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H06- 015 – Procedure

March 7, 2006
	TO: 
	Home and Community Services (HCS) Regional Administrators

Area Agency on Aging (AAA) Directors

Division of Developmental Disabilities (DDD) Regional Administrators

	FROM:
	Bill Moss, Director, Home and Community Services Division

Linda Rolfe, Director, Division of Developmental Disabilities

	SUBJECT: 
	MEDICARE PRESCRIPTION DRUG BENEFIT FOR MEDICARE/MEDICAID CLIENTS

	Purpose:
	To inform staff of the policy and procedures developed with regard to the new Medicare Prescription Drug benefit.

	Background:
	Beginning January 1, 2006, the federal government assumed responsibility for the prescription drug coverage for over 6 million low-income Medicare beneficiaries who are also enrolled in Medicaid.  These beneficiaries are referred to as full-benefit dual eligibles.  They qualify for Medicare prescription drug coverage with no premiums and co-payments of from $1 to $5 per prescription.

There are 43 Prescription Drug Plans (PDP) to choose from in Washington and only 15 of them are premium-free with $1 - $5 co-pays.  Attachments H & I identify the premium free plans (also called subsidized or benchmark plans)

This change is extraordinarily complex and clients, families and other caregivers may need assistance in getting appropriate coverage for medications.  Resources directed toward providing that assistance have been found to be insufficient.

	What’s new, changed, or

Clarified

 
	· Medicare will provide prescription drugs for dual eligible clients.

· All dual eligibles transitioned from Medicaid drug coverage to Medicare drug coverage as of January 1, 2006.

· Clients receive their prescriptions through a Prescription Drug Plan (PDP).  If they do not enroll in a plan, they are automatically assigned a PDP.  The assignment is random.

· Dual eligibles can change plans any time and the new plan will be effective the first of the next month.

· Medicaid will continue to cover some drugs not covered in Part D including over-the-counter medications and benzodiazepines.  The web site for the list of drugs covered by Medicaid is in Related References.

· Dual eligibles now have co-pays under Medicare Part D that will vary from $1 to $5 for each prescription, if enrolled in a subsidized or benchmarked plan.  They did not have co-pays under Medicaid.  See Attachment L.

· Dual eligibles residing in institutions (nursing homes and ICF-MRs) are exempt from co-pays after residing in a facility for a full calendar month.

· New Development After the January 1 Implementation:
The state will start covering the co-pays on February 21 up to a maximum of $5.  Those who have paid some co-pays already will not be reimbursed.  The state of Washington received a$14 million Medicare credit from the federal government because the cost of prescription drugs has dropped.  The state will allocate the $14 million to cover the co-pays for the dual eligibles.  The co-pay exemption covers this year only.  This will be a continuing problem unless more funds are made available in future years.  See Attachment Q for the Governor’s announcement.  

· Full benefit dual eligibles (Medicaid/Medicare) are entitled to premium-free Part D enrollment, however they may elect enrollment in an enhanced plan.  Those who enroll in an enhanced plan are responsible for the portion of the premium attributable to the enhancement and that portion is an allowable deduction in the post-eligibility calculation.  They may also pay higher co-pays with the enhanced plan.  The state will only pay part (from $1 - $5) of the higher co-pays for clients enrolled in an enhanced plan.



	ACTION:
	Provide appropriate assistance to clients, their families or caregivers who call with questions about coverage.  AAAs developed their response in relation to MB 05-56.  Each HCS Region is responsible for developing a response method for requests from their clients.
Adjusting Participation and Room & Board

For the majority of clients, the state will pay the co-pays and we should not have to adjust participation or room & board after February.  We will have to adjust participation and room & board for clients who have enrolled in enhance plans and clients who have purchased prescriptions after being denied an exception from the PDP. 

· Use the amount the client pays in co-pays as a medical expense deduction until the state begins paying the co-pays.  Clients enrolled in enhanced plans may still be required to pay higher co-pays.  In order to mitigate the workload impact of adjusting the co-pays that the client pays monthly, establish a pattern of co-payment amounts paid over three months and use that amount as a medical expense deduction for the rest of the certification period.  This may mean adjusting participation monthly until you establish the pattern.  If the client, with the help of their pharmacy, can provide the projected expenses, use that amount. 
· Use the additional premium cost, if the client picks an enhanced plan that is not premium-free, as a medical expense deduction.  Clients should not be charged a premium if enrolled in a benchmark plan.  See attachments H & I.
· Do not deduct co-pays that the client paid in error.  During initial implementation PDPs have given inaccurate information to pharmacies and clients have paid incorrect co-pay amounts.  It may take time for plans to be notified of new clients being opened on Medicaid and they may continue to charge the non-Medicaid co-pays.  These will be reimbursed by the PDP.  See Attachment D for CMS clarification on Post Eligibility 

· Do not deduct for prescriptions the client has paid for unless the client has requested an exception from the PDP and was denied.  The client must provide you with proof of the denial. See Attachment D for CMS clarification on Post Eligibility

· Do not allow premiums and co-pays as a deduction against room & board if the client has other income to pay the co-pays.  Some SSI beneficiaries have the $46 SSI State Supplement and $20 disregard of other income they can use to pay co-pays and still keep a personal needs allowance of $58.84.  See Attachment B  for examples

· Request a local ETR to reduce room & board paid by the client in a community residential facility. (This does not apply to DDD staff)

· Inform the client to contact you when their prescription costs change.

· Re-adjust participation if there are changes.

· The Financial Worker (FW) makes the adjustments for COPES and MN Waiver in ACES.  The FW also informs the client and Social Worker/Case Manager of the participation or room and board changes for COPES and MN Waiver using an ACES change letter.

· The Social Worker/Case Manager (SW/CM) makes the adjustments in SSPS.  The HCS SW/CM also informs the client of the room and board changes for MPC using the Planned Action Notice.  The DDD CM/SW informs the client using their DDD letter.

Tracking Medicare Part D Costs - HCS
In order to capture the amount being allowed as deductions for a budget impact and the workload impact, we need to have the amounts captured in ACES or a copy of the ETR with the adjustment amounts.

· FW - Code the expenses related to Medicare Part D that are used to reduce room and board on the INST screen for COPES and MN Waiver clients.  Use the Room & Board Exception Type “A”, Alimony.

· FW - Code the expenses related to Medicare Part D that are used to reduce participation on the INST screen for COPES and MN Waiver clients.  Use the Uncovered Expense Type “A”, Adult Day Health.

· For MPC clients that do not have the Part D expenses identified in ACES, send copies of the local ETR adjustments due to Medicare Part D to Mary Lou Percival at MS: 45600.

Tracking Medicare Part D Costs -DDD

In order to capture the amount being allowed as deductions for a budget impact and the workload impact, please forward electronic copies (or hard copy-MS: 45310) of participation computations that contain the cost of Medicare Part D co-payments to Dave Langenes in Olympia.   Please note that for prescriptions filled after February 20, 2006, dual eligibles will rarely be making co-payments.  Those costs should only be deducted from income if the individual is responsible for the co-payment.


	Related 
REFERENCES:
	· H.R.S.A web site with Medicare Part D Resources
· Drugs covered by Medicaid
Staff may need to contact their local IT staff to be granted access to the following sites:

· The Dual Eligible MMIS Drug Profile provides a snapshot of the client’s prescriptions paid through MMIS for September 2005

Dual Eligible MMIS Drug Profile
· The Dual Eligible Enrollment Overview tells the PDP that the client has been enrolled.  If the client has made recent changes in their plan, the information may not be up to date.
Dual Eligible Enrollment Overview


	ATTACHMENT(S):   
	For additional information, see the attachments below:

A.  Text of letter sent to                  B.  SSI Client Example:

       HCS clients:

[image: image1.emf]H:\MBs\In Process\ 2005\MLP\Part D MB\HCS client letter.doc

                                         
[image: image2.emf]H:\MBs\In Process\ 2005\MLP\Part D MB\Example.doc


C.   Medicare Part D: Q & A          D.  CMS Clarification of

                                                             Info: Post Eligibility:


[image: image3.emf]H:\MBs\2006\H06 att  2-06 QA.doc

                                           
[image: image4.emf]H:\MBs\In Process\ 2005\MLP\Part D MB\participation CMS clarification.doc


E.  MMA Transition of Duals:      F.  CMS Fact Sheet–Transition 

                                                                   of Dual Eligibles

[image: image5.emf]H:\MBs\In Process\ 2005\MLP\Part D MB\MMA Transition of Duals information.doc

                                              
[image: image6.emf]H:\MBs\In Process\ 2005\MLP\Part D MB\CMS dual eligible transition.pdf


G. Extension of Transition           H.  List of Auto Enrolled Plans       

Period to 3/31:                                       Contact Numbers:

CMS Flyer and

Client Flyer


[image: image7.emf]H:\MBs\2006\H06 att  Transition Extension.pdf

     
[image: image8.emf]H:\MBs\2006\ transiton extension.pdf

                           
[image: image9.emf]H:\MBs\In Process\ 2005\MLP\Part D MB\PDP contact numbers.doc


I.  List of All Prescription Drug Plans in Washington, Including Benchmark Plans, with Premium Costs


[image: image10.emf]H:\MBs\2006\ PDPs-benchmark plans.pdf


J. CMS Tip Sheets for clients
with Private Insurance
  
[image: image11.emf]H:\MBs\2006\H06-  attTip Sheet for Employer.doc


K.  Instructions for mailing Part D          L.   Part D Client 

problem cases to CMS                          Participation Costs Table


[image: image12.emf]\\hqfscluster\BenneD\ MBs\2006\H06 att Instructions for Faxing Part D.doc

                                                  
[image: image13.emf]H:\MBs\2006\H-06  att Part D Client Participation Costs Table.xls


M.  CMS Process for Cost Sharing for Dual Eligibles 


[image: image14.emf]\\hqfscluster\BenneD\ MBs\2006\CMS process for dual elig cost sharing.pdf


N.  Part D Drug Coverage                  O. Appeals & Exemption 

                                                                          Requests

  
[image: image15.emf]H:\MBs\2006\ H06-att Part D drugs.pdf

                                               
[image: image16.emf]H:\MBs\2006\ H06-att appeals process 1-26-06.doc


P. Washington State Paying Co-Pays


[image: image17.emf]H:\MBs\2006\ H06-att state paying co-pays.doc




	CONTACT(S):
	Mary Lou Percival                      David Armes

Financial Prog. Mgr.                   HCS Waiver Prog. Mgr. 

(360) 725-2318                          (360) 725-2535                      

PerciML@dshs.wa.gov              armesjd@dshs.wa.gov
Dave Langenes

Waiver Requirements Manager

(360 725-3456

Langedj@dshs.wa.gov
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Stand-Along Medicare Part D Prescription Drug Plans:  Washington State
(Revised October 10, 2005)
(Plans highlighted in yellow are benchmark plans.  Beneficiaries receiving the Low-Income Subsidy do not pay monthly premiums for these plans.)


Plans Cost Coverage


Organization Name Plan Name
Monthly 


Premium*


No Premium 
w/ Full 


Subsidy


Drug Deductible
Tiered 


Copays


Type of Additional # of Top 100 
Drugs on 
Formulary


Mail 
Order 


OfferedZero
Re-


duced
Standard 


($250)
Generics 


Only
Generics & 


Brands


Humana Inc.
Humana PDP Standard S5884-
088 $6.93 • • 97 •


Health Net Health Net Orange $17.06 • • • 83 •
SierraRx SierraRx $19.10 • • • 76 •
Unicare Medicare RX Rewards $21.21 • • • 88 •
Health Net Health Net Orange $21.41 • • • 97 •


PacifiCare Life and Health 
Insurance Company PacifiCare Saver Plan $23.88 • • • 77 •


Asuris Northwest Health
Asuris Northwest Health 
Medicare Script $24.38 • • • 97 •


United Healthcare AARP MedicareRx Plan $24.89 • • • 97 •
SilverScript SilverScript $25.61 • • • 90 •


Prescription Pathway
Prescription Pathway Bronze 
Plan Reg 30 $27.47 • • 89 •


MEMBERHEALTH Community Care Rx BASIC $27.74 • • • 90
RxAmerica Advantage Star Plan $27.76 • • • 86 •
WellCare WellCare Signature $28.14 • • • 87 •


United Healthcare United Medicare MedAdvance $29.53 • • • 97 •
RxAmerica Advantage Freedom Plan $30.44 • • 86 •


Humana Inc.
Humana PDP Enhanced S5884-
028 $12.37 • • 97 •


Coventry AdvantraRx AdvantraRx Value $18.78 • • 74 •
Unicare Medicare RX Rewards Plus $29.20 • • 88 •
Coventry AdvantraRx AdvantraRx Premier $30.46 • • 98 •


Medco Health Solutions, Inc. YOURx PLAN $30.69 • • 94 •
CIGNA HealthCare CIGNATURE Rx Value Plan $32.10 • • 99 •
United American Insurance 
Company


UA Medicare Part D Prescription 
Drug Cov $32.80 • • 94 •


Aetna Medicare Aetna Medicare Rx Essentials $33.41 • • 85 •
MEMBERHEALTH Community Care Rx CHOICE $35.79 • • 90


Prescription Pathway
Prescription Pathway Silver Plan 
Reg30 $36.85 • • 89 •


Prescription Pathway
Prescription Pathway Silver Plan 
Reg 30 $36.93 • • 89 •


ODS Advantage Rx ODS Advantage Rx $37.40 • 97 •
CIGNA HealthCare CIGNATURE Rx Plus Plan $37.62 • • 99 •







Stand-Along Medicare Part D Prescription Drug Plans:  Washington State
Plans Cost Coverage


Organization Name Plan Name
Monthly 


Premium*


No Premium 
w/ Full 


Subsidy


Drug Deductible
Tiered 


Copays


Type of Additional # of Top 100 
Drugs on 
Formulary


Mail 
Order 


OfferedZero
Re-


duced
Standard 


($250)
Generics 


Only
Generics & 


Brands
MEMBERHEALTH Community Care Rx GOLD $39.84 • • 90
PacifiCare Life and Health 
Insurance Company PacifiCare Comprehensive Plan $41.43 • • • 77 •
Coventry AdvantraRx AdvantraRx Premier Plus $42.13 • • 98 •
Aetna Medicare Aetna Medicare Rx Plus $43.91 • • • 85 •


CIGNA HealthCare CIGNATURE Rx Complete Plan $44.88 • • • 99 •
WellCare WellCare Complete $45.65 • • 84 •


Prescription Pathway
Prescription Pathway Gold Plan 
Reg 30 $48.60 • • 89 •


Prescription Pathway
Prescription Pathway Gold Plan 
Reg 30 $48.66 • • 89 •


WellCare WellCare Premier $48.75 • • 84 •
Sterling Plus Rx Sterling Prescription Drug Plan $49.91 • • 95 •


Humana Inc.
Humana PDP Complete S5884-
058 $51.18 • • • 97 •


SilverScript SilverScript Plus $52.60 • • 95 •
FOX Insurance Company Fox Rx Care $58.82 • • 95 •
Aetna Medicare Aetna Medicare Rx Premier $59.62 • • • 97 •


Prescription Pathway
Prescription Pathway Platinum 
Plan Reg 30 $64.99 • • 97 •


NOTES:
Plans highlighted in yellow are benchmark plans.  Beneficiaries receiving the Low-Income Subsidy do not pay monthly premiums for these plans.
* The beneficiary drug premium covers prescription drugs only and does not cover medical or hospital benefits.  Beneficiaries are also responsible for their Part 
B premium and any premiums for Medigap coverage to meet their individual needs.


Includes contracts/plans approved as of October 10, 2005.  The data does not reflect information for PACE organizations, Employer sponsored plans, or plans 
that were not approved by the "As of" date of the chart. 





		Standalone PDPs Oct25-05
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Medicare Part D Questions and Answers


1. What if a dual eligible has private insurance?


A dual eligible client who has a private insurance plan that they want to keep and is as good as or better than Part D, will have to disenroll from Part D.  They can’t have both.  Some insurance companies are giving clients options of dropping their drug coverage and keeping their health coverage.  Some insurance companies may not be giving this option.  Some insurance companies will give the client the option of Medicare Part D or their insurance.  If they drop their insurance, they could lose their health coverage also.  The client should be talking to their private insurance company.  The private insurance companies are supposed to provide clients information about their drug coverage compared to Part D.  Clients need to find out what their options are from their private insurance companies.  See Attachment J

2.
What if a person wants to disenroll from a plan they have been auto enrolled in?



If a person wants to disenroll from a plan they have been auto enrolled in, they can do it several ways.  If a person knows what plan they want to switch to, they can enroll in the new plan and they will be automatically disenrolled from the original auto enrolled plan.  If the person does not want to enroll in another plan, they need to contact 1-800-Medicare and "opt out" of Part D participation.  If they merely contact the plan and disenroll they will be subject to another auto enrollment selection.  People who select another plan do not need to contact 1-800-Medicare, simply enrolling in another plan will disenroll them from the auto enrolled selection.  I am sorry for the confusion.


3. What kind of access must PDPs provide and what will the formularies include?


PDPs must provide convenient pharmacy access.  Formularies include a broad distribution of therapeutic categories and classes, an exception and appeal process, and protections for those transitioning from Medicaid drug coverage to Medicare drug coverage.


4. What happens when a client uses the exemption and appeals process?


Physicians will need to use the exemption and appeal process to support their patient’s appeal to cover prescriptions not included in their PDP’s formulary.


CMS has confirmed that plans are not obligated to cover a drug that is not on their formulary while that drug is under appeal.  Here is a response from Alissa DeBoy of CMS:  "Outside of the transition process requirement, there is no requirement in regulation that plans provide a temporary supply pending an exception or appeal.  Plans do have to provide notice for negative formulary changes and they do have to have a process for expedited exceptions and appeals”.  While a client can appeal to the drug plan to cover a certain drug, the drug plan does not have to cover that drug during the appeal period.  For more information about the appeal process, see the second attachment: CMS Appeals Process.  See Attachment O

5. What information are HCS clients receiving?


A letter is being sent to HCS clients informing them of their responsibility to report their co-pays and providing them with information they need to consider about their private insurance.  The letter was sent 1/30.  See Attachment A.


6. What if a dual eligible has not been auto-enrolled in a plan?


It has been discovered that some dual eligible clients have not been auto-enrolled in a plan.  CMS has developed a process for a point-of-sale solution to ensure dual eligible clients experience no coverage gap.  The client must present evidence of both Medicaid and Medicare at the pharmacy and can have the claim for their medication submitted to a single account for payment.  A CMS contractor will immediately follow up to validate eligibility and facilitate enrollment into a Part D plan.  The pharmacy should be part of a PDP network for this process to work.    See Attachment E


7. What if a client doesn’t know which plan they are enrolled in?


If a client is not aware of the plan in which they have been auto-assigned, they can call 1-800-MEDICARE or look at the “Medicare Prescription Drug Plan Finder” on http://www.medicare.gov/. 


8. What if a client receives a bill after being auto-assigned?


Clients who changed plans to another benchmark plan after being auto-assigned may receive a bill from their new plan for the premium cost.  They should not pay this bill.  CMS will not be sending the updates to the plans until the end of December.  The client just needs to inform their plan that they are eligible for Medicaid and Medicare.  If the client has enrolled in an enhanced plan, they will have to pay the premium difference.


9. Is there a transition plan in place for all new enrollees?

CMS has required each Medicare prescription drug plan to establish an appropriate transition process for all new enrollees.  All of these transition plans include at least a one-time fill of a prescription drug excluded from the plan’s formulary in order to accommodate situations in which a beneficiary presents at a participating pharmacy with a prescription he or she has previously filled but that is not on the formulary.  CMS has extended the transition period to March 31, 2006.  See Attachments E, F, G


10. What if a client goes to the pharmacy and doesn’t bring or has not yet received their plan information?

For clients who were enrolled in a PDP but do not have their PDP information, CMS has facilitated a new information-technology process, known as the Eligibility Transaction, that will allow pharmacies to identify a client’s PDP and provide the client with the PDP’s contact information.


11. What if a client enrolls in a plan with a premium not covered by the full premium subsidy?  Full premium subsidy plans are also called “benchmark” plans.

Plans with a premium not covered by the full premium subsidy are also called “enhanced” plans, which mean they have benefits and a premium structure over and above the basic or benchmark plan.  So, for example, one plan offering basic coverage only may have a premium of $30.00; the subsidy would cover the entire premium with no liability for the individual.  Another plan may offer an enhanced plan, with a total premium of $25.00.  The premium structure of the 2nd plan might be $20.00 for the benchmark plan and $5.00 for the enhanced portion.  The subsidy would only cover the $20.00 portion of the premium, and the enrollee would be responsible for the other $5.00, even though the total premium is below the federal benchmark amount.

 


You can't always tell from just looking at the premium, or, in some cases, the name of the plan, which plans offer only basic/benchmark coverage, and which are enhanced plans.  

If a dual eligible client chooses to sign up for a plan above the benchmark, they would be subject to the same copays as the general population of enrollees choosing that level of coverage.  See Attachments H & I


12.
What if a new applicant is approved for Medicaid, is on Medicare, but is not enrolled in a plan?


Medicare will automatically enroll the person into a drug plan once Medicare is notified by the State that the person has Medicaid.  The pharmacy should check its records in the system and determine which plan the person is enrolled in.  If there is no record of plan enrollment, the pharmacist should call the designated pharmacy enrollment/eligibility helpline or 1-800-MEDICARE to identify the plan in which the person is enrolled and the plan's telephone number.  The pharmacy can then call the plan to get the information needed to send a claim to the plan.


If the person needs a prescription before the enrollment record is available, the pharmacist will verify that the person has both Medicare and Medicaid coverage and is not already enrolled in a plan.  The pharmacist will confirm the person wants drug coverage.  If the person agrees, they will be enrolled in Wellpoint (Anthem), a national prescription drug plan.  The pharmacist will submit the claim to Wellpoint (Anthem), charge the $1/$3 copay amount and fill the prescription.  See Attachment E

13. How do clients get more information?


HRSA has established two websites for obtaining information on our Medicare/Medicaid dual eligible clients:


1. MMIS Dual Eligible Drug Profiles


This site provides us with the online ability to look-up drug utilization for DDD and ADSA clients.   This was taken as a snapshot from September and is a list of the drugs utilized by our dual eligibles for that month. 


2. Dual Eligibles Auto-Enrollment Overview


This site access two sets of information: 


· Complete lists of MMA Excluded Drugs (those drugs that will continue to be reimbursed by Medicaid for dual eligible clients)


· The list of dual eligible clients and which Prescription Drug Plan (PDP) they have been auto assigned.


· Dual eligibles who have been enrolled in a Medicare Advantage plan will not show up on this list for now.


The information was sent from CMS and will be updated regularly after January 1 to reflect the current PDP the client is enrolled in.  It has not been updated since the dual eligibles were initially enrolled in a plan.  Contact your local IT person to access these sites.  AAAs that are not on the DSHS network may have a problem accessing these sites.
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PART D INTAKE FORM: Fax to 206/615-2363

(CTM REQUIRED FIELDS

		(INTAKE WORKER:

		(DATE:





		INQUIRY INFORMATION(



		COMPLAINT SOURCE(



		Phone

		_____

		FAX

		_____

		In Person

		_____



		Letter

		_____

		Email

		_____

		RO Complaint Mailbox

		_____



		OTHER:  _______________________________________________________________________________________________



		(COMPLAINTANT TYPE (mark all that are applicable):



		Beneficiary

		_____

		QIO

		_____

		Pharmacist

		_____



		Relative/Caregiver

		_____

		SHIP/SHIBA

		_____

		Primary Care Physician

		_____



		Attorney

		_____

		Dental

		_____

		SNF/LTC

		_____



		Congressional Ofc

		_____

		DME Supplier

		_____

		Specialist Physician

		_____



		MEDIC

		_____

		Lab/Diagnostic Facility

		_____

		Vision

		_____



		Medicaid

		_____

		Mental Health/Sub Abuse

		_____

		UNKNOWN

		_____



		OTHER:  _______________________________________________________________________________________________





		COMPLAINTANT INFORMATION

(IF NOT BENEFICIARY)



		(NAME:



		(TELEPHONE:



		(ADDRESS:



		CITY:

		STATE:

		ZIP:



		EMAIL:





		BENEFICIARY INFORMATION



		(NAME:

		MEDICARE #:



		(TELEPHONE:



		(ADDRESS:



		CITY:

		STATE:

		ZIP:



		EMAIL:



		(PART D PLAN NAME & NUMBER:



		DATE OF INCIDENT:

		DUAL ELIGIBLE:

		YES

		NO



		(NATURE OF COMPLAINT:







		(INTAKE CATEGORY:



		Part A


Part B


Part C

		____

____


____

		Part D Inquiry


UNKNOWN

(Callback required)

		____


____

		MA-PD General


MA-PD Specific

		____


____

		PDP General


PDP Specific

		____


____
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More Time to Fill the Prescriptions You Need


★★


★★


★★


Medicare and your drug plan are working together to make sure you have coverage
for the prescriptions you need. 


All Medicare drug plans must make sure that the people in their plan can get
medically-necessary drugs to treat their conditions. Medicare drug plans cover both
generic and brand-name prescription drugs. The drug lists must include a range of
drugs in the prescribed categories and classes. This makes sure that people with
different medical conditions can get the treatment they need.


Most plans have a list of drugs covered by the plan called a formulary. Your plan
may have a different brand-name drug for your condition on its list than the
prescription you currently take. You can work with your doctor to change to this
drug or to a generic drug if one is on the list. If your doctor thinks you need a drug
that isn’t on the list, your doctor can apply for an exception to try to continue your
current prescription. If the plan denies the request, you can appeal their decision.


When your Medicare prescription drug coverage starts and you go to the pharmacy
for the first time to fill a prescription, you may not have had time to work with your
doctor.  You may still be taking a prescription that isn’t covered by your Medicare
drug plan, or a prescription that requires a prior authorization by your doctor before
your Medicare drug plan would cover it.


So that you are able to leave the pharmacy with a prescription, your plan will cover
a 30-day supply of your current prescription. You need to contact your doctor so
you can change your prescription to one that is covered by your plan or if necessary,
work on requesting an exception.


CENTERS FOR MEDICARE & MEDICAID SERVICES







Medicare and your plan are now providing you more time to work with your doctor on a
solution in these cases. If your Medicare drug plan coverage was effective on January 1 or
February 1, 2006, you will now have until March 31, 2006, to work with your doctor to
switch to a prescription on your plan’s list. Until then, your plan will allow your 
pharmacist to fill your current prescription through March 31, 2006.


If you join a Medicare drug plan and your coverage starts on March 1, 2006, or later,
your plan will still allow you to fill a one-time, 30-day supply of your prescription in
these cases. Then, you will have 30 days to talk with your doctor about a change that
works for you.


★★


CMS Pub. No. 11193
February 2006
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Sheet1

		Medicare Prescription Drug Participation Costs

		Income as a Percent of Federal Poverty Level (FPL)

				Dual Eligibles(1)				Low Income Subsidy(2)				No LIS(3)

								Full		Partial

		FPL(4)		<100%		>100%		<135%		135-150%		>150%				Annualized

		Asset Test		None		None		<$6,000		<$10,000 Single		None

								<$9,000		<$20,000 Couple

		Monthly Premium (5)		None		None		None		Sliding Scale		$37				$   444

		Annual Deductible		None		None		None		$50		$250				$   250

		% of Drug Costs

		$250-$2,250		None		None		None		15%		25%				$   500

		$2,250-$5,100		None		None		None		15%		100%				$   2,850

		Above $5,100		None		None		None		see co-pays		5%

		Co-Pays

		Generic		$1		$2		$2		$2		None

		Brand Name		$3		$5		$5		$5		None

		Total Costs

		Premiums		Co-pays Only		Co-pays Only		Co-pays Only		Sliding Scale (%FPL)		$444

		Out-of-Pocket								$835		$4,044				$   4,044

		% of $5,100 paid by client								16%		79%				$   5,100

		Notes:

		1) Dual eligibles are current CN Medicaid clients or active MN clients.  While these clients also receive the low-income subsidy, they do not apply for it.  Instead, they are automatically deemed eligible for the subsidy.

		2) This category includes a) MSP clients; and b) Other low-income beneficiaries.  MSP clients are on the QMB, SLMB or QI-1 programs; they are also automatically deemed eligible for the subsidy.  Other low-income beneficiaries are not on Medicaid or MSP programs; these clients must apply for the low-income subsidy.

		3) Clients above 150% FPL do not receive any subsidy.

		4) Monthly premium of $37 is an estimate only.  Actual amount may range from $35 - $50 per month

		5) This chart depicts participation for the lowest "benchmark" plan in the region.  PDPs may offer more generous coverage for a higher premium.
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Governor Gregoire’s Statement


On Saturday, February 4, 2006, Governor Chris Gregoire met with US Department of Health and Human Services Secretary Michael Leavitt in Seattle.  This is a statement from Governor Gregoire following that meeting.


Governor Gregoire: “Secretary Leavitt.  I am grateful to you for coming out to Washington State.  My state, like every other state, has been experiencing a crisis since January 1, when 96,000 of our most vulnerable citizens were forced into the new Medicare Part D program.


“This population is living with serious mental and physical health problems.  They are now required to get their drugs from any one of more than twenty Medicare-approved Prescription Drug Plans operating in Washington State.  In addition, this population is being required to pay a co-pay of anywhere from $1 to $5 for every prescription they need.  Now remember, on Medicaid they had no co-pay.  As of January 1, on Medicare, they do.


“A dollar to $5 may not sound like a lot to some.  But these folks are living on $579 or less per month.  In Washington State, the average number of prescriptions a dual eligible takes is seven, and many take 15 or more.  $35 to $75 per month is a huge barrier to accessing life-saving, life-stabilizing medications.


“Some in this population are so entirely dependent on medications to maintain their quality of life that they cannot go for a day without them.  And yet, with the new federal requirement that they pay co-pays for these medications, this is exactly what has happened and these individuals are facing a life-threatening situation.


“Mr. Secretary, you are here to credit $14 million to Washington State to ensure that the most vulnerable among us continue to have access to their needed medications.  I thank you for that.  There are a multitude of transition issues that must be dealt with; but setting those aside for the moment, it is the co-pays that serve to be the greatest barrier to this population receiving medications.  I have spoken to the Legislative leadership, they have agreed for one year to appropriate the $14 million of state money to pay for these co-pays.  This is going to help these individuals immensely.


“Let me give you a sense about the real people in Washington State who are suffering and who will be helped:



A 75-year-old husband and wife who take 30 drugs between the two cannot afford the co-pays they are suddenly being charged, so they will go without.



The Area Agency on Aging in Southwest Washington reports getting calls from clients so distraught about Part D that they threatened suicide. These are similar to hundreds of other calls the state is fielding every day.



One critical and terminally ill man was enrolled in a plan and his pharmacist could not access his identification number or group number.  The man did not get his medications and had to be hospitalized.


“Again, let me be clear.  This is just the beginning.  I am committed to working with you and with my federal delegation to find permanent solutions to what I feel is a fundamentally flawed federal program.  These individuals cannot afford the co-pay and the state cannot keep picking up the tab.


“As you know, my federal delegation has been incredibly engaged in this issue in Washington, DC.  The majority of my delegation voted against the Medicare Modernization Act in 2003; but they continue to fight to make the program far more robust.   I especially give credit to Senators Cantwell and Murray who have been dogged in their fight at the federal level to make the impact of this transition easier on all Medicare beneficiaries, and with particular attention to the dual eligible population.


“I will continue to work with Senators Cantwell and Murray and the entire Washington delegation to repeal the co-payment requirement for dual eligibles from federal statute, as well as any other section of the Medicare drug program that is serving as a barrier to Washingtonians receiving the health care they need and deserve.


“Our pharmacists have been great, and truly, the heroes through all of this.  I commend and thank them for helping this population through this transition.  


“Again, Secretary Leavitt.  Thank you for being here.  The $14 million is going to go a long way in serving the most vulnerable in my state.”


# # #
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C5-19-16 
Baltimore, Maryland 21244-1850 
 
 
 
 
February 2, 2006 
 
Memorandum To: Medicare Advantage Prescription Drug Plans and Medicare Prescription 


Drug Plans 
 
Subject:  Extension of Transition Period to March 31 
 
From:  Mark McClellan, M.D., Ph.D., Administrator 
 
 
As a result of our mutual efforts, every day more and more of our Medicare beneficiaries are 
getting the drugs they need at the right cost from their pharmacies.  I know and appreciate how 
much hard work it has taken to make these critical improvements in beneficiary service. 
 
However, because so many people are moving from Medicaid coverage to Medicare coverage 
for their prescription drugs on January 1, we recognize, as many of you already have, that some 
people will come back to the pharmacy for refills without having had the benefit of an 
appropriate transition to a formulary drug that works very similarly to their current medication or 
to request an exception.    
 
I know that some of you are already providing a 90-day period to effect a meaningful transition.  
I also know that some potential problems are being resolved directly at the pharmacy counter 
with the voluntary agreement of the customer.  It is imperative to ensure that every beneficiary, 
particularly the Medicaid/Medicare dual eligible beneficiaries, have adequate time to learn the 
new system and do what they need to do so that Part D covered medically necessary medications 
are available to them. Accordingly, I am calling for a one-time across the board extension of the 
transition period to March 31 for those individuals who were enrolled in the first few months of 
the program.  This is necessary because of the extraordinary volume of transactions at both plans 
and pharmacies during the start-up phase of a new program that affected millions of people.  For 
community-based individuals who enroll on March 1 or thereafter, the 30-day transition policy 
remains in place.   
 
In addition, for those plans that were providing no more than a 60-day transition for long term 
care individuals, I am calling for a one-time across the board extension of the transition period to 
March 31 for those individuals who were enrolled in the first few months of the program.  For 
those plans that were already offering a longer transition period of 90-days or more, your current 
transition plan will stay in place. 
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An across the board extension will benefit beneficiaries, plans, and providers. It will provide 
time for us to work with you, pharmacists and providers to assure that straight forward appeals 
processes are in place, and help assure that you can meet performance requirements. It will 
reduce the volume of calls from pharmacies to plans, thereby reducing the wait time and 
abandonment rate on your pharmacy help lines.  It will give beneficiaries sufficient time to work 
with their providers to either change their prescriptions or request an exception.  But most 
importantly, it will help ensure that no beneficiaries go without the drugs they need. 
 
Please reply to CMS by COB Monday, February 6, 2006, with your intention to implement this 
transition policy.  Send your reply to marrietta.mack@cms.hhs.gov.  Include in the subject line 
the following, “90 day transition : <insert organization name(s)>”.  CMS staff is ready to assist 
you in any way they can promptly.   
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Part D Drugs/Part D Excluded Drugs   February 7, 2006     
This table provides Part D coverage clarifications for specific products/drugs/drug categories in accordance 
with statutory and regulatory requirements for Part D drugs.  This is not an exhaustive list but only 
addresses those products/drugs/drug categories that have been the subject of frequently asked questions.  
Specific products not identified in this table should always be evaluated against the statutory and regulatory 
definition of a “Part D drug” before drawing conclusions from this table.  This table does not address B 
versus D coverage questions.    
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Product/Drug/Drug Category 


(Listing is NOT all-inclusive) 


May be covered under 
basic Part D benefit 


(when used for 
“medically accepted 
indication”1 and not 


covered under Medicare 
Parts A or B) 


Comments 


Advicor® Yes See Commercially Available Combination Product Policy 


Agents when used for anorexia, 
weight loss, or weight gain No 


Prescription drug products being used to treat AIDS wasting 
and cachexia are not considered agents used for weight 
gain or agents used for cosmetic purposes, and therefore 
such products are NOT excluded under such exclusion 
categories.   


Agents when used for cosmetic 
purposes or hair growth No Treatments indicated for psoriasis, acne, rosacea, or vitiligo 


are NOT considered cosmetic. 
Agents when used for symptomatic 
relief of cough and colds No All agents when used for symptomatic relief of cough, cold, 


or cough and cold are excluded from Part D 


Antihistamine/Decongestant 
Combinations (RX) 


Yes, except when being 
used for symptomatic 


relief of cough and cold 


 


Barbiturates No  
Benzodiazepines No  
Blood glucose testing strips No NOT directly associated with injection of insulin 


Commercially available combination 
prescription products  


Yes, if it contains at least 
one Part D drug 


component and the 
product as a whole is not 
excluded from Part D for 


another reason (e.g. 
Used for cough and cold, 
Less-than-effective DESI 


drug) 


Commercially available combination prescription drug 
products that contain at least one Part D drug component 
are part D drugs when used for a "medically accepted" 
indication, unless CMS makes a determination that such 
product, as a whole, belongs in one of the categories of 
drugs excluded from coverage under Part D.  If CMS has 
not provided guidance to exclude a specific combination 
product, such combination product containing at least one 
part D drug component should be considered a Part D drug 
unless it is excluded from coverage under Part D for another 
reason.    


Electrolytes/Replenishers: 
• *Potassium 
• Sodium 
• Calcium 
• Magnesium 


Yes 


 
*Potassium Iodide products are excluded from Part D as 
Iodine products (minerals) because they are not used for 
potassium supplementation  


Extemporaneous Compounds, 
including sterile compounding of 
IV’s and TPN 


Yes, but only costs for 
Part D drug components 
may be billed under Part 


D 


Dispensing fee may include labor costs associated with 
mixing a compounded drug product that contains at least 
one Part D drug component 
 
Part D drug components used solely as vehicles in a 
compound may be covered under Part D (e.g. D5W, Normal 
Saline) 


                                                 
1 Medically Accepted Indication for purposes of Part D is an FDA labeled indication or an indication supported by citation in either the 
American Hospital Formulary System (AHFS), USP-DI, or Drugdex. 
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Product/Drug/Drug Category 


(Listing is NOT all-inclusive) 


May be covered under 
basic Part D benefit 


(when used for 
“medically accepted 
indication”1 and not 


covered under Medicare 
Parts A or B) 


Comments 


Fioricet® (Bultalbital, APAP, 
Caffeine) No See Commercially Available Combination Product Policy 


Fioricet® with Codeine Yes See Commercially Available Combination Product Policy 
Fiorinal® (Butalbital, APAP, 
Caffeine) No See Commercially Available Combination Product Policy 


Fiorinal® with Codeine Yes See Commercially Available Combination Product Policy 
Fosamax plus D Yes See Commercially Available Combination Product Policy 
Guaifenesin (RX) Yes   


Heparin/Saline Flushes No 


CMS clarified in the preamble to the final rule that although 
heparin is a Part D drug, a heparin flush is not used to treat 
a patient for a medically accepted indication, but rather to 
dissolve possible blood clots around an infusion line. 
Therefore, heparin's use in this instance is not therapeutic 
but is, instead, necessary to make durable medical 
equipment work. It would therefore not be a Part D drug 
when used in a heparin flush.  (70 FR 4232) 


Injectable or IV Iron products such 
as Iron Dextran, Iron Sucrose and 
Sodium ferric gluconate 


No 
Prescription vitamin/mineral product 


Insulin Yes  
Insulin syringes Yes Syringes are NOT covered for injection of other Part D drugs
IV Solutions for hydration therapy Yes  
Klonopin® (Clonazepam)  No Benzodiazepine 
Lancets No NOT directly associated with injection of insulin 
Less-than-effective DESI Drugs 
(and those drugs identical, related 
or similar) 


No 
 


Leucovorin Calcium Yes  
Librax® 
(Clidinium/chlordiazepoxide) No Less-than-effective DESI drug 


Limbitrol® 
(Amitriptyline/chlordiazepoxide) Yes See Commercially Available Combination Product Policy  


Megestrol Acetate and 
Growth Hormone when used for 
AIDS wasting and cachexia 


Yes 


Prescription drug products that otherwise satisfy the 
definition of Part D drug are Part D drugs when used for 
AIDS wasting and cachexia if these conditions are 
"medically accepted" indications, as defined by section 
1927(k)(6) of the Social Security Act (SSA), for the particular 
Part D drug.  Specifically, CMS does not consider such 
prescription drug products being used to treat AIDS wasting 
and cachexia as either agents used for weight gain or 
agents used for cosmetic purposes, and therefore such 
products cannot be excluded from the Medicare Prescription 
Drug Benefit by reference to section 1927(d)(2) of the SSA. 
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Product/Drug/Drug Category 


(Listing is NOT all-inclusive) 


May be covered under 
basic Part D benefit 


(when used for 
“medically accepted 
indication”1 and not 


covered under Medicare 
Parts A or B) 


Comments 


Methadone 


Yes, except when 
indicated for the 


treatment of opioid 
dependence 


A Part D drug is partially defined as “a drug that may be 
dispensed only upon a prescription”. . . . Consequently, 
Methadone is not a Part D drug when used for treatment of 
opioid dependence because it cannot be dispensed for this 
purpose upon a prescription at a retail pharmacy. 


Mysoline® (Primidone) Yes NOT considered a barbiturate 


Nonprescription/Over-the-counter 
(OTC) drugs 2


No, except Insulin and 
supplies associated with 


the injection of insulin 


Supplies associated with the injection of insulin include 
syringes, alcohol wipes, insulin pens and pen needles,     
gauze, and alcohol 


Omacor® Yes  
Phenobarbital No Barbiturate 
PhosLo® Yes  
Polysaccharide Iron Complex No Prescription vitamin/mineral product 


Prescription vitamins and mineral 
products, except prenatal vitamins 
and fluoride preparations 
 
Examples: 
• B vitamins (Niacin*, Folic Acid, 


Cyanocobalamin) 
• Vitamin K (phytonadione) 
• Vitamin D (ergocalciferol and 


cholecalciferol) 
• Zinc (sulfate, acetate) 
• Iron 
• Iodine 
• Multivitamin additives for 


parenteral nutrition 


No 


*CMS has determined that prescription Niacin products (e.g. 
Niaspan®, Niacor®) are prescription vitamins and therefore 
excluded from the definition of Part D drug in accordance 
with statutory requirements.  The effective date of this 
decision is June 1, 2006 due to the ambiguity and unique 
circumstances surrounding prescription Niacin products.  
Prior to this effective date, Part D plans may treat 
prescription Niacin products as either excluded prescription 
vitamins or as Part D drugs.  After May 31, 2006, 
prescription Niacin products will be universally excluded 
from the definition of Part D drug. 


Smoking cessation drugs (OTC) No  
Smoking cessation drugs (RX) Yes  
Sterile Saline/water for Irrigation Yes  
Suboxone®, Subutex® Yes  
Vitamin D Analogs (Calcitriol, 
doxercalciferol, paricalcitol, and 
dihydrotachsterol) 


Yes 
NOT considered prescription vitamins 


 


                                                 
2 Part D plans may include OTC drugs in step therapy protocols as part of their cost effective drug utilization management program.  However, 
OTC drugs included in these step therapy protocols are considered administrative costs, not Part D drugs. 
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Medicare Prescription Drug Plan Appeals and Exemption Requests
Questions & Answers


General information:


Part D plans are required to have a prescription drug coverage determination process which includes an exceptions process and appeals process that provide enrollees with the opportunity to challenge the exclusion of a particular drug from a plan’s formulary or the placement of a drug on a higher cost-sharing tier.  Each plan must have a procedure for making timely coverage determinations on both standard and expedited requests made by enrollees.


What are the definitions of a coverage decision, an exemption, an appeal?


Coverage determinations:  The first decision made by a plan regarding the prescription drug benefits an enrollee is entitled to receive under the plan, including a decision not to provide or pay for a Part D drug, a decision concerning an exception request, and a decision on the amount of cost sharing for a drug.


Exceptions: An exception request is a type of coverage determination request.  Through the exceptions process an enrollee can request an off-formulary drug, an exception to the plan's tiered cost sharing structure, and an exception to the application of a cost utilization management tool (e.g. step therapy requirement, dose restriction, or prior authorization requirement).   


Appeals:  The process by which an enrollee may challenge a plan's coverage determination.  There are five levels in the appeals process: redetermination by the plan, reconsideration by the Part D QIC, an ALJ hearing, review by the Medicare Appeals Council, and review by a federal district court


What shall I do if the drug I prescribed for my patient is not covered by their Medicare Prescription Drug Plan or has restrictions?


· Check the plan formulary for a list of similar drugs that are covered


· If the patient is unable to take another drug in that category-request an exemption from the plan to cover the drug.


Who can initiate the request for a coverage decision/exemption/appeal?


· An enrollee, or his or her appointed representative, such as a physician or family member, may request a coverage determination (which includes an exception) or an appeal. 


· In addition, an enrollee’s prescribing physician may request a coverage determination on behalf of the enrollee without being the enrollee’s appointed representative. 

· Should a plan make an unfavorable coverage determination, such as denying an exemption request, the enrollee, or his appointed representative, may appeal the plan’s decision.  


· Adjudication by a pharmacy is not a coverage decision.


How do I initiate an appeal to the Part D Plan to request coverage of my patient’s drug (s)?


· The Plan must provide information to the beneficiary on how to appeal


· Contact the plan and ask for an initial coverage determination- not CMS.


· Each plan has its own appeal form and process.  Some may only require a telephone call from the prescriber, while others may require a written request faxed to the plan detailing previous step therapies used by the patient, or medical necessity etc.


· Each plan must have their appeal contact name and appeal phone number available to prescribers.


· Each plan must make its appeal form and process public by sending this information to each enrollee (in a letter or brochure) and by posting this information to its web site.


· CMS is very much aware of the difficulty and confusion that may occur with many appeal formats and instructions. CMS has been working with the AMA to develop a uniform request form for all Part D plans. However, until this plan is available. prescribers requesting a coverage decision must use the form and process specific for each plan.


What types of exemptions are available?


· To cover a drug that is not on the formulary


· To waive coverage restrictions such as prior authorization, step therapy, or quantity limits on a drug


· To provide a higher level of coverage for the drug.  This would lower the amount the patients must pay for the drug and can only be requested for formulary drugs.


What are the limits on plans to make a coverage decision?


· 72 hours for a standard request


· 24 hours or less if the lack of coverage is life threatening


· The time frame limits begin once the plan receives the prescriber’s appeal request.


· Generally, plans must grant exemptions when they determine that it is medically appropriate do so. 


· Once an exception is approved, a plan may not require an enrollee to request approval for a refill for the remainder of the plan year so long as the physician continues to prescribe the drug and the drug continues to be safe and effective for treating the enrollee’s condition.  


How many levels of appeals? 


· If the Plan makes an unfavorable coverage determination, the decision can be appealed through a five-level process: 


· Redetermination by the Medicare Drug Plan


· Reconsideration by a CMS-contracted Independent Review Entity (IRE)


· Hearing by Administrative Law Judge (ALJ)  


· Medicare Appeals Council (MAC)


· Federal District Court


· The appeals process for the new Medicare Prescription Drug benefit is modeled after the Medicare Advantage appeals process.


· CMS and the prescription drug plans are required to provide information to enrollees, their caregivers, patient advocacy groups, and providers about the coverage determination and appeal processes.


· CMS will monitor plans and review enrollee complaints to ensure that plans do not engage in discriminatory practices.  Enforcement actions will be taken against plans that violate Medicare’s requirement.


From: CMS Region 10-Seattle


Provider Liaison: Toni Lysen-206.615.3802/ antonette.lysen@cms.hhs.gov
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auto-enrollement plans in WA and contact number


These are the Medicare Part D plans that Medicaid/Medicare clients were auto enrolled in.  


If clients enrolled in a different plan other than these plans, they may be responsible for a portion of their premium costs and higher co-pays. 

 


 


		Washington

		S5597

		Prescription Pathway

		095

		Prescription Pathway Bronze Plan Reg 30

		0

		800-765-8900



		Washington

		S5601

		SilverScript

		060

		SilverScript

		0

		866-552-6106



		Washington

		S5609

		Asuris Northwest Health

		001

		Asuris Northwest Health

		0

		800-452-2909



		Washington

		S5644

		RxAmerica

		062

		Advantage Freedom Plan

		0

		877-279-0370



		Washington

		S5644

		RxAmerica

		083

		Advantage Star Plan

		0

		877-279-0370



		Washington

		S5678

		Health Net

		006

		Health Net Orange

		0

		800-935-6565



		Washington

		S5678

		Health Net

		012

		Health Net Orange

		0

		800-935-6565



		Washington

		S5803

		Community Care Rx

		099

		CCRX BASIC

		0

		866-684-5353



		Washington

		S5820

		United HealthCare Insurance Company

		029

		AARP MedicareRx Plan

		0

		888-867-5564



		Washington

		S5820

		United HealthCare Insurance Company

		133

		United Medicare MedAdvance

		0

		888-566-6657



		Washington

		S5884

		Humana Inc.

		088

		Humana PDP Standard S5884-088

		0

		800-281-6918



		Washington

		S5917

		SierraRx

		006

		SierraRx

		0

		866-789-0565



		Washington

		S5921

		PacifiCare Life and Health Insurance Company

		022

		PacifiCare Saver Plan

		0

		800-943-0399



		Washington

		S5960

		Unicare

		030

		Medicare RX Rewards

		0

		800-928-6201



		Washington

		S5967

		WellCare

		064

		WellCare Signature

		0

		888-423-5252






_1200121429/CMS process for dual elig cost sharing.pdf


 1


 
 
 
 


January 13, 2006  
 
TO:      Medicare Part D Plans 
 
SUBJECT: Expedited Processes for Application of Cost Sharing for Dually Eligible 


and Other Low-Income Beneficiaries 
 
CMS is engaged in intensive efforts to provide all Part D plans with accurate information 
regarding the correct cost sharing levels for dually eligible and other low-income 
beneficiaries.  As this action continues on an expedited basis, CMS is requiring that Part 
D plans enhance their interim processes for ensuring that these beneficiaries are not 
charged standard cost sharing amounts.  Part D plans must take immediate steps to ensure 
that at least one of the following procedures is being effectively implemented when the 
pharmacy can identify the beneficiary's Part D plan and is seeking confirmation of the 
beneficiary's low-income subsidy status based upon such information as a Medicaid card, 
evidence that the prescription was previously filled by the Medicaid program, a CMS 
letter notifying the beneficiary of auto-assignment, a Social Security Administration letter 
notifying the beneficiary of eligibility for a low-income subsidy or other similar 
documentation: 
 
• Expedited Process for Low-income Cost Sharing Approval  
 


+ Part D plans must establish special units that are accessible through plan 
pharmacy help lines.  Calls must be triaged to these special units via either 
an interactive voice response (IVR) system or customer service 
representatives (CSR). 


+ Customer service representatives in these special units must have the 
authority to approve application of cost sharing at a level of no more than 
$2 for generic drugs and $5 for brand name drugs.  If sufficient 
information is available approval should be provided for other cost sharing 
levels, as appropriate (i.e., 0 cost sharing for beneficiaries in long-term 
care facilities).  


+ Upon approval, the customer service representatives must have the 
capability to operationalize the decision through the claims processing 
system in real-time to permit the pharmacy to electronically submit the 
claim and have it accepted. 


 
• Application of low-income cost sharing and subsequent processing of claims    
 


+ Part D plans must notify pharmacies through such means as interactive 
voice response systems and faxes that the pharmacy may apply low-
income cost sharing at the $2/$5 level for beneficiaries presenting 


DEPARTMENT OF HEALTH & HUMAN SERVICES Centers for Medicare & Medicaid Services 
               
                  7500 Security Boulevard 
                  Baltimore, Maryland 21244  
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documentation, such as that described above and hold the claim for 
resubmission when the beneficiary's correct low-income status has been 
entered into the claims processing system.  Requirements for pharmacies 
to submit claims within specified time frames (i.e., 14 days) will be 
temporarily suspended for claims for dually eligible beneficiaries and 
those presenting documentation of other low-income status. 


+ Pharmacies may contact the CMS pharmacy helpline to receive 
confirmation of the beneficiary's low-income status.   


+ For each such inquiry, CMS will send to the Part D plan's secure mailbox 
confirmation of the beneficiary's low-income status to assist the Part D 
plan in expediting entry of this information into plan records and permit 
the earliest possible resubmission of the claim by the pharmacy for 
approval.  


+ In the event of application of low-income cost sharing to a beneficiary 
who is later determined ineligible for this cost sharing, the Part D plan 
should establish a process for obtaining the correct cost sharing amount 
from the beneficiary. 
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STATE OF WASHINGTON


DEPARTMENT OF SOCIAL AND HEALTH SERVICES


Aging and Disability Services Administration


P.O. Box 45600, Olympia, Washington 98504-5600


Important Information about Changes in Your Prescription Drug Coverage:


Effective January 1, 2006, your Medicaid prescription drug coverage changed if you are eligible for Medicare Part D.  Due to this change, you can no longer use your Medical ID card to pay for most of your prescription drugs.  Medicare Part D will pay for most of your prescription drugs through the Prescription Drug Plan (PDP) that you are enrolled in.  


How do I get enrolled in the Medicare Part D Program?


You should have already received a yellow letter telling you that you have been automatically enrolled in the Medicare Part D program.  This letter should also tell you the name of the prescription drug plan you have been enrolled in.  If you have not been enrolled in a plan, any of the major pharmacies that are part of a network can enroll you into a national plan called “Wellpoint”.  You must bring proof of Medicare (such as the Red, White and Blue Medicare card), Medicaid and photo identification to the pharmacy to sign up for Wellpoint.


If you join a plan or Medicare enrolls you in a plan and it does not work for you, you can change plans at any time.   If you decide to change plans, the new plan will take effect the first day of the next month.  If you are not able to enroll on your own, someone can help you enroll in a plan that meets your needs.


What do I have to pay for?


You must pay co-pays for your prescriptions.  Co-pays cost from $1 to $3 for each prescription. If you choose a plan that is not fully paid for by the federal government, you may also have to pay a portion of your plan’s premium and higher co-pays.  Be sure to ask about the premium and co-pays when you are comparing plans. 


How will I pay co-pays if I’m also paying participation?


If you pay part of your income for the cost of your care (participation), the amount you pay in co-pays and premiums is considered a medical expense and may be used to reduce the amount you pay for the cost of your care.  If you get food assistance, co-pays and other medical expenses that exceed $35.00 per month may be used to give you more food benefits.  


· Report the amount you pay for co-pays and premiums to your local Home and Community Services Financial Worker.  If you don’t know who your financial worker is, you can call the local Home and Community Services Office or call 1-800-422-3263 and we can direct you to the office in your area.


· Provide receipts for the amount you report to your Home and Community Services Financial Worker. 


How will I get my medications if I live in a nursing home?


If you live in a nursing home, you may want to find out which drug plans work with the nursing home where you live.  If you move into a nursing home, you can switch plans at that time if you choose to.  After you have lived in a nursing home for a full calendar month, Medicare will stop charging you prescription co-pays. 

What if I have drug coverage from another type of insurance?


If you have prescription coverage from another insurance carrier such as an employer, union or retirement plan, talk to your insurance carrier.  If your insurance plan is not as good as Medicare prescription drug coverage, find out about your options from your insurance carrier.  You may not be able to drop your current prescription drug coverage to join a Medicare drug plan without also dropping your current health (doctor and hospital) coverage.  If you drop your current insurance plan, you may not be able to get it back. 


You may not need to join a Medicare Prescription Drug Plan if your insurance plan provides benefits equal to or better than the Medicare Plan.  In order to keep your current insurance plan, you may have to decline or disenroll in the Medicare Prescription Drug Plan.  


What if I have problems getting prescriptions that were covered by my Medicaid ID card before January 1?


You, your family, caregiver, or service provider should first contact:


· www.medicare.gov on the web, or;


· 1-800-Medicare (1-800-633-4227).  TTY users should call 1-877-486-2048;


If you still are unable to get your prescriptions, contact your caseworker.


If you have general questions about Medicare prescription drug coverage, you can contact:


· SHIBA (1-800-562-6900) or www.insurance.wa.gov (click on SHIBA); or


· Your local Senior Information and Assistance agency, call 1-800-677-1116 to find your local agency or look in the Yellow Pages under Sr. Citizen Services.

Here are some links to resources assisting people looking to learn more about the new Medicare drug coverage:

· www.maprx.info, Medicare Access for Patients RX, a coalition that helps beneficiaries with special needs;

· www.kff.org/medicare, The Kaiser Family Foundation, a health care policy group that offers information;

· www.medicarerights.org, The Medicare Rights Center has a hot line for people who have questions about the new drug benefit and can help with complaints that come up after you join;

· www.accesstobenefits.org, information on drug coverage;

· www.cms.hhs.gov, a worksheet developed by CMS to help select a plan can be found on this web site.
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Medicare Modernization Act (MMA) Transition of Duals Information

What is CMS doing to address the transition of dual eligible individuals who present at a pharmacy after January 1, 2006 without having been auto-enrolled into a plan offering Medicare prescription drug coverage?


In spite of all best efforts to identify and auto-enroll dual eligible individuals prior to the effective date of their Medicare Part D eligibility, it is possible that some individuals may show up at pharmacies before they have been auto-enrolled.  For this reason CMS has developed a process for a point-of-sale solution to ensure full dual eligible individuals experience no coverage gap.  We are establishing a process whereby beneficiaries who present at a pharmacy with evidence of both Medicaid and Medicare eligibility, but without current enrollment in a Part D plan, can have the claim for their medication submitted to a single account for payment.  The beneficiary can leave the pharmacy with a prescription, and a CMS contractor will immediately follow up to validate eligibility and facilitate enrollment into a Part D plan.


In order for this process to operate effectively there must be a uniform and straightforward set of instructions that all pharmacists can follow no matter which plan networks they are in or where they are in the country.  This requires a single account administered by one payer.  In addition, a national plan that offers a basic plan for a premium at or below the regional low-income premium subsidy amount in every PDP region will be able to both process the initial prescription (generally at in-network rates) and enroll the beneficiary in a matter of days, thus eliminating any gap in coverage.  Therefore, CMS has contracted with Wellpoint, an approved national PDP,  to manage a single national account for payment of prescription drug claims for the very limited number of dual eligible beneficiaries who have not yet been auto-enrolled into a Part D plan at the time they present a prescription to a pharmacy.  Further details on our Point-of-Sale (POS) Facilitated Enrollment process are provided below:


What is it? A special type of facilitated enrollment which will permit a full-benefit dual eligible individual who presents him/herself at the pharmacy, and who the pharmacist discovers has not already been auto-enrolled a plan, to obtain a prescription at the subsidized co-payment amount before leaving the pharmacy and to and be rapidly enrolled into a PDP with a fully subsidized premium.


Who does it apply to?  This special facilitated enrollment would apply only to full-benefit dual eligible individuals, and not to the deemed (SLMB, QMB, QI-1) population, or Medicare-only beneficiaries.


Why?  In spite of all efforts to identify and auto-enroll dual eligible individuals prior to the effective date of their Medicare part D eligibility, it is possible that a limited number of individuals may present at pharmacies before they have been auto-enrolled.  For instance, this could occur when an individual becomes newly qualified for Medicaid in-between the dates on which the state creates the monthly files for CMS.


When?   This process will be operational by January 1, 2006 to catch any potential full dual missed in auto-enrollment.


Where will the facilitated enrollment begin?  The process of facilitated enrollment will start at the pharmacy with the pharmacist billing a special WellPoint account that will set off a series of steps described below.


How is this facilitated enrollment enabled?  CMS has contracted with two vendors that will coordinate to expedite the facilitated enrollment process.  The first vendor is WellPoint, a national PDP (“POS Contractor”) that can provide point-of-sale access and offer plans below the low-income premium subsidy amount in every region.  The second vendor is Z-Tech, a CMS contractor (“Enrollment Contractor”) that can expedite validation of dual eligibility and return independently verified information on the individual’s eligibility for enrollment to the national PDP.


It is important to understand that since there is no fee-for-service component of Part D, the only way to process a claim at point-of-sale is through a Part D plan that has an account set up in advance to match the beneficiary and accept the claim.  This POS Contractor will maintain a pre-established service account to handle the initial processing of the claims, and will clear transactions from this account as soon as the Enrollment Contractor returns validated information.  Claim transactions for verified duals will be cleared by retroactively enrolling the dual eligible individual into the plan and reprocessing the initial claim with the correct member record.  Claim transactions for individuals who are determined to be ineligible (no Medicaid and/or Medicare status) will be reversed to the pharmacy for collection.  Note that this provides an incentive for the pharmacy to bill the special account as accurately as possible, a control that our pharmacy industry contacts endorse.


Selected pharmacy industry contacts from both chain and independent pharmacies have commented on this process, and agree that it is a reasonable approach to addressing the potential gap in coverage.  They are most concerned with being able to continue to serve their customers returning to the store after January 1, and believe this process will allow them to do so in the most seamless way possible for the beneficiary.  They have suggested that allowing a pharmacy (particularly an out-of-network pharmacy) to limit the initial dispensing at its discretion would also limit pharmacy liability for false positives.


What will this process look like?

1. Full dual presents at the pharmacy with either a Medicaid card, or previous history of Medicaid billing in the pharmacy system patient profile.


2. Pharmacist bills Medicaid and the claim is denied.


3. Pharmacist requests photo identification and checks for Part D enrollment by: 


Submitting an E1 query to the TROOP facilitator; pharmacist also checks for A/B Medicare eligibility by:


· Requesting to see a Medicare card; or 


· Calling 1-800-MEDICARE; or


· Requesting to see the Medicare Summary Notice (MSN);


4. If the E1 query returns Part D plan enrollment information, the pharmacist bills the appropriate plan.  Otherwise, this process continues only if the pharmacist can not identify the appropriate plan to bill and the pharmacist is able to verify both Medicaid eligibility (step 1) and Medicare eligibility (step 3).


5. The Pharmacist enters the claim into the automated pharmacy system, including available data on the beneficiary as to name and ID number (HICN, Medicaid ID number, or SSN), as well as date of birth, address, and phone number.  Note that pharmacies routinely collect this information at point-of-sale anyway in accordance with state pharmacy laws.


6. Pharmacist submits the claim to the single pre-established service account indicated on the POS Contractors payer sheet, and in response to the paid claim response provides the prescription drug to the beneficiary at the $1/$3 cost sharing level.


7. The POS Contractor processes the claim as paid (network pharmacies) or as a captured response (out-of-network pharmacy). 


8. If the pharmacy is out-of-network then special instructions would be sent to the pharmacy to establish the mechanism for payment.


9. The POS Contractor sends a daily file to the Enrollment Contractor on the beneficiary data submitted with these paid claims.


10. The Enrollment Contractor uses this information to validate dual eligibility via access to CMS and state systems and returns validation of eligibility or ineligibility to the POS Contractor.


11. If the individual is verified to have dual eligibility and has not been enrolled in a Part D plan, the POS Contractor would immediately submit an enrollment transaction on behalf of the dual to enroll him/her to a POS Contractor plan retroactively.  Normal rules for duals opting out of the plan would apply.


12. If the beneficiary is a full dual and already enrolled in a Part D plan, the claim will be reversed and the pharmacy will bill the appropriate Part D plan.


13. If the beneficiary is Medicaid only, the claim will be reversed and the pharmacy will bill the appropriate state agency.


14 If the person claiming dual status is found to be Medicare eligible only, the Enrollment Contractor will notify the beneficiary by letter that s/he is ineligible for the facilitated enrollment service but may enroll in a Part D plan under normal enrollment rules, and the claim will be reversed to the pharmacy for collection.


How will this process be communicated to pharmacies and pharmacists?

1) WellPoint will provide the details of this process on its industry “payer sheet” – the mechanism utilized in the pharmacy industry to communicate billing processes among pharmacies, switches and processors (payers).  Payer sheets are picked up by pharmacy IT staff and software vendors and systems are coded to automate as much as possible.


2) CMS is producing a CD-ROM for distribution to the bench pharmacists that will address these instructions, as well as use of the E1 (eligibility) query, coordination of benefits, and other issues of concern to pharmacists.  This CD-ROM is targeted for completion early December.  It will be distributed to our pharmacy contacts, and will be available upon request from CMS.  Part D plans will be encouraged to advertise the CD-ROM or to make copies available to their network contacts.


3) This process will be spotlighted on a number of regularly scheduled conference calls with NCPDP members, Part D plans, and Regional Office Pharmacy Outreach staff as soon as all procurement-sensitive arrangements have been resolved.
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Tip Sheet for Employer & Union Plan Sponsors:


Beneficiaries Who Will Be Automatically Enrolled in a Medicare Drug Plan and How Their Retiree Coverage Will Be Affected

How Employers, Unions and Other Plan Sponsors Are Responding to the Medicare Modernization Act


On January 1, 2006, the new Medicare prescription drug benefit goes into effect.  Some employer and union retiree drug plans are designed to take the place of Medicare drug coverage, while other plans are designed to supplement Medicare drug coverage.  Many employer/union retiree drug plans designed to take the place of Medicare drug coverage do not provide coverage to retirees that enroll in a Medicare drug plan.  If a retiree covered by one of these plans signs up for a Medicare drug plan, they may lose their retiree prescription drug coverage, they may also lose their retiree medical coverage, and their spouse and dependents may lose their retiree medical and drug coverage.

Beneficiaries Who are Eligible for Medicare’s Low Income Subsidy Face Different Choices

For most retirees, choosing between continuing employer/union drug coverage and enrolling in a Medicare drug plan is not difficult to make because their current retiree coverage is more generous than Medicare drug coverage.  However, retirees who are eligible for Medicare’s low income subsidy benefit - which provides drug coverage with significantly reduced cost-sharing - will often receive substantially better drug coverage from Medicare than their retiree plan.  

Some Retirees Will Be Automatically Enrolled in a Medicare Drug Plan, Which Could Adversely Affect their Employer/Union Coverage


Who are the Medicare drug plan auto-enrollees?  Prior to January 1, 2006, about 6 million Medicare beneficiaries received their medical and prescription drug coverage through their State Medicaid programs.  The Medicare Modernization Act requires that these beneficiaries be automatically enrolled in a Medicare drug plan effective January 1, 2006, unless they elect to opt out and disenroll.  These beneficiaries received letters from Medicare explaining which Medicare drug plan they would be auto-enrolled in.  Many of these beneficiaries may be incapable of performing their activities of daily living, so nursing home administrators, state pharmacy assistance programs or other persons or entities may act as their representative.


Who are the Medicare drug plan facilitated enrollees?  For the first five months of 2006, beneficiaries who are eligible for the Low Income Subsidy benefits provided by Medicare will be assisted to enroll in a Part D plan.  These beneficiaries are “facilitated enrollees” and their Medicare drug coverage will be effective June 1, 2006 or later unless they elect to opt out and disenroll.  


Some of these auto-enrollees and facilitated enrollees are also retirees receiving prescription drug coverage from an employer or union that does not provide drug coverage to retirees that enroll in a Medicare drug plan.  These retirees can opt out of Medicare drug coverage, in order to keep their employer/union coverage, by simply calling 1-800-Medicare or by contacting the Medicare drug plan in which they were enrolled.  Be aware that retirees who find themselves in this situation may be confused and worried about losing retiree and/or Medicare coverage, and may need help and extra time to decide which plan is best for them.


Why Plan Sponsors Should Be Especially Concerned About Auto-enrollees and Facilitated Enrollees

The auto-enrollment and facilitated enrollment of these beneficiaries in Medicare drug plans can affect retiree plans in several ways.  Some employers/unions have advised retirees that if they enroll in a Medicare drug plan they will lose their employer/union prescription drug coverage, and in some cases retiree medical coverage as well.  If a plan has retirees who have also been auto- or facilitated-enrolled, some of those retirees may wish to opt out of Medicare drug coverage to keep their retiree coverage but experience difficulty doing so in a timely manner.


In addition, some auto-enrolled and facilitated enrolled retirees will face difficult personal decisions.  When retirees have to choose between retiree drug coverage and Medicare drug coverage, determining which provides the best drug coverage is not their only consideration.  They need to consider whether signing up for a Medicare drug plan will cause them or a family member to lose retiree drug coverage and possibly medical coverage that they can not afford to lose.  If they or a covered family member is in a nursing home and Medicaid pays for part of all of the nursing home expenses, they need to consider whether enrolling in a Medicare drug plan is a requirement for Medicaid to continue paying for the nursing home care.

What Can Employer & Union Retiree Plan Sponsors Do to Help?


Employer and union plan sponsors can take one or more of the following steps to reduce or eliminate the risks and adverse consequences facing retirees and their families.


Flexible transition/correction period:  Many plan sponsors realize that retirees who wish to opt out of Medicare drug coverage in order to retain their employer coverage may not be able to do so in a timely manner.  In recognition of this fact, they are:


· Deferring any permanent changes in retirees’ plan eligibility, enrollment or covered benefits for a period of time to allow extra time for retirees to opt out of their autoenrolled Medicare drug plan;


· Providing a special enrollment period for retirees to re-enroll in the employer/union plan; and/or


· Coordinating benefits with Medicare drug plans for a period of time until retirees can opt out of the Medicare drug coverage.


Split retiree/family enrollment:  Many plan sponsors are allowing spouses and dependents to continue receiving coverage from the employer/union plan even when the retiree enrolls in a Medicare drug plan.


Adding a supplemental coverage option:  Although they did not initially intend to provide a supplemental coverage option to retirees, a number of employer and union plan sponsors have added one in order to address these types of situations.


Assisting retirees to opt out of a Medicare drug plan if that is what they choose to do:  Plan sponsors are an important source of information, and many have provided educational materials to retirees that explain how to disenroll from a Medicare drug plan by calling 1-800-Medicare or by contacting the Medicare drug plan in which they are enrolled.


If You Need More Information….

Visit the CMS website at http://www.cms.hhs.gov or contact the Employer Policy and Operations Group’s Division of Outreach.
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
200 Independence Avenue, SW 
Washington, DC  20201 
 
Office of External Affairs Office 
 


FACT SHEET 
 


ENSURING AN EFFECTIVE TRANSITION OF DUAL 
ELIGIBLES FROM MEDICAID TO MEDICARE PART D 


 
Beginning January 1, 2006, responsibility for the prescription drug coverage for over 6 
million low-income Medicare beneficiaries who also are enrolled in Medicaid shifts from 
the states to the federal government consistent with the Medicare Modernization Act of 
2003.  These beneficiaries, referred to as the full-benefit dual eligibles, will qualify for 
Medicare prescription drug coverage with low or no premiums and co-payments of a few 
dollars.  
 
CMS recognizes the enormity of this transition from Medicaid drug coverage to Medicare 
and has been working intensively with many partners in and out of government to ensure 
that the transition process for these beneficiaries is as seamless and efficient as possible.  
The most important goal of this transition is to ensure full-benefit dual eligible 
beneficiaries will get the prescription drug coverage they need as of January 1, 2006.  
 
CMS is committed to accomplishing the following two key objectives to ensure a safe 
and appropriate transition of the dual eligible population from Medicaid to Medicare 
Prescription Drug Coverage:   
 
I.  Providing comprehensive coverage and high quality prescription drug coverage plans 
for all people with Medicare, but especially for the dually eligible population, who often 
take a number of prescriptions to manage one or more chronic conditions.  To achieve 
this objective, CMS has taken the following steps: 


 
A.  Robust Formulary Requirements – CMS developed a set of checks and 
oversight activities to ensure that prescription drug plans offer a comprehensive 
benefit that reflects best practices in the pharmacy industry, as well as current 
treatment standards.  Plan formularies must recognize the special needs of 
particular types of beneficiaries, such as mental health patients, those with 
HIV/AIDS, those living in nursing homes, people with disabilities, and other 
beneficiaries who are stabilized on certain drug regimens.  CMS has reviewed 
these formularies and benefit structures to verify that plans are in compliance with 
the following critical requirements: 


   
 1. Multiple drugs in each class – minimum statutory requirement is that a 
formulary must include at least two drugs in each approved category and class 







(unless only one drug is available for a particular category or class).  In addition, 
we have required that each plan’s formulary include all or substantially all drugs 
in each of the following key categories:  antidepressants, antipsychotics, 
anticonvulsants, anticancer drugs, immunosuppressants and antiretrovirals for 
treating HIV/AIDS. 


 
 2.  Each Medicare prescription drug plan’s formulary was developed and 
reviewed by the plan’s pharmacy and therapeutics committee.  Each must be 
consistent with widely used industry best practices. 


 
 3.  CMS compared the prescription drug plans’ use of benefit management 
tools to the way these tools are used in existing drug plans to ensure that they are 
being applied in a clinically appropriate fashion.   


 
B.  Transition Guidance – CMS has required each Medicare prescription drug 
plan to establish an appropriate transition process for all new enrollees.  All of 
these transition plans include at least a one-time fill of a prescription drug 
excluded from the plan’s formulary in order to accommodate situations in which a 
beneficiary presents at a participating pharmacy with a prescription he or she has 
previously filled but that is not on the formulary.  Each transition process 
addresses the plan sponsor’s method of educating both beneficiaries and providers 
to ensure a safe and complete accommodation of an individual’s medical needs 
with the plan’s formulary.  Additionally, CMS recommends that this transition 
process address unplanned transitions as individuals change treatment settings due 
to a change in their level of care.   


 
C.  Exceptions Procedures – CMS has developed exceptions procedures designed 
to ensure that enrollees receive prompt decisions regarding whether medications 
are medically necessary. For example, if an enrollee requests a non-formulary 
drug, the plan must make its decision as expeditiously as the enrollee’s health 
condition requires after it receives the request, but no later than 24 hours for an 
expedited coverage determination or 72 hours for a standard coverage 
determination. 


 
D.  Protecting Dual Eligible Residents of Long-Term Care Facilities - CMS 
established specific protections for beneficiaries who live in long-term care 
facilities and get their prescriptions from long-term care pharmacies.  A condition 
of participation requires every plan to provide in-network coverage to all 
enrollees who live in any nursing home in its region.  Each plan will be notified as 
to which of their enrollees live in a long-term care setting, which will help the 
plans and the facilities prepare for any potential changes to the beneficiary’s drug 
regimen.  Because a large number of long-term care residents are full-benefit dual 
eligibles, it is important for the transition process that plans employ to account for 
any issues associated with filling the first prescription of a non-formulary drug.  
CMS has also developed ways to assist long-term care facilities in identifying the 
plan in which their dual eligible residents are enrolled to allow for early 







accommodations to new formularies, if necessary.   In addition to using the web-
based Prescription Plan Finder tool at www. Medicare.gov for individual resident 
inquiries, long-term care facilities without Internet access or who need Medicare 
prescription drug plan enrollment information for multiple residents can now do 
so via a special CMS fax-based procedure.


   
II. Ensuring continuity of prescription drug coverage and care for the dual eligibles. 


 
A. Outreach & Partnerships – CMS has conducted targeted education and outreach to ensure 
dual eligible beneficiaries are aware of the upcoming changes to their prescription drug 
coverage, including the transition in coverage, auto-enrollment, and their individual rights.  
CMS is conducting an integrated education effort incorporating both paid and earned multi-
media, direct mail, and extensive grassroots operations organized down to the county level.  
This effort is run in cooperation with thousands of trained traditional and non-traditional 
partners across the country, including other federal agencies, state and local governments, 
pharmacists, nursing homes and other health care providers, faith-based organizations, and 
community based organizations. 
 
B. Auto-enrollment – To ensure that there is no lapse in prescription drug coverage for full 
dual eligibles; CMS will make sure that full-benefit dual eligibles are enrolled in a Medicare 
prescription drug plan by January 1, 2006.  In November, anyone who was a dual eligible 
for even one month beginning in March, 2005 received a letter which informed them of their 
new plan and the option to choose another plan.  Dual eligible individuals also will have the 
opportunity to switch plans at any time.  This ensures continuity of care when Medicaid 
prescription drug coverage ends, while also retaining the personal right to select a plan that 
best meets their needs.  If a beneficiary is unaware of the plan in which they have been auto-
assigned he/she can call 1-800-MEDICARE or look at the “Medicare Prescription Drug Plan 
Finder” on www.medicare.gov.  In the future, we will identify and auto-enroll those about to 
become full-benefit dual eligibles prior to the end of their Medicaid coverage to ensure a 
seamless transition on an on-going basis. This includes those Medicaid beneficiaries who 
will age into Medicare, or who will reach the end of the 24-month Medicare disability 
waiting period. 


 
C.  Targeted Assistance – CMS will have special protocols and specially trained operators 
and case work coordinators ready to provide dual-eligibles focused assistance in January for 
any questions or concerns that may arise.  We will track any issues and act on them quickly.  
CMS will work closely with States and with our many partners around the country to ensure 
that dual eligibles have a smooth transition to Medicare drug coverage. 


 
D.  Collaboration with States – CMS is committed to working with States on an ongoing and 
collaborative basis to ensure both the immediate need of a smooth transition for their current 
dual eligible residents is met and a continuing basis ensuring a successful transition for 
Medicaid beneficiaries who age into Medicare, the newly dually eligible individuals.  This 
work commenced  in August 2004  with convening of the State Issues Workgroup which 
included representatives from State Medicaid Agencies, the Social Security Administration 
and CMS. In addition to the ongoing efforts of the State Issue Workgroup, CMS engaged the 
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States in a series of summits, conference calls and workshops to discuss and work through 
the implementation issues of the MMA.  Finally, CMS has worked especially closely with 
states on ensuring their monthly data feed identifying full-benefit dual eligible individuals to 
CMS is complete and accurate.  CMS has a nationally recognized expert in Medicaid data 
validate each state’s monthly feed, and the number matched consistently exceeds 99%. 


 
E.  Automatic Eligibility Checks and Coordination of Benefits in Pharmacies – In 
unprecedented coordination with all segments of the pharmacy and prescription drug payer 
industries, CMS has participated in the development of an automated Part D eligibility query 
and coordination of benefits (COB) process.  The new eligibility capability will allow 
pharmacies to use existing pharmacy systems to identify a Medicare beneficiary’s plan 
billing information, which will save pharmacists time and money in processing prescriptions 
for Medicare beneficiaries.  This billing information will also allow pharmacists to 
immediately coordinate benefits with any other coverages the beneficiary may have through 
other payers, even if the beneficiary does not present the plan ID card or is even aware that 
he/she has been auto-enrolled into a Part D plan.  These services will be open and accessible 
by all pharmacies regardless of the network or pharmacy management system they use. 


 
F. Point of Sale Protection – CMS is making its best effort to identify and auto-enroll all 
dual-eligible beneficiaries prior to the effective date of their Part D eligibility.  However, it 
is possible that some beneficiaries may go to pharmacies before they have been auto-
enrolled in a Part D plan.  For this reason, CMS has developed a process for a point-of-sale 
solution to ensure full dual eligible individuals experience no coverage gap when Part D 
coverage commences. 


 
If a beneficiary presents at a pharmacy with evidence of both Medicaid and Medicare 
eligibility, but without current enrollment in a Part D plan, the beneficiary will be able to 
leave the pharmacy with their prescriptions and a CMS contractor, which will be announced 
later today, will immediately follow up to validate eligibility and facilitate enrollment into a 
Part D plan.   
 
CMS and its contractor will provide a uniform and straightforward set of instructions that all 
pharmacists can follow no matter which plan network they are in or where they are in the 
country.  To achieve this objective,  CMS is contracting with a single national plan to 
manage a single national account for payment of prescription drug claims for the very 
limited number of dual eligible beneficiaries who have not yet been auto-enrolled into a Part 
D plan at they time they present a  prescription at the pharmacy.   


 
For further detail about this additional component of the dual transition work plan please 
click here: 
bin/cmshhs.cfg/php/enduser/std_adp.php?p_faqid=6248
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Example:


Aged SSI client in Assisted Living facility with $400 SSA income, $223 SSI income and $46 SSI State Supplement


Income




$669.00


PNA




-$ 58.84


Room & Board



-$544.16



Income available to pay for co-pays without impacting PNA = $66


Disabled SSI client in Adult Family Home with $400 SSA income, $223 SSI income.


Income




$623.00


PNA




 -$58.84


Room & Board



-$544.16



Income available to pay for co-pays without impacting PNA = $20


Disabled SSI client in Adult Family Home with $603 SSI income


Income




$603.00


PNA




 -$58.84


Room & Board



- $544.16



No income available to pay for co-pays without impacting PNA
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Prescription Drug Costs and Post-eligibility for Institutionalized Individuals

Background

Beginning January 1, 2006 individuals enrolled in Medicare will be able to receive prescription drugs through Medicare Part D.  For the most part, coverage of prescription drugs will no longer be available under Medicaid.  Many states have raised questions about how to treat pharmacy charges and Part D costs for institutionalized individuals.


Part D Premiums

Full benefit dual eligibles (FBDEs) are entitled to premium-free Part D enrollment, however they may elect enrollment in an enhanced plan.  Those who enroll in an enhanced plan are responsible for that portion of the premium attributable to the enhancement.  When an institutionalized FBDE is enrolled in an enhanced plan the portion of the premium that remains the individual’s responsibility is an allowable deduction in the post-eligibility calculation.


Co-pays, Deductibles & Coverage Gap

Full benefit dual eligibles (FBDEs) who are institutionalized and enrolled in a Part D plan or a Medicare Advantage-Prescription Drug plan (PDP or MA-PD) will not be responsible for the payment of deductibles or co-pays, nor will they be subject to a coverage gap in their Part D benefits (these rules do not apply to individuals eligible under a 1915 (c) waiver).  Listed below are the various circumstances that may apply to institutionalized FBDEs:


1. Individuals who were FBDEs and institutionalized as of January 1, 2006 will be auto-enrolled into a PDP or, if in a Medicare Advantage plan that offers a drug plan, into the MA-PD.  The plan will require no co-pays or deductibles and will apply no coverage gap.


2. For individuals who were FBDEs prior to institutionalization, and who were subject to co-pays, the plan may continue to charge those co-pays until such time as the plan is notified of the individual’s institutionalized status.  If the state identifies the individual as an institutionalized FBDE for past months on their monthly MMA file, the plan will reimburse the individual for any co-pays incurred during those months.


3. For individuals who were enrolled in Part D, but who were not eligible for Medicaid at the time of institutionalization, the plan may continue to charge co-pays, deductibles and costs incurred during a coverage gap until such time as the plan is notified of the individual’s status as an institutionalized FBDE.  If the state identifies the individual as an institutionalized FBDE for past months on their monthly MMA file, the plan will reimburse the individual for co-pays, deductibles and costs incurred during a coverage gap for those months.


4. Individuals who qualify for Part D but are not enrolled in a plan, and are not Medicaid eligible at the time of institutionalization, will be fully responsible for their drug costs until Medicaid eligibility is determined and auto-enrollment is processed as an institutionalized person.  The plan will be responsible for drug charges with the effective date of the enrollment. The plan will not charge deductibles or co-pays, or apply a coverage gap to those enrolled as institutionalized FBDEs. 


In the first three circumstances above, when post-eligibility is calculated, there should be no deductions for co-pays, deductibles or coverage gaps.  This is because, if incurred, the individual is not ultimately responsible for these charges.  In the last circumstance above, the individual will remain responsible for Part D covered drugs purchased prior to the effective date of the Part D enrollment.  In this circumstance the cost of these drugs is an allowable deduction in the post-eligibility calculation.


Non-formulary Part D Drugs 


PDPs  and MA-PDs are required to develop transition plans for institutionalized individuals.  Plans may allow for limited coverage of drugs that are not part of the plan’s formulary.  Each PDP/MA-PD’s transition plan may vary.  Plans must issue a periodic (at least monthly) statement to the beneficiary explaining all benefits paid and denied.  Part D drugs that are not covered by the plan may not be covered by Medicaid, and absent other drug coverage, these would remain the responsibility of the individual. These charges may be allowable deductions in the post-eligibility calculation.  To determine whether or not prescription charges should be allowed in post-eligibility, apply the following rules:


· When a plan denies coverage of a prescription the beneficiary has the right to request an exception for coverage of the drug.  The beneficiary is notified in writing of the decision on any exception requested.  If the drug charge appears on the statement as a denial, and no exception was requested, do not allow the charge.


· If the drug charge appears on the statement as a denial, and an exception was requested and denied, allow the charge.  At the state’s option, the deduction for these costs may be subject to reasonable limits.  


This procedure will help ensure that legitimate costs for drugs not covered by the plan are correctly allowed in post-eligibility.  By relying on the plan statements and exception notices, eligibility workers will not need to be concerned with knowing the plan’s formulary or non-formulary drugs covered under a transition plan or under the exception process.  Applicants should be advised to maintain these documents for consideration in post-eligibility.  


Non-Part D Covered Drugs

Certain drugs are not covered under Part D.  State Medicaid programs have the option of covering these excluded drugs.  If the institutionalized FBDE presents documentation that a purchased drug is excluded under Part D, and the State Medicaid program has not opted to cover the drug, absent other drug coverage, the drug may be an allowable deduction in the post-eligibility calculation.  States may place reasonable limits on this deduction.


Projection and Reconciliation

For states that opt to project medical expenses for post-eligibility, note that the projected figures must be reconciled at the end of the prospective period.  Use the guidelines above to determine the beneficiary’s actual costs to determine the appropriate adjustment to the projected deductions.
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