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H06 - 081– Information

December 7, 2006

	TO: 
	Home and Community Services (HCS) Division 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 2007

	Purpose:
	To inform staff of the 2007 Medicare Prescription Drug (Part D) plan changes and loss of Low-Income Subsidy (LIS) for some clients.

	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 $1 to $5 per prescription (also called low-income subsidy or extra help).   
A low-income subsidy (extra help) is also available for people with Medicare who have limited income and resources to help pay their Medicare prescription drug plan costs.  This subsidy helps pay for premiums, co-payments and annual deductibles.  Individuals with limited income and resources who do not automatically qualify can apply for LIS.

	What’s new, changed, or

Clarified:
	· Effective January 2007 co-pays for full-benefit dual eligibles are now from $1 to $5.35.  The state will continue to cover the co-pays up to a maximum of $5.35.

· Some plans have increased their premiums and no longer fall within the low-income subsidy limit or benchmark amount.  One plan is terminating its benchmark plan.  CMS is reassigning LIS beneficiaries who are enrolled in a plan that now has a premium that exceeds the subsidy amount.  These individuals will be randomly re-assigned to a new plan with a premium at or below the subsidy amount.
· If a beneficiary elected their own drug plan and was not auto-assigned in 2006, CMS will not re-assign the individual.  Individuals will be notified of any potential premium liability by their existing plan.
· Medicare mailed re-assignment notices by early November on blue paper that told beneficiaries the name of the plan they were re-assigned, how to stay in their current Prescription Drug Plan (PDP), and how to join a new plan.  Coverage in their new plan begins effective January 1, 2007.  The notice also included a list of benchmark plans in the region.  
· If beneficiaries want to switch plans, they should do so by December 8 so their new drug plan has time to mail a membership card, acknowledgement letter, and welcome package before the new coverage becomes effective on January 1, 2007.
· Some clients who qualified for the LIS in 2006 lost eligibility for Medicaid in 2006 and will not be automatically eligible for the LIS in 2007.  This group must reapply through SSA to reestablish LIS eligibility. CMS has provided us with a file containing the 11,000 clients who lost their LIS eligibility.  HRSA has established a new website with two reports on clients who lost their LIS coverage for 2007.  Staff who have access to the current HRSA websites for obtaining information on our Medicare/Medicaid dual eligible clients should have access to this new website.  Here is the link to the reports: 
http://dshswboly7014/Reports/Pages/Folder.aspx?ItemPath=%2fMedicare+Part+D
· 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 - $5.35) of the higher co-pays for clients enrolled in an enhanced plan and co-pays for private insurance with creditable coverage.

	ACTION:
	As a reminder:  
HCS and AAAs are still required to provide appropriate assistance to clients, their families or caregivers who call with questions about coverage.    Each HCS Region is responsible for developing a response method for requests from their clients.
The instructions for adjusting participation and room and board and tracking these costs are in MB H06-015.

	Related 
REFERENCES:
	HCS MB 06-015  Medicare Prescription Drug Benefit for Medicare/Medicaid Clients

	ATTACHMENTS:   
	CMS Reassignment Process and Timeframes:


[image: image1.emf]H:\MBs\In Process\ 2006\Mary Lou\Medicare Prescription Drug Benefits for Medicare-Medicaid Clients 2007\Reassignment Process.doc

           
[image: image2.emf]H:\MBs\In Process\ 2006\Mary Lou\Medicare Prescription Drug Benefits for Medicare-Medicaid Clients 2007\Timeframes.doc

  

2007 Benchmark Plans:

[image: image3.emf]H:\MBs\In Process\ 2006\Mary Lou\Medicare Prescription Drug Benefits for Medicare-Medicaid Clients 2007\2007 Benchmark plans table.doc


Medicare Mailings:

[image: image4.emf]H:\MBs\In Process\ 2006\Mary Lou\Medicare Prescription Drug Benefits for Medicare-Medicaid Clients 2007\CMS table of changes and dates.pdf


This chart explains mailings that people with Medicare have received regarding their Medicare prescription drug coverage, and any action that they need to take.  These mailings have been sent from a variety of sources including health plans, the Social Security Administration, and the Centers for Medicare & Medicaid Services.  Also included in the chart are the links to the documents.
CMS Transition Policy:

[image: image5.emf]H:\MBs\In Process\ 2006\Mary Lou\Medicare Prescription Drug Benefits for Medicare-Medicaid Clients 2007\CMS Letter.pdf


This is a letter from CMS to remind plan sponsors again of their transition policy for the upcoming contract year. As a reminder, CMS prepared the attached summary chart that outlines their policy as it applies to specific subgroups of beneficiaries and their requirements and expectations for Part D sponsors.   The attached document details the policy.

	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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2007 “Benchmark” Medicare Part D Stand-Alone Prescription Drug Plans Washington State

Data as of September 12, 2006

		 

		 

		 

		 

		 

		 

		 

		 

		 



		Company Name

		Plan Name

		Benefit Type

		$0 Premium with 
Full Low-Income Subsidy?

		Offers Variable
Co-payments

		Monthly Drug Premium

		Annual Drug Deductible

		Contract ID

		Plan ID



		Humana Insurance Company

		Humana PDP Standard S5884-088

		Basic

		

		 

		$15.00

		$265

		S5884

		088



		UnitedHealthcare

		AARP MedicareRx Plan - Saver

		Basic

		

		

		$19.50

		$265

		S5921

		021



		WellCare

		WellCare Classic

		Basic

		

		

		$22.40

		$265

		S5967

		167



		HealthSpring Prescription Drug Plan

		HealthSpring Prescription Drug Plan-Reg 30

		Basic

		

		 

		$24.00

		$265

		S5932

		029



		Pennsylvania Life Insurance Company

		Prescription Pathway Bronze Plan Reg 30

		Basic

		

		 

		$24.10

		$265

		S5597

		095



		Unicare

		MedicareRx Rewards Value

		Basic

		

		

		$24.30

		$265

		S5960

		030



		SilverScript

		SilverScript

		Basic

		

		

		$24.90

		$265

		S5601

		060



		Health Net

		Health Net Orange Option 1

		Basic

		

		

		$25.40

		$265

		S5678

		006



		UnitedHealthcare

		AARP MedicareRx Plan

		Basic

		

		

		$25.90

		$0

		S5820

		029



		RxAmerica

		Advantage Star Plan by RxAmerica

		Basic

		

		

		$26.60

		$265

		S5644

		083



		MEMBERHEALTH

		Community Care Rx BASIC

		Basic

		

		

		$26.70

		$265

		S5803

		099



		SierraRx

		SierraRx

		Basic

		

		

		$27.00

		$265

		S5917

		006



		UnitedHealthcare

		UnitedHealth Rx Basic

		Basic

		

		

		$27.60

		$0

		S5921

		022



		Aetna Medicare

		Aetna Medicare Rx Essentials

		Basic

		

		

		$27.70

		$190

		S5810

		064



		Health Net

		Health Net Orange Option 2

		Basic

		

		

		$27.90

		$0

		S5678

		012



		CIGNA HealthCare

		CIGNATURE Rx Value Plan

		Basic

		

		

		$28.00

		$265

		S5617

		148
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GUIDE TO CMS, SSA AND PLAN MAILINGS 
SUMMER AND FALL 2006 


 


MAILING BENEFICIARY ACTION NEEDED 
 


Social Security Letter to Review Eligibility for Extra 
Help and Enclosed Eligibility Form SSA Pub. No 
L1026 
End of August, Social Security  mailed letters to people 
who applied and qualified for extra help prior to May 
2006 to see if they qualify in 2007.  Includes a tip sheet, 
“Helping People with Medicare Apply for Extra Help 
Tip Sheet.” 


• If this information is correct or if your income or 
resources are less than the amount shown, you do not 
need to do anything.  


• If the information is not correct, return the enclosed 
form in the enclosed postage paid envelope or call 
Social Security toll free at 1-800-772-1213 (TTY 1-
800-325-0778).   


Loss of Deemed Status Letter (White Letter) (Pub. 
No. 11198) 
September 2006, CMS, in coordination with Social 
Security, mailed loss of help notices to people who no 
longer automatically qualify for extra help as of January 
1, 2007.  Includes a tip sheet, “Loss of Deemed Status 
Beneficiary Tip Sheet.”  
Main Message:  Loss of Extra Help  


• Apply for Extra Help through Social Security 
(application and postage paid envelope enclosed) or 
a State Medical Assistance (Medicaid) office.  


 


Change in Extra Help Copayment Letter (Pub. No. 
11199) 
October 2006, CMS mails a change in copayment level 
notice to people who will continue to automatically 
qualify for extra help in 2007, but whose copayment 
levels will change as of January 1, 2007. 
Main Message:  Change in Copayments 


• No action, unless your contact believes an error has 
occurred, keep the notice for your files.   


 


Plan Marketing Materials 
On October 1, plans begin sending marketing materials 
for 2007. 


• No action. Information allows beneficiaries to 
compare options for 2007. 


Plan Termination Letter 
By October 2, people whose 2006 plan terminates in 
2007 get notices from plans. 
Main Message:  Change in Prescription Drug Plan 


• Beneficiary must look for a new plan for coverage in 
2007. 



http://www.ssa.gov/prescriptionhelp/L1026%20Passive%20Redetermination%20English%20SAMPLE%20_08-25-06%20Systems_.pdf

http://www.ssa.gov/prescriptionhelp/L1026%20Passive%20Redetermination%20English%20SAMPLE%20_08-25-06%20Systems_.pdf

http://www.cms.hhs.gov/States/Downloads/PartnersHelpBenes.pdf

http://www.cms.hhs.gov/States/Downloads/PartnersHelpBenes.pdf

http://www.cms.hhs.gov/partnerships/downloads/11198.pdf#search=%22cms%2011198%22

http://www.medicare.gov/Publications/Pubs/pdf/11215.pdf

http://www.medicare.gov/Publications/Pubs/pdf/11215.pdf

http://www.cms.hhs.gov/partnerships/downloads/11199.pdf#search=%22cms%2011199%22
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Plan Annual Notice of Change (ANOC)  Model 
ANOC
By October 31, Notice from current plan of 2007 
formulary, benefit design, and/or premium changes.  
Main Message:  Change in Costs and/or Benefits 
Medicare RX Checkup   


• Review changes to decide whether the plan will 
continue to meet prescription drug needs in 2007. 


 
 


Reassignment Letter (Blue Letter) (Pub. No. 11208) – 
October 30  Version 1 
This notice explains your current plan is leaving the 
Medicare Program and Medicare will reassign you to a 
new plan effective January 1, 2007, unless you join a 
new plan on your own, by December 31, 2006.  
Main Message:  Change in Prescription Drug Plan 


• Keep the notice. 
• Compare the new 2007 plan to meet your needs.  


Which plans cover the prescriptions you take? Which 
pharmacies can you use? 


• Change plans, if you choose, before December 8th. 
• For more information call 1-800-MEDICARE; check 


Medicare & You 2007; go to www.medicare.gov, or 
contact State Health Insurance Assistance Program 
(SHIP) for free personalized help.   


Reassignment Letter (Blue Letter) (Pub. No. 11209) – 
October 30  Version 2 
This notice explains that your plan’s premiums are 
increasing, and will no longer be covered by the Low 
Income Subsidy in 2007.  Because you were auto 
enrolled into this plan in 2006, Medicare will reassign 
you to a new plan effective January 1, 2007, unless you 
join a new plan on your own, by December 31, 2006. 
Main Message:  Change in Prescription Drug Plan 


• Keep the notice. 
• Compare the new 2007 plan to your needs.  Which 


plans cover the prescriptions you take? Which 
pharmacies can you use? 


• Change plans, if you choose, before December 8th. 
• For more information call 1-800-MEDICARE; check 


Medicare & You 2007; go to www.medicare.gov, or 
contact State Health Insurance Assistance Program 
(SHIP) for free personalized help.   


Medicare and You 2007
The “Medicare & You” handbook is mailed to all 
Medicare households each fall.  Includes a summary of 
Medicare benefits, rights, and protections; lists of health 
and drug plans available in the area; and answers 
frequently asked questions about Medicare. 


• No action necessary.  Keep the handbook as a 
reference guide.  


• Also found at www.medicare.gov 


Premium Withhold Letter (Pub No. 11262) 
This letter is being sent to a subset of beneficiaries who 
received a refund as a result of an error in the CMS 
system and explains that due to a problem encountered 
when restarting the premium withhold option, CMS 
failed to withhold Part C premiums for September and 
October. 
Main Message:  Change in Amount of Social 
Security Check for November 


• Keep the notice. 
• If you have been paying your plan directly for your 


health coverage, please contact your plan to request 
a refund. CMS will pay your plan directly for the 
premiums it is owed.   


• If you have any questions, please call toll free at  
1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. 



http://www.cms.hhs.gov/PrescriptionDrugCovContra/PartDMMM/itemdetail.asp?filterType=none&filterByDID=-99&sortByDID=1&sortOrder=ascending&itemID=CMS1187112

http://www.cms.hhs.gov/PrescriptionDrugCovContra/PartDMMM/itemdetail.asp?filterType=none&filterByDID=-99&sortByDID=1&sortOrder=ascending&itemID=CMS1187112

http://www.medicare.gov/Publications/Pubs/pdf/11220.pdf

http://www.cms.hhs.gov/limitedincomeandresources/

http://www.medicare.gov/

http://www.cms.hhs.gov/limitedincomeandresources/

http://www.medicare.gov/

http://www.medicare.gov/publications/pubs/pdf/10050.pdf

http://www.medicare.gov/

http://www.cms.hhs.gov/center/partner.asp
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Premium Withhold Letter (Pub No. 11263) 
Due to a problem we encountered in restarting your 
premium withhold option; we failed to withhold your 
premium amounts for the months of September and 
October.  
Main Message:  Change in Amount of Social 
Security Check for November 


• Keep the notice. 
• If you have been paying your plan directly, please 


contact your plan to request a refund. CMS will 
directly pay your plan the premiums it is owed. 


• If you have any questions, please call toll free at  
1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. 


Premium Withhold Letter (Pub No. 11264) 
Due to computer systems problems, we have either been 
unable to withhold your premium at all, or we have 
been unable to withhold the correct amount of your 
premium for a number of months. 
 
Main Message:  Change in Amount of Social 
Security Check for November 


• Keep the notice. 
• If you have been paying the difference between the 


plan’s premium and the amount being withheld from 
your Social Security payment directly to your plan, 
please contact them to request a refund. CMS will 
pay your plan directly for the full amount of 
premiums it is owed. 


• If you have any questions, please call toll free at  
1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. 


Premium Withhold Letter (Pub No. 11265) 
Due to computer systems problems, we have been 
unable to process your request for direct premium 
withhold and you have been moved to a direct bill 
status. This means that your plan will now send you 
bills for the amount of your premium.  
Main Message:  Refund Sent to You 
 


• If you receive a refund for all of the premiums 
withheld to date, we advise that you set this refund 
aside since the plan in which you are enrolled will 
be billing you directly for these amounts.  Beginning 
with November, no premiums will be withheld from 
your Social Security payment. 


• If you have any questions, please call toll free at  
1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. 


 



http://www.cms.hhs.gov/center/partner.asp

http://www.cms.hhs.gov/center/partner.asp

http://www.cms.hhs.gov/center/partner.asp



		MAILING
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard 
Baltimore, Maryland 21244-1850 
 
CENTER FOR BENEFICIARY CHOICES 
 
Date:   November 1, 2006 
 
Memorandum to: All Part D Sponsors 
 
Subject: Reminder of  Part D Transition Policy and Expectations for the 


Upcoming Contract Year 
 
From:   Cynthia Tudor, Ph.D., Director, Medicare Drug Benefit Group 
 
 
As the time approaches for the annual open enrollment period, and as Part D sponsors are 
communicating with their beneficiaries, we wanted to remind plan sponsors again of our 
transition policy for the upcoming contract year.  As a reminder, we have prepared the 
attached summary chart that outlines our policy as it applies to specific subgroups of 
beneficiaries and our requirements and expectations for Part D sponsors.   
 
As we have stated in previous communications and guidance, the purpose of the 
transition process under the Medicare prescription drug benefit is not simply to provide a 
temporary supply of non-formulary drugs for a specified period of time but, rather, to 
provide your enrollees with sufficient time to work with their health care providers to 
switch to a therapeutically appropriate formulary alternative or to request a formulary 
exception on the grounds of medical necessity.  It is vital that enrollees be given clear 
guidance regarding how to proceed after any temporary fill is provided so that an 
appropriate and meaningful transition can be effectuated.   
 
It is also very important that plans have a transition process in place for current enrollees 
who may experience negative changes as a result of the plan’s 2007 formulary.  If an 
enrollee does not realize that a medication he or she is receiving will not be on the plan's 
new formulary in 2007 or that the cost-sharing status for the drug will change, coverage 
gaps may occur, causing the enrollee to pay higher out-of-pocket costs for the medication 
or not being able to receive the medication at all. To minimize the impact of these 
formulary changes on enrollees, it is critical that your enrollees receive their ANOC by 
October 31st of this year. The ANOC is intended to outline benefit changes for the 
upcoming year, including changes in cost-sharing and drug tier structures, and to provide 
notice of changes for the upcoming year’s formulary.  Enrollees must also receive a 
comprehensive or abridged formulary with the ANOC, which will provide enrollees with 
at least 60 days to review the new formulary to determine if their medications are covered 
and whether the cost-sharing for their covered medications will change for the 2007 
contract year. 
 







After enrollees receive their ANOC, CMS expects plan sponsors, consistent with our 
May 12, 2006 Q&A guidance, to select one of the following two options for effectuating 
an appropriate and meaningful transition for enrollees whose drugs are no longer on the 
formulary:  


• Provide a transition process for current enrollees consistent with the transition 
process required for new enrollees beginning January 1, 2007.  In order to 
prevent coverage gaps, plans choosing this option are expected to provide a 
temporary supply of the requested prescription drug (where not medically 
contraindicated), consistent with the 2007 Formulary Transition Guidance, 
and provide enrollees with notice that they must either switch to a 
therapeutically appropriate drug on the plan’s formulary or get an exception to 
continue taking the requested drug; or 


• Effectuate a transition for current enrollees prior to January 1, 2007.  In 
effectuating this transition, plans must aggressively work to:  (1) prospectively 
transition current enrollees to a therapeutically equivalent formulary 
alternative; and (2) complete requests for formulary and tiering exceptions to 
the new formulary prior to January 1, 2007.  Note: If a plan sponsor approves 
such an exception request pursuant to the Part D regulations, the plan sponsor 
shall authorize payment prior to January 1, 2007 and provide coverage 
beginning January 1, 2007.  If, however, plans have not successfully 
transitioned affected enrollees to a therapeutically appropriate formulary 
alternative or processed an exception request by January 1, 2007, they will be 
expected to provide a transition supply beginning January 1, 2007 and until 
such time as they have effected a meaningful transition, consistent with the 
2007 transition guidance. 


 
We also want to remind plans of the requirement in our 2007 transition guidance that we 
will make available plan transition process information via a required link from the 
Medicare Prescription Drug Plan Finder.  The plan’s formulary page should include a 
specific link to transition guidance or a specific page outlining the plan’s transition 
process.  We noted in our guidance that we would provide plans with model submission 
forms so that plan transition process information is presented consistently from plan to 
plan. Please find attached the model transition form that plans may use in this regard. 
 
We appreciate your cooperation to ensure a smooth transition for your enrollees.  Please 
feel free to contact your account manager if you have additional questions. 
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Attachment I 
 


 
Summary of CMS 2007 Transition Process Requirements and Expectations 


 
Transition process CMS Requirements and Expectations 


New enrollees into 
prescription drug plans on 
January 1, 2007 following the 
2006 annual coordinated 
election period  
(non long term care 
beneficiaries) 


Plans must provide a temporary 30-day fill (unless the 
enrollee presents with a prescription written for less than 
30 days) when a beneficiary presents at a pharmacy to 
request a refill of a non-formulary drug he or she was 
taking prior to enrollment (including Part D drugs that 
are on a plan’s formulary but require prior authorization 
or step therapy under a plan’s utilization management 
rules) within the first 90 days of their coverage under the 
new plan. 


Newly eligible Medicare 
beneficiaries from other 
coverage in 2007 into a Part D 
plan 
(non long term care 
beneficiaries) 


Plans must provide a temporary 30-day fill (unless the 
enrollee presents with a prescription written for less than 
30 days) when a beneficiary presents at a pharmacy to 
request a refill of a non-formulary drug he or she was 
taking prior to enrollment (including Part D drugs that 
are on a plan’s formulary but require prior authorization 
or step therapy under a plan’s utilization management 
rules) within the first 90 days of their coverage under the 
new plan. 


Individuals who switch from 
one Part D plan to another 
after January 1, 2007; 
(non long term care 
beneficiaries, including re-
assignees, and any individual 
moving to a new plan) 


Plans must provide a temporary 30-day fill (unless the 
enrollee presents with a prescription written for less than 
30 days) when a beneficiary presents at a pharmacy to 
request a refill of a non-formulary drug he or she was 
taking prior to switching plans (including Part D drugs 
that are on a plan’s formulary but require prior 
authorization or step therapy under a plan’s utilization 
management rules) within the first 90 days of their 
coverage under the new plan. 


New Enrollees - LTC 
residents 


Plans must provide a temporary supply of non-formulary 
Part D drugs – including Part D drugs that are on a 
plan's formulary but require prior authorization or step 
therapy under a plan's utilization management rules – for 
a new enrollee in a LTC facility for up to 31 days 
(unless the prescription is written for less than 31 days). 
In addition, plans must honor multiple fills of non-
formulary Part D drugs for up to 90 days of their 
coverage under the new plan 


Enrollees who remain in same 
plan they were enrolled in for 
2006 but experience negative 
formulary changes in 2007 


After enrollees receive their ANOC on October 31st of a 
given year, CMS expects plan sponsors to select one of 
the following two options for effectuating an appropriate 
and meaningful transition for enrollees who experience 
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Transition process CMS Requirements and Expectations 
(e.g., is taking a drug that was 
on-formulary in 2006 but is 
not on formulary in 2007 or 
had an exception granted in 
2006 that will not be honored 
in 2007).  


negative formulary changes: 
1.Provide a transition process for current enrollees 
consistent with the transition process required for new 
enrollees beginning January 1, 2007. In order to prevent 
coverage gaps, plans choosing this option are expected 
to provide a temporary supply of the requested 
prescription drug (where not medically contraindicated), 
consistent with the 2007 Formulary Transition 
Guidance, and provide enrollees with notice that they 
must either switch to a therapeutically appropriate drug 
on the plan’s formulary or get an exception to continue 
taking the requested drug; or 
2. Effectuate a transition for current enrollees prior to 
January 1, 2007. In effectuating this transition, plans 
must aggressively work to (1) prospectively transition 
current enrollees to a therapeutically appropriate 
formulary alternative; and (2) complete requests for 
formulary and tiering exceptions to the new formulary 
prior to January 1, 2007.  
 


Enrollees who request an 
exception, but the plan fails to 
issue a timely decision on the 
request by the end of the 
transition period 


CMS expects (per the March 30, 2006 memo “Critical 
Steps as Transition Period Ends”) plans to make 
arrangements to continue providing requested drugs via 
a case-by-case extension of the transition period to the 
extent that the individual's exception request or appeal 
has not been processed by the end of the minimum 
transition period. 
 


Enrollees who remain in same 
plan they were enrolled in for 
2006 and are on a drug as a 
result of an exception that was 
granted in 2006. 


Plans have the option of “honoring” exceptions that 
were granted in 2006 beyond the end of the plan year 
(i.e. a plan may choose to honor an exception for as long 
as the beneficiary remains in the plan).  If a plan is NOT 
going to honor an exception beyond the end of the plan 
year, it must notify the enrollee in writing at least 60 
days before the end of the 2006 plan year and either (1) 
offer to process a prospective exception requests for the 
2007 plan year or (2) provide the enrollee with a 
temporary supply of the requested prescription drug 
(where not medically contraindicated) at the beginning 
of 2007 and provide the enrollee with notice that they 
must either switch to a therapeutically appropriate drug 
on the plan’s formulary or get an exception to continue 
taking the requested drug. 
 


Enrollees who remain in same Prior to the beginning of the new plan year, enrollees 
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Transition process CMS Requirements and Expectations 
plan they were enrolled in for 
2006 and are on a drug that 
has a PA requirement that is 
expiring. 


may either attempt to satisfy the PA requirement by 
requesting a coverage determination, or requesting a 
formulary exception if he/she cannot satisfy the PA 
requirement. 


Current enrollee experiencing 
a level of care change 


Enrollees who are outside their transition period may 
experience circumstances that involve level of care 
changes in which a beneficiary is changing from one 
treatment setting to another.  CMS encourages, but does 
not require, plans to incorporate processes in their 
transition plans that allow for transition supplies to be 
provided to current enrollees with level of care changes.  
Thus, beneficiaries and providers must avail themselves 
of plan exceptions and appeals processes. 
 


Current enrollees entering 
LTC settings from other care 
settings 


These enrollees will be provided emergency supplies of 
non-formulary drugs – including Part D drugs that are 
on a plan’s formulary but require prior authorization or 
step therapy under a plan’s utilization management 
rules. This transition supply is not limited only to initial 
enrollment. 
 


Current enrollee in a LTC 
setting requiring an 
emergency supply of non-
formulary drug 


To the extent that an enrollee in a LTC setting is outside 
his or her 90-day transition period, the plan must still 
provide an emergency supply of non-formulary Part D 
drugs – including Part D drugs that are on a plan's 
formulary but require prior authorization or step therapy 
under a plan's utilization management rules – while an 
exception is being processed. These emergency supplies 
of non-formulary Part D drugs – including Part D drugs 
that are on a plan’s formulary but require prior 
authorization or step therapy under a plan’s utilization 
management rules – must be for at least 31 days of 
medication, unless the prescription is written by a 
prescriber for less than 31 days. 
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Attachment II 
General Transition Notice 


 
What if my current prescription drugs are not on the formulary or are limited on 
the formulary? 
 
New Members 


As a new member in our plan, you may currently be taking drugs that are not on our 
formulary or are on our formulary but your ability to get them is limited.  In instances 
like these, you need to talk with your doctor about appropriate alternative therapies 
available on our formulary.  If there are no appropriate alternative therapies on our 
formulary, you or your doctor can request a formulary exception.  If the exception is 
approved, you will be able to obtain the drug you are taking for a specified period of 
time.  While you are talking with your doctor to determine your course of action, you 
may be eligible to receive an initial <must be at least 30 days> transition supply of the 
drug anytime during the first <must be at least 90> days you are a member of our plan.     
 
For each of your drugs that is not on our formulary or for situations where your ability to 
get your drugs is limited, we will cover a temporary <must be at least 30>-day supply 
(unless you have a prescription written for fewer days) when you go to a network 
pharmacy.  [After your first <must be a least 30>-day transition supply, we may not 
continue to pay for these drugs under the transition policy.] OR [If you require refills 
after your first <must be at least 30>-day transition supply, we will cover <x> more 
refills, as necessary.  After you have used your <x> refills, we may not continue to pay 
for those drugs under the transition policy.>  You are reminded to discuss with your 
doctor appropriate alternative therapies on our formulary and if there are none, you or 
your doctor can request a formulary exception.]> 
 
If you are a resident of a long-term care facility, we will cover a temporary <must be at 
least 31>-day transition supply (unless you have a prescription written for fewer days). 
We will cover more than one refill of these drugs for the first <must be at least 90> days 
you are a member of our plan.  If you need a drug that is not on our formulary or your 
ability to get your drugs is limited, but you are past the first <must be at least 90> days of 
membership in our plan, we will cover a <must be at least 31>-day emergency supply of 
that drug (unless you have a prescription for fewer days) while you pursue a formulary 
exception.  
 
Continuing Members 


As a continuing member in the plan, you will receive your Annual Notice Of Change 
(ANOC) by October 31st.  You may notice that a formulary medication which you are 
currently taking is either not on the upcoming year’s formulary or its cost sharing or 
coverage is limited in the upcoming year. 
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[Plans should use one of the following options to describe their transition process for 
continuing members who are impacted by formulary changes in the new contracting 
year: 
 
In this case, we will provide for a transition period consistent with the above transition 
process for new enrollees.  
 
Or 
 
In this case, you must work with your doctor to either find an appropriate alternative 
therapy on our new formulary or request a formulary exception prior to the beginning of 
the new year.  If the exception request is approved, we will authorize payment prior to 
January 1st and provide coverage beginning January 1st.] 
 
<Plans must insert their transition policy for current enrollees with level of care changes, 
if applicable.> 
 
If you have any questions about our transition policy or need help asking for a formulary 
exception, call <customer/member> services at < phone number, TTY/TDD number>. 
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Reassignment Process


1) CMS will re-assign the client only if:


a) The dual eligible is enrolled in a plan whose premium is increasing more than $2.00 above the benchmark.  If the premium does not exceed benchmark + $2, CMS will not re-assign the beneficiary.  (The plan will be liable to cover the $2 amount.)


b) The plan is terminating their  (so far, only one plan intends to terminate a single PDP product);


c) CMS will assign the beneficiary to the same PDP if the PDP has a different plan in the same region that does not exceed the benchmark.


2)  CMS will not re-assign the beneficiary if:


a) There are no changes to plan;


b) Beneficiary is in an employer-sponsored plan;


c) Beneficiary is enrolled in Part C plan; or


d) Beneficiary had self-enrolled in a particular plan in 2006;


3) Assignment Process:


a) CMS will re-assign beneficiaries in mid-October;


b) CMS will notify the beneficiaries in early November.  The notice will be on blue paper;


c) There will be two types of notice:


i) One for people whose plan is terminating;


ii) One for people whose plan is increasing premiums


d) Notice will advise beneficiaries of their options:


i) Do nothing and be re-assigned by CMS;


ii) Affirmatively tell CMS they want to stay with existing plan and pay more out-of-pocket.


_1225612337.doc
Timeframes


		Date

		Action



		Sept. 25

		CMS will send a CD to states showing which dual eligibles will lose their LIS eligibility in 2007 (e.g., MN clients).



		Oct. 1

		Plans can start marketing 2007 plans.



		Oct. 2

		Plans that are terminating must notify their enrollees of the termination.



		Oct. 1 – 31

		Plans send clients notice of any coverage changes.



		Mid-Oct

		CMS will re-assign clients.  States will receive a one-time re-assignment data file in mid-October.  CMS



		Oct. 31

		Plans send existing clients materials on any changes for 2007



		Nov. 

		CMS sends re-assigned beneficiaries the blue notice



		Dec. 1

		Plans send re-assigned beneficiaries information about their new plan



		Dec. 8

		Last day CMS can guarantee that a plan change will be effective January 1, 2007



		Dec. 31

		Last date a beneficiary can change plans for January 2007. Note, however, that it will take days/weeks to effect the change in plan systems.



		Jan. 2007

		Plan must send beneficiaries notice of coverage.






