-8300
Fax: (573) 817-8330

PrimarisMissouri
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QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.iqh.org/Renaissance Place, Suite

504
385B Highland Colony
Parkway
Ridgeland,MS 39157-6035
(601) 957-1575
Fax: (601) 956-1713

Information & Quality
Health Care

Mississippi

http://www.mpqhf.org/3404 Cooney Drive
Helena, MT 59602
(406) 443-4020
Fax: (406) 443-4585

Mountain-Pacific Quality
Health Foundation

Montana

http://www.thecarolinasce
nter.org/

100 Regency Forest Drive
Suite 100
Cary, NC 27511-8598
(919) 380-9860
Fax: (919) 380-7637

The Carolinas Center for
Medical Excellence

North Carolina

http://www.ndhcri.org/800 31st Avenue, SW
Minot, ND 58701
(701) 852-4231
Fax: (701) 838-6009

North Dakota Health Care
Review, Inc.

North Dakota

http://www.cimronebraska
.org/default.aspx

1230 O Street, Suite 120
Lincoln, NE 68508
(402) 476-1399
Fax: (402) 476-1335

CIMRO of NebraskaNebraska

http://www.nhcqf.org/15 Old Rollinsford Rd.
Suite 302
Dover, NH 03820-2830
(603) 749-1641
Fax: (603) 749-1195

Northeast Health Care
Quality Foundation

New Hampshire

http://www.pronj.org/inde
x.html

557 Cransbury Road
Suite 21
East Brunswick, NJ
08816-4026
(732) 238-5570
Fax: (732) 238-7766

Healthcare Quality
Strategies, Inc.

New Jersey
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QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.nmmra.org/Seagull Office Plaza

5801 Osuna Road NE,
Suite 200
Albuquerque, NM 87109
(505) 998-9898
Fax: (505) 998-9899

New Mexico Medical
Review Association

New Mexico

http://www.healthinsight.o
rg/

6830 W. Oquendo Road,
Suite 102
Las Vegas, Nevada 89118
(702) 385-9933
Fax: (702) 385-4586

HealthInsightNevada

http://www.ipro.org/1979 Marcus Avenue
First Floor
Lake Success, NY 11042
(516) 326-7767
Fax: (516) 326-7791

IPRONew York

http://www.ohiokepro.com
/

Rock Run Center
Suite 100
5700 Lombardo Center
Drive
Seven Hills, OH 44131
(216) 447-9604
Fax: (216) 447-7925

Ohio KePROOhio

http://www.ofmq.com/14000 Quail Springs
Parkway, Ste. 400
Oklahoma City, OK
73134-2600
(405) 840-2891
Fax: (405) 840-1343

Oklahoma Foundation for
Medical Quality

Oklahoma

http://www.acumentra.org/2020 SW 4th Avenue
Suite 520
Portland, OR 97201-4960
(503) 279-0100
Fax: (503) 279-0190

Acumentra HealthOregon

http://www.qipa.org/Home
.aspx

Commerce Court
2601 Market Place Street
Harrisburg, PA 17111
717-671-5425

Quality Insights of
Pennsylvania

Pennsylvania
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QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.healthcentricad
visors.org/home.html

235 Promenade Street
Suite 500, Box 18
Providence, RI 08908
(401) 528-3200
Fax: (401) 528-3210

Quality Partners of Rhode
Island

Rhode Island

http://www.thecarolinasce
nter.org/

246 Stoneridge Drive,
Suite 200
Columbia, SC 29210
(803) 251-2215
Fax: (803) 255-0897

The Carolinas Center for
Medical Excellence

South Carolina

http://www.sdfmc.org/1323 South Minnesota
Avenue
Sioux Falls, SD
57105-0691
(605) 336-3505
Fax: (605) 336-0270

South Dakota Foundation
for Medical Care

South Dakota

http://www.qsource.org/3175 Lenox Park Blvd.
Suite 309
Memphis, TN 38115
(901) 682-0381
Fax: (901) 761-3786

QsourceTennessee

http://www.tmf.org/Bridgepoint I, Suite 300
5918 W Courtyard Dr.
Austin, TX 78730-5036
512-329-6610
fax: 512-327-7159

TMF Health Quality
Institute

Texas

http://www.healthinsight.o
rg/

348 East 4500 South Suite
300,
Salt Lake City, Utah 84107
(801) 892-0155
Fax: (801) 892-0160

HealthInsightUtah

http://www.vhqc.org/4510 Cox Road
Suite 400
Glen Allen, VA 23060
(804) 289-5320
Fax: (804) 289-5324

Virginia Health Quality
Center

Virginia
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QIO-Quality ImprovementOrganization (formerly PRO - PeerReviewOrganization)
Web SiteContact InformationAgency NameState
http://www.nhcqf.org/15 Old Rollinsford Rd.

Suite 302
Dover, NH 03820-2830
(603) 749-1641
Fax: (603) 749-1195

Northeast Health Care
Quality Foundation

Vermont

http://www.qualishealth.or
g/

10700 Meridan Avenue,
North
Suite 100
Seattle, WA 98133-9075
(206) 364-9700
Fax: (206) 368-2419

Qualis HealthWashington

http://www.wvmi.org/Hom
e.aspx

3001 Chesterfield Place
Charleston, WV 25304
(304) 346-9864
Fax: (304) 346-9863

West Virgina Medical
Institute

West Virginia

http://www.metastar.com/
web/

2909 Landmark Place
Madison, WI 53713
(608) 274-1940
Fax: (608) 274-5008

MetaStar, Inc.Wisconsin

http://www.mpqhf.org/2206 Dell Range Blvd.,
Suite G
Cheyenne, WY 82009
307-637-8162
Fax: 307-436-7176

Mountain-Pacific Quality
Health Foundation

Wyoming
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State Medical Assistance Office (Medicaid)

State Medical Assistance Office (Medicaid)
Web SiteContact InformationAgency NameState
http://medicaid.alabama.go
v/

501 Dexter Avenue
Montgomery, AL 36104
334-242-5000
800-362-1504

AlabamaMedicaidAgencyAlabama

https://www.medicaid.stat
e.ar.us/

(800) 457-4454
(501) 374-6609 x 500
Voice Response System
(VRS)
(800) 806-6181

Arkansas MedicaidArkansas

http://www.azahcccs.gov/801 E. Jefferson Street,MD
4100
Phoenix, AZ 85034
Ph: 602-417-4000
FAX: 602-252-6536
800-654-8713

AHCCCSArizona

http://www.medi-cal.ca.go
v/

800-541-5555
916-445-4171

Medi-CalCalifornia

http://www.colorado.gov/c
s/Satellite/HCPF/HCPF/11
97364086675

1570 Grant Street
Denver, Colorado 80203
303-866-3513
1-800-221-3943
TDD 1-800-659-2656

Department of Health Care
Policy and Financing

Colorado

http://www.ct.gov/dss/cwp
/view.asp?a=2353&q=305
218

25 Sigourney Street
Hartford, CT 06106
1-800-842-1508
TTY: 1-800-842-4524

Connecticut Department of
Social Services

Connecticut

http://www.dhss.delaware.
gov/dss/medicaid.html

1901 N. Du Pont Highway,
Lewis Bldg.
New Castle, DE 19720
(302) 255-9500
FAX: (302) 255-4454

MedicaidDelaware

http://www.fdhc.state.fl.us
/Medicaid/index.shtml

2727 Mahan Drive
Tallahassee, FL 32308
(888) 419-3456

Florida MedicaidFlorida
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State Medical Assistance Office (Medicaid)
Web SiteContact InformationAgency NameState
http://dch.georgia.gov/02/d
ch/home/0,2467,31446711

2 Peachtree Street, NW
Atlanta, GA 30303
(404) 656-4507
1.800.georgia

Georgia Department of
Community Health (DCH)

Georgia

,00.html;jsessionid=C453C
E0C0F3B88EF349740CB
01B15ED6

http://www.dhs.iowa.gov/
Consumers/Health/Medica

Polk County DHS -
Adminstrative Offices
River Place
2309 Euclid Ave
Des Moines, IA 50310
877-937-3663

IowaDepartment ofHuman
Services

Iowa

l_Insurance/WhatsAvailab
le.html

http://healthandwelfare.ida
ho.gov/

Idaho Deparment of Health
and Welfare
PO Box 83720
Boise, ID 83720-0036
208-334-6700

Department of Health and
Welfare

Idaho

http://www.hfs.illinois.gov
/programs/

1-866-468-7543
1-217-785-8036
TTY: 1-877-204-1012

Illinois Department of
Healthcare and Family
Services (HFS)

Illinois

http://member.indianamedi
caid.com/

(317) 713-9627
(800) 457-4584

Indiana MedicaidIndiana

https://www.kmap-state-ks
.us/

(888) 547-2878KansasMedical Assistance
Program

Kansas

http://chfs.ky.gov/dms/275 E. Main St.
Frankfort, KY 40621
1-800-372-2973
TTY: 1-800-627-4702

Department for Medicaid
Services

Kentucky

http://new.dhh.louisiana.go
v/index.cfm/subhome/1

P. O. Box 629
Baton Rouge, LA
70821-0629
1.888.342.6207
225.342.9500
FAX: 225.342.5568

Louisana MedicaidLouisiana

http://www.mass.gov/?pag
eID=eohhs2agencylanding

1-888-665-9993
TTY: 1-888-665-9997

MassHealthMassachusetts

&L=4&L0=Home&L1=G
overnment&L2=Departme
nts+and+Divisions&L3=M
assHealth&sid=Eeohhs2

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Appendix A - CONTACT TABLES 134



State Medical Assistance Office (Medicaid)
Web SiteContact InformationAgency NameState
http://www.dhmh.state.md
.us/mma/Eligibility/MAeli
g-2009Q&A.html

(410) 767-1787
(800) 492-5231

MedicaidMaryland

http://www.maine.gov/dhh
s/oms/

Office of MaineCare
Services
11 State House Station,
Augusta, Maine
04333-0011
1-800-977-6740
TTY:1-800-977-6741

MaineCare ServicesMaine

http://www.michigan.gov/
mdch/0,1607,7-132-2943_
4860---,00.html

Capitol View Building
201 Townsend Street
Lansing, Michigan 48913
517-373-3740
TTY: 711 or 800-649-3777

Department of Community
Health

Michigan

http://www.dhs.state.mn.u
s/main/idcplg?IdcService=

MinnesotaCare
PO Box 64838
St. Paul, MN 55164-0838
(651) 297-3862 in the Twin
Cities metro area
(800) 657-3672 toll free
from outside the Twin
Cities
TTY: (800) 627-3529 or
711

Minnesota Department of
Human Services

Minnesota

GET_DYNAMIC_CONV
ERSION&RevisionSelecti
onMethod=LatestReleased
&Redirected=true&dDocN
ame=id_006254

http://www.dss.mo.gov/fsd
/msmed.htm

615 Howerton Court
P.O. Box 6500
Jefferson City, MO
65102-6500
(573) 751-3425

MO HealthNetMissouri

http://www.medicaid.ms.g
ov/

Sillers Building, 550 High
Street Suite 1000
Jackson, MS 39201-1399
601-359-6050
1-800-421-2408

Division of MedicaidMississippi

http://www.dphhs.mt.gov/
programsservices/medicaid
.shtml

(800) 362-8312Montana MedicaidMontana
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State Medical Assistance Office (Medicaid)
Web SiteContact InformationAgency NameState
http://www.ncdhhs.gov/dm
a/

2501 Mail Service Center
Raleigh, NC 27699-2501
800-662-7030

Division of Medical
Assistance

North Carolina

http://www.nd.gov/dhs/ser
vices/medicalserv/medicai
d/

North Dakota Department
of Human Services
600 E Boulevard Ave, Dept
325
Bismarck, ND 58505-0250
(701) 328-2321
Toll-free: 1-800-755-2604
Fax: (701) 328-1544

North Dakota MedicaidNorth Dakota

http://www.hhs.state.ne.us
/med/medindex.htm

301 Centennial Mall South
Lincoln, Nebraska 68509
(402) 471-3121

Nebraska Medicaid
Program

Nebraska

http://www.dhhs.nh.gov/o
mbp/medicaid/

40 Terrill Park Drive
Concord, NH 03301
(603) 271-4344
(800) 322-9191
TDD Access Relay: (800)
735-2964

MedicaidNew Hampshire

http://www.state.nj.us/hum
anservices/dmahs/info/reso
urces/care/

P. O. Box 360, Trenton, NJ
08625-0360
Phone: (609) 292-7837
Toll-free in NJ:
800-367-6543

NJ Medicaid & Managed
Care

New Jersey

http://www.hsd.state.nm.u
s/mad/

2009 S. Pacheco, Pollon
Plaza
Santa Fe, NM 87504
(888) 997-2583

Medical Assistance
Division

New Mexico

https://dhcfp.nv.gov/index.
htm

Carson City
1100 East William Street
Suite 101
Carson City, NV 89701
(775) 684-3676

Division of Health Care
Financing and Policy

Nevada

http://www.health.ny.gov/
health_care/medicaid/

1-800-541-2831MedicaidNew York
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State Medical Assistance Office (Medicaid)
Web SiteContact InformationAgency NameState
http://jfs.ohio.gov/ohp/The Ohio Department of

Job and Family Services
30 E. Broad Street, 32nd
Floor
Columbus, Ohio 43215
(800) 324-8680
TTY/TDD (800) 292-3572

Ohio MedicaidOhio

http://www.okhca.org/2401 N.W. 23rd St., Suite
1A
Oklahoma City, OK 73107
(800) 987-7767
(800) 757-5979 (TDD)

Oklahoma Health Care
Authority

Oklahoma

http://www.oregon.gov/OH
A/healthplan/tools_policy/
stateplan.shtml

Division of Medical
Assistance Programs
Administrative Office
500 Summer Street NE
Salem, OR 97301-1079
Phone: 503-945-5772
Phone: 800-527-5772
TTY: 800-375-2863

Oregon's Medicaid State
Plan

Oregon

http://www.dpw.state.pa.u
s/foradults/healthcaremedi
calassistance/index.htm

1-800-692-7462Medical AssistancePennsylvania

http://www.dhs.ri.gov/Adu
lts/HealthMedicalServices/
tabid/807/Default.aspx

206 Elmwood Avenue
Providence, RI 02907
(401) 462-5300

RI Medical AssistanceRhode Island

http://www.dhhs.state.sc.u
s/dhhsnew/InsideDHHS/B

Post Office Box 100101
Columbia, South Carolina
29202-3101
888-549-0820

South Carolina Healthy
Connections (Medicaid)
Program

South Carolina

ureaus/EligiblityPolicyAnd
Oversight/Partners%20for
%20Health%20(Medicaid)
%20Program.asp

http://dss.sd.gov/medicalse
rvices/

Phone: 605-773-4678
Fax: 605-773-7183

Division of Medical
Services

South Dakota

http://www.state.tn.us/tenn
care/

310 Great Circle Rd.
Nashville, TN 37243
1-800-342-3145

TennCareTennessee
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State Medical Assistance Office (Medicaid)
Web SiteContact InformationAgency NameState
http://www.hhsc.state.tx.us
/medicaid/

P.O. Box 14200
Midland, TX 79711-4200
1-800-252-8263

Texas Medicaid ProgramTexas

http://health.utah.gov/medi
caid/

Utah Department of Health
Division of Medicaid and
Health Financing
P.O. Box 143106
Salt Lake City, UT
84114-3106
801-538-6155
1-800-662-9651

Utah Medicaid ProgramUtah

https://www.virginiamedic
aid.dmas.virginia.gov/wps
/portal

800-552-8627
804-786-6273

Virginia MedicaidVirginia

http://www.greenmountain
care.org/

1-800-250-8427
TDD: 1-888-834-7898

Green Mountain CareVermont

http://maa.dshs.wa.gov/800-562-3022Health Care AuthorityWashington

http://www.dhhr.wv.gov/b
ms/Pages/default.aspx

(304) 558-1700Bureau for Medical
Services

West Virginia

http://www.dhs.wisconsin.
gov/medicaid/

1-800-362-3002ForwardHealth: Wisconsin
Medicaid

Wisconsin

http://wyequalitycare.acs-i
nc.com/

6101 Yellowstone Rd., Ste
210
Cheyenne, WY 82002
(307) 777-7531

EqualityCareWyoming
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State Health Departments

State Health Departments
Contact InformationAgency NameState
1-800-ALA-1818Alabama Department of Public HealthAlabama

1-501-661-2000
1-800-462-0599

Arkansas Department of HealthArkansas

(602) 542-1025Arizona Department of Health ServicesArizona

916-445-4171Department of Health Care Services
(DHCS)

California

303- 692-2000
1-800-886-7689

Colorado Department of Public Health
and Environment

Colorado

860-509-8000Department of Public HealthConnecticut

(302) 744-4700Delaware Health and Social ServicesDelaware

850/245-4444Florida Department of HealthFlorida

(404) 657-2700Georgia Department of Public Health
(DPH)

Georgia

866-227-9878Iowa Department of Public HealthIowa

(208) 334-6996Idaho Department of Health and WelfareIdaho

217-782-4977
TTY 800-547-0466

Illinois Department of Public HealthIllinois

(317) 233-1325Indiana State Department of HealthIndiana

785-296-1500Kansas Department of Health and
Environment

Kansas

800-372-2973Department for Public HealthKentucky

(225) 342-9500Office of Public HealthLouisiana

617-573-1600Department of Public HealthMassachusetts

1-877-463-3464Department of Health andMental HygieneMaryland

207-287-3707
TTY: 800-606-0215

Department of Health andHuman ServicesMaine

517-373-3740Michigan Department of Community
Health

Michigan

888-345-0823
TTY: 651-201-5797

Minnesota Department of HealthMinnesota

573-751-6400Missouri Department of Health and Senior
Services

Missouri
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State Health Departments
Contact InformationAgency NameState
601-576-7400Mississippi State Department of HealthMississippi

(406) 444-0936Department of Public Health & Human
Services

Montana

919-707-5000Division of Public HealthNorth Carolina

701.328.2372North Dakota Department of HealthNorth Dakota

402-471-3121Department of Health andHuman ServicesNebraska

(603) 271-4501Department of Health andHuman ServicesNew Hampshire

1-800-328-3838Department of Health and Senior ServicesNew Jersey

(505) 827-2613Department of HealthNew Mexico

(775) 684-4200Nevada State Health DivisionNevada

1-866-881-2809Department of HealthNew York

(800) 755-4769Ohio Department of HealthOhio

800-522-0203
405-271-5600

State Department Of HealthOklahoma

971-673-1222Public Health DivisionOregon

877-PA-HEALTHDepartment Of HealthPennsylvania

401-222-5960Department of HealthRhode Island

(888) 549-0820Department of Health andHuman ServicesSouth Carolina

800-738-3361Department of HealthSouth Dakota

(615) 741-3111Department of HealthTennessee

1-888-963-7111
TDD: 1-800-735-2989

Texas Department of State Health ServicesTexas

801-538-6003Department of HealthUtah

(804) 864-7660Department of HealthVirginia

800-464-4343Department of HealthVermont

(800) 525-0127Department of HealthWashington

(304) 558-0684Department of Health and Human
Resources

West Virginia

608-266-1865Department of Health ServicesWisconsin

(866) 571-0944Department of HealthWyoming
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Appendix B - Service Area and Premium Table

Today's Options Premier 400 (PFFS)

Today's Options Premier 400 (PFFS)
PremiumCountyState

$60ApacheArizona
$60CoconinoArizona
$75GilaArizona
$25GreenleeArizona
$75La PazArizona
$60NavajoArizona
$75YumaArizona
$25BradleyArkansas
$75ChicotArkansas
$75ColumbiaArkansas
$90DrewArkansas
$75HempsteadArkansas
$90LafayetteArkansas
$75LawrenceArkansas
$90Little RiverArkansas
$75NevadaArkansas
$75SevierArkansas
$60Van BurenArkansas
$60ButteCalifornia
$60CalaverasCalifornia
$60ColusaCalifornia
$25Del NorteCalifornia
$75GlennCalifornia
$60HumboldtCalifornia
$60ImperialCalifornia
$90InyoCalifornia
$60LakeCalifornia
$90LassenCalifornia
$60MendocinoCalifornia
$60MercedCalifornia
$35ModocCalifornia
$60MonoCalifornia

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Appendix B - Service Area and Premium Table 141



Today's Options Premier 400 (PFFS)
PremiumCountyState

$75MontereyCalifornia
$25NapaCalifornia
$75PlumasCalifornia
$60San BenitoCalifornia
$60SierraCalifornia
$60SiskiyouCalifornia
$75TehamaCalifornia
$75TrinityCalifornia
$75TuolumneCalifornia
$75BacaColorado
$90BayFlorida
$90DixieFlorida
$75GilchristFlorida
$75GulfFlorida
$90HamiltonFlorida
$90HardeeFlorida
$90HendryFlorida
$90HighlandsFlorida
$75HolmesFlorida
$75JacksonFlorida
$75LafayetteFlorida
$90LevyFlorida
$90MonroeFlorida
$60TaylorFlorida
$90WaltonFlorida
$60WashingtonFlorida
$75ApplingGeorgia
$75AtkinsonGeorgia
$90BaconGeorgia
$90BakerGeorgia
$35BaldwinGeorgia
$60BanksGeorgia
$60BarrowGeorgia
$60BartowGeorgia
$60Ben HillGeorgia
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$25BerrienGeorgia
$60BibbGeorgia
$90BleckleyGeorgia
$75BrantleyGeorgia
$75BrooksGeorgia
$75BullochGeorgia
$60BurkeGeorgia
$60ButtsGeorgia
$75CalhounGeorgia
$60CandlerGeorgia
$60CarrollGeorgia
$75CharltonGeorgia
$60ChattoogaGeorgia
$75ClinchGeorgia
$90CoffeeGeorgia
$60ColquittGeorgia
$90CookGeorgia
$60CrawfordGeorgia
$60CrispGeorgia
$35DawsonGeorgia
$35DecaturGeorgia
$90DodgeGeorgia
$60DoolyGeorgia
$90DoughertyGeorgia
$35EarlyGeorgia
$75EcholsGeorgia
$25ElbertGeorgia
$60EmanuelGeorgia
$60FanninGeorgia
$75FloydGeorgia
$60FranklinGeorgia
$60GilmerGeorgia
$75GlascockGeorgia
$90GordonGeorgia
$35GradyGeorgia
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$60HabershamGeorgia
$60HallGeorgia
$25HancockGeorgia
$35HaralsonGeorgia
$60HartGeorgia
$35HeardGeorgia
$60HoustonGeorgia
$35IrwinGeorgia
$60JacksonGeorgia
$60JasperGeorgia
$90Jeff DavisGeorgia
$75JeffersonGeorgia
$60JenkinsGeorgia
$75JohnsonGeorgia
$25LamarGeorgia
$35LanierGeorgia
$60LaurensGeorgia
$90LeeGeorgia
$60LincolnGeorgia
$90LongGeorgia
$75LowndesGeorgia
$60LumpkinGeorgia
$25MaconGeorgia
$60Mc DuffieGeorgia
$75MillerGeorgia
$75MitchellGeorgia
$75MonroeGeorgia
$75MontgomeryGeorgia
$60MurrayGeorgia
$60PeachGeorgia
$60PickensGeorgia
$90PierceGeorgia
$25PikeGeorgia
$90PolkGeorgia
$75PulaskiGeorgia
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$60QuitmanGeorgia
$75RabunGeorgia
$60RandolphGeorgia
$90SchleyGeorgia
$75SeminoleGeorgia
$60SpaldingGeorgia
$60StephensGeorgia
$60SumterGeorgia
$25TaliaferroGeorgia
$60TattnallGeorgia
$75TaylorGeorgia
$90TelfairGeorgia
$90TerrellGeorgia
$60ThomasGeorgia
$60TiftGeorgia
$75ToombsGeorgia
$60TownsGeorgia
$60TreutlenGeorgia
$60TroupGeorgia
$60TurnerGeorgia
$25TwiggsGeorgia
$60UnionGeorgia
$60UpsonGeorgia
$60WaltonGeorgia
$90WareGeorgia
$60WarrenGeorgia
$25WashingtonGeorgia
$60WayneGeorgia
$90WheelerGeorgia
$60WhiteGeorgia
$60WhitfieldGeorgia
$60WilcoxGeorgia
$60WilkesGeorgia
$60WilkinsonGeorgia
$75WorthGeorgia

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Appendix B - Service Area and Premium Table 145



Today's Options Premier 400 (PFFS)
PremiumCountyState

$60AdamsIdaho
$60Bear LakeIdaho
$60BlaineIdaho
$75ButteIdaho
$75CamasIdaho
$90ClearwaterIdaho
$35CusterIdaho
$90IdahoIdaho
$25JeromeIdaho
$60LemhiIdaho
$90LewisIdaho
$60LincolnIdaho
$90ValleyIdaho
$75AlexanderIllinois
$75BondIllinois
$90ClayIllinois
$60ClintonIllinois
$60De KalbIllinois
$60EdwardsIllinois
$90FayetteIllinois
$75FranklinIllinois
$90GallatinIllinois
$75GreeneIllinois
$90GrundyIllinois
$90HamiltonIllinois
$75HardinIllinois
$75JacksonIllinois
$75JeffersonIllinois
$60JohnsonIllinois
$75KankakeeIllinois
$75LawrenceIllinois
$60MaconIllinois
$75MarionIllinois
$60MassacIllinois
$75Mc HenryIllinois
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$90PerryIllinois
$60PopeIllinois
$90PulaskiIllinois
$60RichlandIllinois
$60SalineIllinois
$75ShelbyIllinois
$60UnionIllinois
$75WabashIllinois
$60WashingtonIllinois
$75WayneIllinois
$75WhiteIllinois
$60WilliamsonIllinois
$60BartholomewIndiana
$75BentonIndiana
$60CassIndiana
$75ClayIndiana
$75ClintonIndiana
$75CrawfordIndiana
$75DaviessIndiana
$60DecaturIndiana
$60DuboisIndiana
$35ElkhartIndiana
$60FayetteIndiana
$60FountainIndiana
$60GrantIndiana
$90GreeneIndiana
$60HenryIndiana
$25JacksonIndiana
$60JasperIndiana
$60JayIndiana
$60JeffersonIndiana
$75JenningsIndiana
$75La PorteIndiana
$25LagrangeIndiana
$60MarshallIndiana
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$60MartinIndiana
$75MiamiIndiana
$60MontgomeryIndiana
$60NewtonIndiana
$60OhioIndiana
$35OrangeIndiana
$60OwenIndiana
$60ParkeIndiana
$60PulaskiIndiana
$60RandolphIndiana
$60RipleyIndiana
$75RushIndiana
$60ScottIndiana
$90StarkeIndiana
$60SteubenIndiana
$90SullivanIndiana
$75SwitzerlandIndiana
$60UnionIndiana
$75VermillionIndiana
$25WabashIndiana
$75WarrenIndiana
$25WashingtonIndiana
$60WayneIndiana
$90WhiteIndiana
$60AdairIowa
$75AdamsIowa
$60AudubonIowa
$25Buena VistaIowa
$60CalhounIowa
$25CherokeeIowa
$60DickinsonIowa
$60EmmetIowa
$60HumboldtIowa
$60IdaIowa
$60LyonIowa
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$60O BrienIowa
$75PocahontasIowa
$35RinggoldIowa
$75SacIowa
$60SiouxIowa
$60TaylorIowa
$60WebsterIowa
$75AllenKansas
$60AndersonKansas
$60AtchisonKansas
$90BarberKansas
$90BartonKansas
$90BrownKansas
$90ChaseKansas
$90ChautauquaKansas
$75CheyenneKansas
$90ClarkKansas
$60ClayKansas
$60CloudKansas
$60CoffeyKansas
$75ComancheKansas
$25CowleyKansas
$90CrawfordKansas
$35DecaturKansas
$60DickinsonKansas
$90DoniphanKansas
$90EdwardsKansas
$60ElkKansas
$60EllisKansas
$75EllsworthKansas
$90FinneyKansas
$75FordKansas
$35FranklinKansas
$60GearyKansas
$60GoveKansas
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$60GrahamKansas
$90GrantKansas
$75GrayKansas
$90GreeleyKansas
$90GreenwoodKansas
$75HamiltonKansas
$90HarperKansas
$90HaskellKansas
$90HodgemanKansas
$90JacksonKansas
$60JeffersonKansas
$90JewellKansas
$90KingmanKansas
$60KiowaKansas
$60LaneKansas
$75LincolnKansas
$90LoganKansas
$90LyonKansas
$75MarionKansas
$90MarshallKansas
$60Mc PhersonKansas
$90MeadeKansas
$60MitchellKansas
$60MontgomeryKansas
$60MorrisKansas
$75MortonKansas
$60NemahaKansas
$60NeoshoKansas
$90NessKansas
$60NortonKansas
$75OsageKansas
$60OsborneKansas
$60OttawaKansas
$90PawneeKansas
$75PhillipsKansas
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$75PottawatomieKansas
$35PrattKansas
$75RawlinsKansas
$90RenoKansas
$60RepublicKansas
$90RiceKansas
$60RileyKansas
$75RooksKansas
$75RushKansas
$75RussellKansas
$25SalineKansas
$90ScottKansas
$75SewardKansas
$60SheridanKansas
$90ShermanKansas
$60SmithKansas
$90StaffordKansas
$90StantonKansas
$90StevensKansas
$60SumnerKansas
$75ThomasKansas
$90TregoKansas
$60WabaunseeKansas
$90WallaceKansas
$60WashingtonKansas
$90WichitaKansas
$75WilsonKansas
$75WoodsonKansas
$90AdairKentucky
$75AllenKentucky
$75BallardKentucky
$60BarrenKentucky
$90BellKentucky
$75BoydKentucky
$75BoyleKentucky
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$75BrackenKentucky
$90BreathittKentucky
$75BreckinridgeKentucky
$60ButlerKentucky
$75CaldwellKentucky
$75CallowayKentucky
$75CarlisleKentucky
$90CarrollKentucky
$25CarterKentucky
$90CaseyKentucky
$60ChristianKentucky
$90ClayKentucky
$90ClintonKentucky
$90CrittendenKentucky
$60CumberlandKentucky
$60DaviessKentucky
$60EdmonsonKentucky
$60ElliottKentucky
$60EstillKentucky
$75FlemingKentucky
$90FloydKentucky
$90FultonKentucky
$60GallatinKentucky
$60GarrardKentucky
$60GrantKentucky
$90GravesKentucky
$75GraysonKentucky
$75GreenKentucky
$90GreenupKentucky
$75HancockKentucky
$75HardinKentucky
$75HarlanKentucky
$60HarrisonKentucky
$75HartKentucky
$60HendersonKentucky
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$75HickmanKentucky
$60HopkinsKentucky
$60JacksonKentucky
$75JohnsonKentucky
$90KnottKentucky
$75KnoxKentucky
$60LarueKentucky
$75LaurelKentucky
$90LawrenceKentucky
$60LeeKentucky
$90LeslieKentucky
$90LetcherKentucky
$75LewisKentucky
$60LincolnKentucky
$60LivingstonKentucky
$60LoganKentucky
$75LyonKentucky
$75MagoffinKentucky
$35MarionKentucky
$75MarshallKentucky
$75MartinKentucky
$75MasonKentucky
$60Mc CrearyKentucky
$60Mc LeanKentucky
$60MeadeKentucky
$60MercerKentucky
$60MetcalfeKentucky
$75MonroeKentucky
$60MorganKentucky
$90MuhlenbergKentucky
$60NelsonKentucky
$75NicholasKentucky
$60OhioKentucky
$90OwenKentucky
$75OwsleyKentucky
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PremiumCountyState

$35PendletonKentucky
$90PerryKentucky
$90PikeKentucky
$75PulaskiKentucky
$60RobertsonKentucky
$60RockcastleKentucky
$60RowanKentucky
$75RussellKentucky
$75SimpsonKentucky
$75TaylorKentucky
$90ToddKentucky
$60TriggKentucky
$60TrimbleKentucky
$75UnionKentucky
$60WashingtonKentucky
$60WayneKentucky
$60WebsterKentucky
$75WhitleyKentucky
$90WolfeKentucky
$60AvoyellesLouisiana
$90EvangelineLouisiana
$25LafourcheLouisiana
$75St HelenaLouisiana
$60VernonLouisiana
$14WashingtonMaine
$28AlleganyMaryland
$28CarolineMaryland
$28DorchesterMaryland
$28GarrettMaryland
$28KentMaryland
$28Queen AnnesMaryland
$28SomersetMaryland
$28St MarysMaryland
$28TalbotMaryland
$14WashingtonMaryland
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PremiumCountyState

$28WicomicoMaryland
$28WorcesterMaryland
$28BerkshireMassachusetts
$14DukesMassachusetts
$28NantucketMassachusetts
$75AlconaMichigan
$75AlgerMichigan
$75AlpenaMichigan
$90BaragaMichigan
$90BranchMichigan
$75CharlevoixMichigan
$75CheboyganMichigan
$75ChippewaMichigan
$90ClareMichigan
$75DeltaMichigan
$75GladwinMichigan
$60GogebicMichigan
$75HoughtonMichigan
$90HuronMichigan
$90IoscoMichigan
$75IronMichigan
$75IsabellaMichigan
$90KeweenawMichigan
$75LakeMichigan
$90LuceMichigan
$75MackinacMichigan
$60MasonMichigan
$60MontmorencyMichigan
$90OgemawMichigan
$75OntonagonMichigan
$90OscodaMichigan
$60OtsegoMichigan
$90Presque IsleMichigan
$75SanilacMichigan
$75SchoolcraftMichigan
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$90AlcornMississippi
$90AmiteMississippi
$90BolivarMississippi
$60CalhounMississippi
$60ChickasawMississippi
$35ChoctawMississippi
$60ClayMississippi
$60FranklinMississippi
$75GreeneMississippi
$60HolmesMississippi
$90HumphreysMississippi
$75ItawambaMississippi
$75JasperMississippi
$90JeffersonMississippi
$90Jefferson DavisMississippi
$75LeeMississippi
$60LefloreMississippi
$60MonroeMississippi
$60MontgomeryMississippi
$60NeshobaMississippi
$60NoxubeeMississippi
$25OktibbehaMississippi
$60PerryMississippi
$60PontotocMississippi
$35QuitmanMississippi
$75SharkeyMississippi
$75TallahatchieMississippi
$75TishomingoMississippi
$75WayneMississippi
$75WebsterMississippi
$25WilkinsonMississippi
$60AdairMissouri
$90AndrewMissouri
$90AtchisonMissouri
$60AudrainMissouri
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PremiumCountyState

$75BatesMissouri
$60BollingerMissouri
$90BuchananMissouri
$60ButlerMissouri
$60CaldwellMissouri
$75CamdenMissouri
$60Cape GirardeauMissouri
$60CarterMissouri
$75CharitonMissouri
$60ClarkMissouri
$60CooperMissouri
$90DaviessMissouri
$90De KalbMissouri
$90DentMissouri
$75DunklinMissouri
$90GentryMissouri
$75GrundyMissouri
$60HarrisonMissouri
$75HoltMissouri
$75HowardMissouri
$25HowellMissouri
$60IronMissouri
$60KnoxMissouri
$75LewisMissouri
$90LinnMissouri
$75MaconMissouri
$60MadisonMissouri
$75MariesMissouri
$60MarionMissouri
$75MercerMissouri
$75MississippiMissouri
$60MonroeMissouri
$75MorganMissouri
$75New MadridMissouri
$90NodawayMissouri
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PremiumCountyState

$60PemiscotMissouri
$90PerryMissouri
$60PettisMissouri
$75PikeMissouri
$60PutnamMissouri
$60RallsMissouri
$35RandolphMissouri
$90ReynoldsMissouri
$90RipleyMissouri
$60ScotlandMissouri
$60ScottMissouri
$60ShannonMissouri
$75ShelbyMissouri
$60St FrancoisMissouri
$90Ste GenevieveMissouri
$60StoddardMissouri
$60SullivanMissouri
$60TexasMissouri
$60VernonMissouri
$60WayneMissouri
$75WorthMissouri
$60BlaineMontana
$60ChouteauMontana
$25CusterMontana
$60DanielsMontana
$25DawsonMontana
$75Deer LodgeMontana
$25FallonMontana
$90GlacierMontana
$35Golden ValleyMontana
$60HillMontana
$25Judith BasinMontana
$75LibertyMontana
$25LincolnMontana
$75MadisonMontana
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Today's Options Premier 400 (PFFS)
PremiumCountyState

$60MeagherMontana
$90MusselshellMontana
$60PhillipsMontana
$60PonderaMontana
$35PrairieMontana
$25RichlandMontana
$60RooseveltMontana
$60RosebudMontana
$35SheridanMontana
$60Silver BowMontana
$75TetonMontana
$60TooleMontana
$60TreasureMontana
$75ValleyMontana
$60WheatlandMontana
$90AdamsNebraska
$90AntelopeNebraska
$75ArthurNebraska
$60BlaineNebraska
$25BooneNebraska
$25Box ButteNebraska
$60BoydNebraska
$60BrownNebraska
$35BuffaloNebraska
$60CedarNebraska
$75ChaseNebraska
$75CherryNebraska
$25CheyenneNebraska
$75ClayNebraska
$90CusterNebraska
$60DakotaNebraska
$60DawsonNebraska
$35DeuelNebraska
$25DixonNebraska
$60DundyNebraska
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PremiumCountyState

$75FillmoreNebraska
$75FranklinNebraska
$75FrontierNebraska
$60FurnasNebraska
$75GardenNebraska
$60GarfieldNebraska
$60GrantNebraska
$60GreeleyNebraska
$60HallNebraska
$60HamiltonNebraska
$75HarlanNebraska
$25HayesNebraska
$75HitchcockNebraska
$60HoltNebraska
$25HookerNebraska
$75HowardNebraska
$75JohnsonNebraska
$25KearneyNebraska
$60KeithNebraska
$25Keya PahaNebraska
$75KimballNebraska
$60KnoxNebraska
$90LincolnNebraska
$35LoganNebraska
$25LoupNebraska
$25MadisonNebraska
$60MerrickNebraska
$35MorrillNebraska
$90NanceNebraska
$75NemahaNebraska
$90NuckollsNebraska
$75PawneeNebraska
$60PerkinsNebraska
$60PhelpsNebraska
$75PierceNebraska
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PremiumCountyState

$60PlatteNebraska
$75PolkNebraska
$75RedwillowNebraska
$90RichardsonNebraska
$60RockNebraska
$75SalineNebraska
$25Scotts BluffNebraska
$75ShermanNebraska
$25StantonNebraska
$75ThayerNebraska
$60ThomasNebraska
$90ThurstonNebraska
$75ValleyNebraska
$90WebsterNebraska
$90YorkNebraska
$90Carson CityNevada
$90DouglasNevada
$75ElkoNevada
$75HumboldtNevada
$60LanderNevada
$75LincolnNevada
$90PershingNevada
$75StoreyNevada
$90White PineNevada
$28BelknapNew Hampshire
$28CheshireNew Hampshire
$28CoosNew Hampshire
$28GraftonNew Hampshire
$28MerrimackNew Hampshire
$14StraffordNew Hampshire
$14SullivanNew Hampshire
$60AnsonNorth Carolina
$25BuncombeNorth Carolina
$25BurkeNorth Carolina
$60CamdenNorth Carolina

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Appendix B - Service Area and Premium Table 161
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PremiumCountyState

$60CherokeeNorth Carolina
$25ClayNorth Carolina
$60ClevelandNorth Carolina
$25CurrituckNorth Carolina
$75DareNorth Carolina
$25GrahamNorth Carolina
$35JacksonNorth Carolina
$60JonesNorth Carolina
$90LenoirNorth Carolina
$25Mc DowellNorth Carolina
$25MitchellNorth Carolina
$60MontgomeryNorth Carolina
$60MooreNorth Carolina
$60PamlicoNorth Carolina
$60PasquotankNorth Carolina
$60RutherfordNorth Carolina
$60ScotlandNorth Carolina
$75SwainNorth Carolina
$60TransylvaniaNorth Carolina
$35UnionNorth Carolina
$25VanceNorth Carolina
$75WilsonNorth Carolina
$25YanceyNorth Carolina
$60BensonNorth Dakota
$25BottineauNorth Dakota
$75BowmanNorth Dakota
$25DivideNorth Dakota
$35DunnNorth Dakota
$25HettingerNorth Dakota
$75NelsonNorth Dakota
$75PierceNorth Dakota
$35RoletteNorth Dakota
$35SheridanNorth Dakota
$90AdairOklahoma
$90AlfalfaOklahoma
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PremiumCountyState

$90AtokaOklahoma
$60BeaverOklahoma
$90BeckhamOklahoma
$90BlaineOklahoma
$90BryanOklahoma
$90CaddoOklahoma
$60CarterOklahoma
$75CherokeeOklahoma
$90ChoctawOklahoma
$90CimarronOklahoma
$90CoalOklahoma
$60ComancheOklahoma
$90CottonOklahoma
$60CraigOklahoma
$75CusterOklahoma
$60DeweyOklahoma
$60EllisOklahoma
$75GarfieldOklahoma
$60GarvinOklahoma
$75GrantOklahoma
$90HarmonOklahoma
$75HarperOklahoma
$75HaskellOklahoma
$35HughesOklahoma
$90JacksonOklahoma
$60JeffersonOklahoma
$90JohnstonOklahoma
$60KayOklahoma
$60KingfisherOklahoma
$75KiowaOklahoma
$75LatimerOklahoma
$75LoveOklahoma
$75MajorOklahoma
$90MarshallOklahoma
$60Mc CurtainOklahoma
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PremiumCountyState

$90Mc IntoshOklahoma
$75MurrayOklahoma
$90NobleOklahoma
$60NowataOklahoma
$60OkfuskeeOklahoma
$90PittsburgOklahoma
$60PontotocOklahoma
$60PushmatahaOklahoma
$90Roger MillsOklahoma
$60StephensOklahoma
$60TexasOklahoma
$60TillmanOklahoma
$90WashitaOklahoma
$90WoodsOklahoma
$75WoodwardOklahoma
$90ClayTennessee
$60CumberlandTennessee
$75FentressTennessee
$60LincolnTennessee
$60PerryTennessee
$60PutnamTennessee
$75AndrewsTexas
$90ArcherTexas
$90BaileyTexas
$90BaylorTexas
$90BlancoTexas
$90BordenTexas
$60BrewsterTexas
$90BriscoeTexas
$60BrownTexas
$60CalhounTexas
$60CallahanTexas
$90CastroTexas
$60ChildressTexas
$60ClayTexas

2012 Evidence of Coverage for Today's Options Premier 400 (PFFS)
Appendix B - Service Area and Premium Table 164
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PremiumCountyState

$75CochranTexas
$90ColoradoTexas
$75ComancheTexas
$90CookeTexas
$75CottleTexas
$75DallamTexas
$75DawsonTexas
$90De WittTexas
$60DeltaTexas
$60DickensTexas
$90DonleyTexas
$60EastlandTexas
$75EctorTexas
$75ErathTexas
$75FanninTexas
$90FisherTexas
$75FoardTexas
$75GainesTexas
$60GillespieTexas
$75GoliadTexas
$90GonzalesTexas
$60HallTexas
$90HardemanTexas
$35HaskellTexas
$25HowardTexas
$75JacksonTexas
$60Jeff DavisTexas
$60Jim HoggTexas
$75KarnesTexas
$60KentTexas
$90KerrTexas
$75KingTexas
$35KnoxTexas
$60LamarTexas
$75LavacaTexas
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PremiumCountyState

$60LimestoneTexas
$25LipscombTexas
$35Live OakTexas
$35MartinTexas
$75MatagordaTexas
$25MaverickTexas
$60Mc MullenTexas
$90MitchellTexas
$60MontagueTexas
$75MooreTexas
$75MotleyTexas
$60NolanTexas
$60OchiltreeTexas
$90Palo PintoTexas
$60ParmerTexas
$75PecosTexas
$35PresidioTexas
$25RainsTexas
$75RealTexas
$60ReevesTexas
$75RefugioTexas
$25RobertsTexas
$75ScurryTexas
$90ShermanTexas
$75SomervellTexas
$90StarrTexas
$90StephensTexas
$75StonewallTexas
$75SwisherTexas
$60TerrellTexas
$60UptonTexas
$60UvaldeTexas
$75VictoriaTexas
$60WardTexas
$60WebbTexas
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PremiumCountyState

$75WhartonTexas
$60WheelerTexas
$90WichitaTexas
$60WilbargerTexas
$60WinklerTexas
$60WiseTexas
$60YoakumTexas
$75YoungTexas
$60ZapataTexas
$28AddisonVermont
$28BenningtonVermont
$14CaledoniaVermont
$28ChittendenVermont
$28EssexVermont
$28FranklinVermont
$28Grand IsleVermont
$28LamoilleVermont
$28OrangeVermont
$14OrleansVermont
$28RutlandVermont
$28WashingtonVermont
$28WindhamVermont
$28WindsorVermont
$90AlleghanyVirginia
$60AmherstVirginia
$35AppomattoxVirginia
$60AugustaVirginia
$75BathVirginia
$35BrunswickVirginia
$25Buena Vista CityVirginia
$25CampbellVirginia
$35CarrollVirginia
$60Covington CityVirginia
$35CulpeperVirginia
$25Danville CityVirginia
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PremiumCountyState

$60FauquierVirginia
$60Fredericksburg CityVirginia
$35Galax CityVirginia
$25HalifaxVirginia
$25Harrisonburg CityVirginia
$25HenryVirginia
$60HighlandVirginia
$60King GeorgeVirginia
$35Lynchburg CityVirginia
$25Martinsville CityVirginia
$25MecklenburgVirginia
$60PatrickVirginia
$60PulaskiVirginia
$25RockbridgeVirginia
$25RockinghamVirginia
$60SpotsylvaniaVirginia
$60StaffordVirginia
$35Staunton CityVirginia
$60Waynesboro CityVirginia
$75WestmorelandVirginia
$90GarfieldWashington
$90PacificWashington
$60DoorWisconsin
$60FlorenceWisconsin
$25GreenWisconsin
$25MarinetteWisconsin
$25MenomineeWisconsin
$75WalworthWisconsin
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Today’s Options® PFFS is offered by the following organizations that contract with the Federal government:
American Progressive Life &Health Insurance Company of NewYork and The Pyramid Life Insurance Company,
members of the Universal American family of companies.

Medicare-approved PFFS plan.
This information is available in a different format, including in Spanish. Please
call Member Services at the number listed above if you need plan information
in another format or language.
Esta información está disponible en diferentes formatos, incluyendo el español.
Por favor llame a Servicios al Cliente al número indicado arriba si necesita
información del plan en otro formato u idioma.

PFFS

Member Services
(866) 568-8921

CALL Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time zone, 7 days a week.
Member Services also has free language interpreter services available for non-English speakers.

(877) 907-2986

TTY
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.
Calls to this number are free. Hours are 8:00 a.m. to 8:00 p.m. in your local time zone, 7 days a week.

(877) 907-2982FAX
Today's Options PFFS
P.O. Box 742528
Houston, TX 77274

WRITE

www.TodaysOptions.comWEBSITE

State Health Insurance Assistance Program
The State Health Insurance Assistance Program (SHIP) is a state program that gets money from the Federal
government to give free local health insurance counseling to people with Medicare.
Please see the listing provided in Appendix A at the end of the Evidence of Coverage for contact information.


