Medicare Part D
General Information
Eligibility/ Qualifications for Medicare Part D
· Anyone who is entitled to Medicare Part A and/or enrolled in Medicare Part B, regardless of age, is eligible for Medicare Part D.

· The enrollee must reside in the service area for the Plan.  North Carolina is a distinct service area.

· Anyone not enrolled in another Part D Plan and does not have other drug coverage that is “creditable.”

-“Creditable coverage” is other drug coverage that is at least as good as Medicare Part D.

	Creditable Coverage Examples

	Creditable
	Not Creditable

	-Pre-National Association of Insurance Commissioners (NAIC) Medicare Supplement policies with drugs

-TRICARE, VA (Military Health System)
-Group coverage with drug benefits as rich as Part D
	-NAIC Medicare Supplement policies with drugs (Plans H, I, J)

-Group coverage with drug benefits less rich than Part D


· Additional guidance about what constitutes “creditable coverage” can be found at the following link: http://www.cms.hhs.gov/CreditableCoverage/Downloads/041206CCGuidanceUpdated-FinalOMB.pdf
When to Enroll for Medicare Part D
· Open enrollment every year

-November 15 – December 31

-Can change plans/ companies
· New Medicare Recipients (anyone who becomes eligible for Medicare Part A or enrolls in Part B on or after March 1, 2006) can enroll in Part D anytime in the 7 month period:

-Beginning 3 months before the month in which eligibility requirements for Part B are met and ending 3 months after the month of eligibility.  Example, if you become eligible for Medicare Part B in August, then you can enroll in Part D from May 1 through November 30.

· For all Medicare Enrollees coverage begins on the first day of the month after enrollment.

· Special enrollment periods exist if:

-Enrollee loses or experiences a reduction in other drug coverage that is as good as or better than Part D (creditable coverage)

-Enrollment or failure to enroll is due to error, misrepresentation, or inaction of the federal government or its agents

-Enrollee is a full-benefit dual eligible

-Enrollee leaves a Medicare Advantage plan

-A Part D plan substantially violates its contract with CMS

-Enrollee leaves the plan’s service area

-CMS terminates the enrollee’s plan contract

-Enrollee’s plan leaves service area

Late Enrollment Penalty

· In order to encourage healthy beneficiaries to enroll, there is a penalty of 1% of the base premium for each month of delayed enrollment.  

· Example: The 2005 base premium was $37.  If the enrollee waits 2 years to enroll in Part D, the penalty is a 24% increase.  This would add approximately $8.88 per month to the enrollee’s monthly premium for life.
· There is no penalty for delayed enrollment while the enrollee has other coverage that is “creditable.”  

Medicare Part D Standard Benefit

· Deductible - $250 paid by enrollee
· Initial Coverage

-From $251-$2,250 total drug costs, individual pays 25%, plan pays 75%
· Coverage Gap/ Doughnut Hole
-From $2,251 total drug costs to $3,600 individual out of pocket costs, individual pays 100%.  In other words, the individual is required to pay a total of $2,850 in out of pocket costs before catastrophic coverage is activated.    
This area of no coverage is the “Doughnut Hole.”
· Catastrophic Coverage

-After $3,600 individual out of pocket cost, individual pays 5% (or minimal copay), plan pays 95%
	Out of Pocket Drug Costs INCLUDE
	Out of Pocket Drug Costs DO NOT INCLUDE

	-Expenditures
-Family or Friends’ Donations
-CMS through low income subsidy “extra help” funds
-Non-employer sponsored charitable gifts
-State Pharmaceutical Assistance Program (SPAP) (NC Senior Care Program) funds
	-Health Insurance Premiums paid by enrollee
-Employer paid group health insurance premiums
-Drug company patient assistance programs

-Federal Employees Health Benefits Program

-Military Coverage (including TRICARE) or VA health benefits
-Indian Health Service

-AIDS Drug Assistance Program (ADAP) funds
-Other federally funded health program


Plan Formulary and Formulary Changes
· Minimum plan requirement = 2 drugs for each class and classification

· Can request drug “exceptions” with physician’s supporting statement if the prescribed drug is not on formulary

· Plans may add or remove drugs from their formulary during the year

· A plan has to give 60 days advanced notice to beneficiaries taking affected drugs if plan makes any of the following change to their drugs:

-Removes from formulary

-Adds prior authorization, quantity limits, or step therapy

-moves to a more expensive tier

· If a member does not get the advanced notice, he or she is entitled to a 60 day transition supply of the drug

Grievances, Coverage Determinations and Appeals


*Timeline for procedures is not fully stated*

Rights of Enrollees

· Have grievances heard and resolved

· Timely coverage determinations

· Request an expedited coverage determination

· Appeal any part of a coverage determination, including a redetermination, reconsideration, Administrative Law Judge Review hearing, and Medicare Appeals Council review

Grievances
· Includes any complaint or dispute expressing dissatisfaction with any aspect of the operations, activities, or behavior of a plan sponsor.
· Typically does not include complaints regarding quality of services (usually addressed by quality improvement organizations)

· Does not include coverage determinations.
Grievance Procedures

· Enrollees can file grievances orally or in writing

· Grievances must be filed within 60 days of the event or incident

· Grievance determinations may be extended by 14 days upon enrollee request or sponsor need for additional information

· Grievance decisions must be given in writing upon enrollee request or if the grievance concerns quality matters, otherwise they can be oral

· Grievance determinations are final and not subject to appeal.

Coverage Determinations/ Drug Exceptions
· Coverage determinations/exceptions can be requested by: (1) enrollee; (2) enrollee’s appointed representative; (3) prescribing physician
-Appointed representative means an individual either appointed by an enrollee or authorized under State or other applicable law to act on behalf of the enrollee in obtaining a coverage determination or in dealing with any of the levels of the appeals process.  This can be the prescribing physician.
-The appointed representative must complete Form CMS-1696 (http://www.cms.hhs.gov/cmsforms/downloads/cms1696.pdf)
· Exceptions provide a means for an enrollee to obtain a covered drug at a more favorable cost sharing level or that is not on the plan formulary.  A decision by a plan sponsor on an exception request is considered a “coverage determination.”  
· All requests for coverage determinations or drug exceptions must include a physician’s written or oral supporting statement:
-If plan decides oral statement does not sufficiently demonstrate necessity and requires a written statement, it must request it “immediately” and the physician must fill out some kind of request form.
-Medicare Part D Coverage Determination Model Request Form:

http://www.cms.hhs.gov/MLNProducts/Downloads/Form_Exceptions_final.pdf (plans are not required to use this form)
-For exceptions a physician must provide support that the available formulary drugs: (1) would not be as effective for the enrollee; (2) would have adverse effects for the enrollee; or (3) both
-If no supporting statement is received, the plan can delay issuing a decision and, ultimately, may deny coverage request

-Prescribing physician support does not automatically result in an approved exception request

· A plan sponsor must notify enrollees of the coverage determination decision as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receipt of the request.

· Expedited coverage determinations are available where standard coverage determination may seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function
-Not available for requests for payment of drugs already furnished

Appeal Process to Adverse Coverage Determinations
1. Redetermination.  If a beneficiary is dissatisfied after the determination, they can request a redetermination.  Can be filed by the enrollee or the prescribing physician.
2. Reconsideration. If a beneficiary is dissatisfied after the redetermination, the beneficiary may request a reconsideration by an Independent Review Entity (IRE).  Must be filed by the enrollee or the “authorized representative” not the prescribing physician (unless the physician is the “authorized representative”).
3. Administrative Law Judge Review.  The beneficiary may appeal the IRE’s decision to an administrative law judge (ALJ).  Must be filed by enrollee or “authorized representative.”
4. Medicare Appeals Council.  The next level of appeal is to the Medicare Appeals Council (MAC).  Must be filed by enrollee or “authorized representative.”
5. Judicial Review.  The final level of review is to federal district court.
Physician Marketing/Education Do’s and Don’ts
Marketing Defined

· Marketing – Steering, or attempting to steer, an undecided potential enrollee towards a Plan, or limited number of Plans, and for which the individual or entity performing marketing activities expects compensation directly or indirectly from the Plan for such marketing activities (CMS Marketing Guidelines, rev. 11/1/05, p.8).

· Assisting in Enrollment – Assisting a potential enrollee with the completion of an application and/ or objectively discussing characteristics of different Plans to assist a potential enrollee with appraising the relative merits of all available individual plans, based solely on the potential enrollee’s needs.  The individual or entity performing these activities must not receive compensation directly or indirectly from the Plan for such assistance in enrollment (CMS Marketing Guidelines, rev. 11/1/05 p.8).
· Education – Informing a potential enrollee about Medicare Advantage or other Medicare Programs, generally or specifically, but not steering, or attempting to steer, a potential enrollee towards a specific Plan or limited number of plans (CMS Marketing Guidelines, rev. 11/1/05, p.8).
· ‘Assisting in enrollment’ and/or ‘education’ does not constitute marketing.
Physician Marketing/Education Do’s

· Provide names of plans with which provider participates

· Provide information and assistance in applying for low income subsidy

· Give objective information on specific plan formularies, based on patient’s medication and health care needs

· Provide objective information about specific plans

· Distribute Part D Plan marketing materials, including enrollment applications (www.medicare.gov and 1-800-Medicare)
· Distribute Medicare Advantage and Medicare Advantage Prescription Drug Plan marketing materials, excluding enrollment applications

· Refer patients to other information sources, such as State Health Insurance Assistance Program (NCDOI), Plan marketing reps, State Medicaid office, local Social Security office, or Medicare

· Print out and share information from www.Medicare.gov or www.cms.hhs.gov

· Use materials comparing plan information created by non-plan third parties

Physician Marketing/Education Don’ts
· Direct, urge, or attempt to persuade patients to enroll with a particular plan based on financial or any other interest of provider
· Collect enrollment applications
· Offer inducements to persuade beneficiaries to enroll in a particular plan or organization
· Offer health screening when distributing information to patients
· Offer anything of value to induce enrollees to select physician as a provider
· Expect compensation in consideration for enrolling a beneficiary
· Expect compensation directly or indirectly from a plan for enrollment activities
Tips for Researching Part D
· http://www.cms.hhs.gov/PrescriptionDrugCovContra
· http://www.cms.hhs.gov/center/provider.asp
