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Chapter 1 



Medicare

Background

Overview of the law

Names the law is known by

Medicare

Part A

Part B

Supplemental Medical Insurance

Part C

Medicare + Choice

Medicare Advantage

Part D

The Medicare Prescription Drug Improvement and Modernization Act of 2003 (MMA)

A brief description of the law/program

Medicare is a federal health insurance program. It is designed to assist individuals aged 65 and older, some disabled individuals under the age of 65 and patients with end stage renal (kidney) disease (ESRD). Medicare is divided into four parts: Part A (Hospital Insurance), Part B (Medical Insurance), Medicare Advantage (an alternative to Parts A and B) and Part D (Prescription Drug Coverage). Part A covers inpatient hospitalization, skilled nursing care, hospice, and some home health care. Part B covers outpatient care, home health care, doctor office visits, durable medical equipment, and other medical services. In the Balanced Budget Act of 1997, Congress established the Medicare program now known as Medicare Advantage. In the Medicare Modernization Act of 2003, Congress established an addition to the Medicare program known as Medicare Part D.

Medicare pays only part of the total cost of health care of eligible persons. Medicare has never provided comprehensive medical coverage. All parts of Medicare are subject to limitations, deductibles and/or co-pays. The copays and deductibles are linked to the consumer price index and may change every year. Beneficiaries often supplement their coverage with private insurance policies to cover the copays and deductibles. 

History of the law

When was it first enacted?

Medicare was established by Congress in 1965 as Title 18 of the Social Security Act. Coverage began in July 1966.
When have major modifications been made to the law?

The Medicare program has been changed in a number of ways since 1965. A few of the more significant changes are listed below.

· Health Maintenance Organizations are allowed to contract with the federal government to provide Medicare benefits beginning in the 1970s.

· Coverage for preventative benefits was expanded in the 1990s.

· Medicare Part D was created through the Medicare Modernization Act in 2003. The program began with a discount card in 2005 and then became available in private prescription drug plans on January 1, 2006.

Are there annual updates/links to annual changes in poverty levels?

Medicare eligibility is not related to income, and so Federal poverty levels do not affect an individual's eligibility for Medicare. Please see the Medicare Premium Assistance chapter in this manual for information about assistance available to pay Part B premiums for financially eligible seniors. There are no annual eligibility changes for Medicare Part D itself. Once you are eligible for Medicare Part A and B you are eligible for Part D. Medicare Part D plans can change annually. The base premiums and co-pays are set by Medicare and change annually. The standard plan and coverage gap for Part D plans also change.

The low income subsidy (LIS) for Part D premiums is determined by using the Federal Poverty Level (FPL). The Federal poverty level changes every year and comes out around October. There are three levels of LIS that stay the same: 100% FPL, 135% FPL and150% FPL. 

Sources of the law

U.S. Code

42 U.S.C. 1396
42 U.S.C. 426, sections 226, 226A, section 103 of Public Law 89-97 establish the conditions for entitlement to hospital insurance benefits (Part A).

42 USC §1395 (Part D)

CFR parts

42 CFR 405, et seq. (governs Medicare enrollment, eligibility and provision of payment for approved services)

42 CFR 406.20 (establishes the conditions for entitlement to hospital insurance benefits - Part A)

42 CFR 407 (Part B)

42 CFR 408 (Part B premium requirements)

42 CFR 422, et seq. (Medicare Advantage)

42 CFR 422.2, et seq. (Medicare Advantage Special Needs Plans)

42 CFR §423 (Part D)

20 CFR 418 (LIS)

Social Security Act sections

Title XVIII, sections 1818 and 1818A (establish the conditions for entitlement to hospital insurance benefits - Part A)

Title XVIII, section 1831 (Part B), section 1836 (Part B eligibility and enrollment requirements and entitlement periods), section 1837 (eligibility and enrollment requirements)

Wisconsin statues

There are no state statutes that apply to Medicare Part D. Because Medicare is a federal program, however there are a few state programs that cross-reference Medicare’s Part D Program, such as HIRSP and Medicaid. People who receive both Medicaid and Medicare are called dual-eligible. Dual-eligible individuals now get their prescriptions through the Medicaid program and the Medicare program. Drugs that are not covered by Part D may be able to be obtained through Medicaid. HIRSP beneficiaries who receive Medicare coverage also receive wrap-around coverage of prescriptions through part D.

Handbooks

CMS Manuals generally are available at http://www.cms.hhs.gov/Manuals

CMS Manual Ch. 17 and 18 (Part D)

POMS

https://s044a90.ssa.gov/apps10/poms.nsf (includes Social Security Administration policy on Medicare)

Case law (court and ALJ opinions)

Do Sung Uhm v. Humana, 2006 U.S. Dist. LEXIS 41185, June 5, 2006- How to state a claim against CMS; State law interaction with federal Medicare Law (Part D case). 

How the program works
How Part A works

How do you apply/enroll?

The Medicare enrollment periods are the same for both Part A and Part B. There are different enrollment periods for Medicare Advantage plans. 

The initial enrollment period (IEP) for original Medicare for individuals who qualify based on age is the seven month time period surrounding the individual’s 65th birthday: three months prior to the month of birth, the month of birth, and the three months following the month of birth. For most people, coverage begins on the first day of the month of their 65th birthday. However, coverage can be delayed depending upon when the application is actually made. For this reason, it is important for anyone who expects to be enrolled in Medicare to contact Social Security before turning 65. This includes those who should be automatically enrolled but, for whatever reason, have not received any notice from Social Security. Delaying enrollment could be costly to the beneficiary, both in loss of coverage and penalty premiums (more about penalties later). The initial enrollment period for individuals who qualify for Medicare based on disability is different and beyond the scope of this manual.

If a beneficiary misses the initial enrollment period, application can only be made during a general enrollment period. This general enrollment period is always the first three months of any year (January, February, and March). Persons who enroll during a general enrollment period will not receive coverage until July 1st of that year. 

Exceptions for older workers

For people who continue employment beyond age 65 and are covered by an employer's insurance plan which covers 20 or more persons, there are provisions when they do not enroll in Medicare during the initial enrollment period at age 65. These provisions also apply to spouses covered under such employer plans. However, the employee must notify Social Security of his or her choice to delay Medicare enrollment.

Retiring employees and their spouses may enroll during a special enrollment period (SEP). This period is similar to the regular initial enrollment period, but extends for eight (8) months. It begins when employment ends or insurance coverage ends, whichever comes first. If the retiree and /or spouse does not enroll during the special enrollment period, they will face penalties and may not enroll until the general enrollment period

Persons such as retirees who are covered by a former employer’s insurance, either through COBRA or some other arrangement, but are not currently employed, must take care in determining their special enrollment period. Persons in this situation do not get a special enrollment period when the continued insurance ends because the special enrollment period is based upon current employment, not former employment. The special enrollment period begins in these situations when employment ends, not at the end of insurance coverage.

Other exceptions

There are special Medicare enrollment provisions for older disabled persons who are covered by a group health plan under their own or a family member's employment. Contact a benefit specialist or the Social Security Administration for more information about these provisions
How long does the Federal government have to process the application?

An application should be processed in the month in which the application is made.

How often are reviews allowed/required?

Once a beneficiary is determined eligible for Part A based on age, eligibility is not reviewed.

What are the income/asset/work history requirements?

Medicare eligibility is not based on income or assets. Work history can be a factor for eligibility: see below for a detailed explanation.

Part B premiums will begin to vary depending upon income in 2007, but income is not an eligibility requirement.

Part D subsidies are available to beneficiaries with certain income and assets, but income and assets are not conditions of eligibility.

What are the nonfinancial eligibility requirements?

Medicare coverage is tied to eligibility for Social Security retirement and disability benefits or Railroad Retirement benefits. However, persons receiving early retirement benefits from Social Security are not eligible for Medicare until they turn 65. 
There are three types of Medicare insured beneficiaries:

1. Aged Insured: Aged insured beneficiaries are at least 65 years of age and eligible for Social Security, Railroad Retirement, or equivalent Federal benefits.

2. Disabled Insured: Disabled insured beneficiaries are entitled to Medicare after receiving Social Security disability cash benefits for 24 months. This coverage is also available to certain disabled widow/ers, and disabled children of deceased, disabled, or retired workers.

3. End Stage Renal Disease Insured (ESRD): ESRD insured beneficiaries are individuals of any age who, in order to maintain life, receive regular dialysis treatments or a kidney transplant, have filed an application, and meet one of the following conditions:

· Certain work requirements for Social Security insured status or entitled to monthly Social Security benefits; or
· Eligible under Railroad Retirement programs or to an annuity under the Railroad Retirement Act; or
· Is the spouse or dependent child of an insured individual.

Most Medicare enrollees are eligible for premium-free Part A Medicare benefits, which is effective on the first day of the month upon reaching age 65. For Medicare purposes, beneficiaries attain age 65 the day before their actual 65th birthday. 
Example:

May Smith will be 65 years old on December 1. For Medicare purposes, she turned 65 on November 30. Her Medicare Part A will be effective November 1. 

Premium free Part A insured individuals are persons who meet one of the following list of criteria, are residents of the United States, and are either citizens or aliens lawfully admitted for permanent residence and have been residing continuously for a five (5) year period immediately preceding the month in which all other requirements are met:

· Persons Eligible for Social Security Retirement, whether or not they are actually receiving Social Security Benefits. Medicare eligibility does not begin until age 65, even for those who take early retirement benefits from Social Security. 

Tip: The age of eligibility for Social Security Retirement benefits is gradually increasing; however, the Medicare eligibility age currently remains at 65.

· Federal employees who retired after 1982 and who attain the age of 65.

· Widow(ers) or Spouses, and some Divorced Spouses (when they reach age 65) of federal employees or Social Security retirees.

· Disabled Individuals who receive disability payments from Social Security. This group will be automatically enrolled in Medicare. This will occur either two years after they are entitled to disability benefits and are still disabled under Social Security regulations or at age 65, whichever is first. 

· Railroad Retirees. Contact a benefit specialist for more information about eligibility for Medicare under the United States Railroad Retirement system. 

For voluntary enrollees who must pay a premium for Part A 

A relatively small number of people over age 65 are not eligible to receive free Medicare Part A benefits. This may include an individual who never married and who worked very little, or someone who worked in jobs such as domestic service where employers often fail to report employee earnings. However, these individuals may receive Part A coverage by paying a premium. 

In 2006, individuals who are credited by the Social Security Administration (SSA) with having accrued 30 to 39 quarters of coverage (about 7½ to 9¾ years of employment during their lifetime) will pay $238.00 per month for Part A coverage. Those who have less than 30 quarters of coverage must pay $393.00 a month for Part A coverage. Those who pay a premium for Part A coverage must also enroll in Part B and pay the Part B monthly premium.

Tip: The Medical Assistance Program (Categorically Needy) and the Qualified Medicare Beneficiary Program (QMB) will pay Medicare Part A premiums for persons who qualify. This includes persons who ordinarily would have to pay for Part A. It is very important to find out if such persons qualify for one of these programs. 
Who administers Part A?

Medicare enrollment is handled by the Social Security Administration, with the Center for Medicare and Medicaid Services (CMS) providing the day to day oversight of the program and guiding the processing of claims. CMS contracts with private insurance companies for claims processing. These companies are called intermediaries for Part A. In Wisconsin, the primary Part A intermediary is United Government Services, LLC (UGS).

What does Part A cover when you are on it?

Medicare Part A covers the following benefits: 1) Inpatient Hospitalization, 2) Skilled Nursing Facility stays, 3) Hospice Care, 4) Home Health Benefits, and 5) Blood received during a covered hospital or skilled nursing facility stay. There are limitations on the number of days of care for which Medicare can pay and there are deductibles and coinsurance amounts for which the beneficiary is responsible. For each type of service, certain conditions must be met before there is coverage.
 

Inpatient hospital coverage











Detailed description of coverage amounts and prerequisites

These requirements must be satisfied before Part A will cover: Inpatient care for an illness or injury must be prescribed by doctor, and 1) The illness or injury requires care that can only be provided in a hospital, and 2) The hospital participates in Medicare (except in emergencies), and 3) The hospital's Utilization Review Committee (URC) or Quality Improvement Organization (QIO) does not disapprove stay.


For each hospitalization there is a Spell of Illness. This is the period that begins with the first day of hospitalization and ends when the beneficiary has been out of the hospital for 60 days or more. If the beneficiary was receiving covered skilled nursing care, the spell of illness ends 60 days after the beneficiary is discharged or no longer receives care at the skilled level. Once the beneficiary’s spell of illness expires at the 60-day mark, coverage begins again as though no previous hospitalizations had occurred.

	
	2006

BENEFICIARY PAYS
	MEDICARE PAYS

	1 to 60 days
	$952 deductible and

first 3 pints of blood
	Balance

	61 to 90 days
	$238 per day

co-insurance
	Balance

	91 to 150 days

Lifetime Reserve Days**
	$476 per day

co-insurance
	Balance

	Over 150 days

(or after 90 days if all 60 Lifetime Reserve Days are used)
	All costs
	Nothing


**Lifetime Reserve Days are 60 days of additional coverage past the 90th day that can be used only once in a beneficiary’s life. Thus, if a beneficiary is hospitalized 110 days, (s)he may use 20 lifetime reserve days and will have 40 left.

Skilled nursing facility (SNF) coverage









Detailed description of coverage amounts and prerequisites

Requirements that must be satisfied before Part A will cover:

· The beneficiary must be hospitalized on an inpatient basis for at least three covered days prior to SNF admission. The three day time period does not include the day of discharge from the hospital; and


· The beneficiary must be admitted to SNF within 30 days of a covered hospital stay, unless a longer period is medically necessary and predictable. (For example, in cases involving hip surgery, it is medically necessary for the patient to wait a predictable amount of time that is longer than 30 days for the hip to heal sufficiently before skilled rehabilitation services in a SNF would be appropriate); and
· The SNF admission is for the same medical condition which was treated while in hospital or for a complication that arose while hospitalized; and
· A doctor certified that such care was needed; and
· The beneficiary actually received skilled nursing or skilled rehabilitative services on a daily basis in SNF for a condition for which hospital care was received OR for a condition which arose in SNF; and
· The services are ones that, as a practical matter, can only be provided in a SNF; and
· The facility is Medicare approved; and
· The stay is not disapproved by QIO or URC. 

	For each SNF stay of
	2006

BENEFICIARY PAYS
	MEDICARE PAYS

	1 to 20 days
	Nothing
	All costs

	21 to 100 days
	$119 per day co-insurance
	Balance

	over 100 days
	All costs
	Nothing


How does Medicare define skilled care?
 








Detailed description of coverage amounts and prerequisites

Requirements that must be satisfied before Part A will cover the skilled care requirement, for Medicare purposes:

· The service must be so inherently complex that it can be safely and effectively performed only by, or under the supervision of, professional or technical personnel; or
· The condition is one that, while not ordinarily requiring skilled services, may require them due to medical complications.

Even if full recovery or medical improvement is not possible, a patient may need skilled services to prevent further deterioration or maintain current capabilities. The restoration potential of a patient is not the deciding factor in determining whether skilled services are needed.

Specific skilled nursing services include:

· Intravenous, intramuscular or subcutaneous injections, intravenous feeding

· Levin tube and gastrostomy feedings

· Nasopharyngeal and tracheostomy aspiration

· Insertion and sterile irrigation and replacement of catheters

· Application of dressings involving prescription medications and aseptic techniques

· Treatment of decubitus ulcers/other widespread skin disorders

· Heat treatments, ordered by a physician, requiring observation to monitor patient progress

· Administration of medical gases

· Rehabilitative nursing procedures, such as institution and supervision of bowel and bladder training programs

Specific skilled rehabilitation services include:

· On-going assessment of rehabilitation needs and potential

· Therapeutic exercises and activities which require that they be performed by, or under the supervision of a qualified physical therapist

· Gait evaluation and training to restore function in a patient whose ability to walk is impaired

· Range of motion exercises to restore lost or restricted mobility

Soft skilled services include:

· Overall management and evaluation of a care plan. This involves the development, management and evaluation of a treatment plan based on the physician's orders when, because of the patient's physical or mental condition, those activities require technical or professional personnel in order to meet the patient's needs, promote recovery and ensure medical safety;

· Observation and assessment of the patient's changing condition. Observation and assessment constitute skilled services when the skills of technical or professional persons are required to identify and evaluate the patient's need for treatment modification, or additional medical procedures until his/her condition is stabilized; or

· Patient education. These services are skilled services if skilled personnel are necessary to teach a patient self-maintenance.

Even services that are non-skilled may be considered skilled care where the patient’s overall condition is such that the services must be monitored and evaluated by skilled personnel.
Medicare coverage of home health care costs







In order for home health care benefits to be covered by Medicare, the beneficiary must meet the following criteria:

· The beneficiary must be homebound (confined to the home). This includes an institution that is not a hospital, SNF, or nursing facility. The beneficiary must be under the care of a physician who establishes a plan of care. The plan of care must meet the set requirements. It must be signed and dated by the physician and be reviewed by the physician every 62 days.

· The plan of care will be considered terminated if the beneficiary does not receive at least one skilled visit in a 62 day period. The only exception to this is if the physician documents that a longer interval is appropriate to the beneficiary’s treatment.

· The beneficiary must require skilled services. At least one of the following skilled services, as certified by the physician, must be necessary:

4. Intermittent skilled nursing services;

5. Physical therapy services;

6. Speech-language pathology services; or 

7. Continuing occupational therapy services. Occupational therapy, however, will not be covered unless the beneficiary initially needs the occupational therapy in conjunction with physical or speech therapy.

· Services must be part-time or intermittent. Part-time or intermittent means skilled nursing and home health aide services furnished any number of days per week as long as they are furnished (combined) less than eight (8) hours each day and 28 or fewer hours each week (or, subject to review on a case-by-case basis as to the need for care, less than eight (8) hours each day and five or fewer hours per week). A beneficiary who needs full-time home care will not receive Medicare payment.

Common Terminology In Home Health Care Benefits

“Homebound Requirement:” In order to be considered “confined to the home,” a beneficiary must have a condition due to illness or injury that restricts his or her ability to leave home without a considerable and taxing effort. Under 42 U.S.C. §1395n(a)(2)(F):

An individual is considered “confined to the home” if the individual has a condition, due to illness or injury, that restricts the ability of the individual to leave his or her home except with the assistance of another individual or the aid of a supportive device (such as crutches, a cane, a wheelchair, or a walker), or if the individual has a condition such that leaving his or her home is medically contraindicated. While an individual does not have to be bedridden to be considered confined to his home, the condition of the individual should be such that there exists a normal inability to leave home, that leaving home requires a considerable and taxing effort by the individual, any absence of an individual from the home attributable to the need to receive health care treatment, including regular absences for the purpose of participating in therapeutic, psychosocial, or medical treatment in an adult day-care services in the State shall not disqualify an individual from being considered to be “confined to his home.” Any other absence of an individual from the home shall not disqualify an individual if the absence is of infrequent or of relatively short duration. For purposes of the preceding sentence, any absence for the purpose of attending a religious service shall be deemed to be an absence of infrequent or short duration.

“Post-Institutional Home Health Services” Under Part A, The Balanced Budget Act of 1997 defines post-institutional home health services as home health services furnished to an individual:

1. After discharge from a hospital or rural primary care hospital in which the individual was an inpatient for not less than three (3) consecutive days before such discharge if such home health services were initiated within 14 days after the date of such discharge; or 

2. After discharge from a skilled nursing facility in which the individual was provided post-hospital extended care services if such home health services were initiated within 14 days after the date of such discharge.

It is important to note that even if home health services do not meet the definition of post-institutional home health services under Part A, Part B may cover the cost of the services.

“Home Health Spell of Illness”: (Relevant to Part A coverage only): Section 1861(tt)(2) of the Social Security Act defines home health spell of illness as a period of consecutive days: 

1. Beginning with the first day (not included in a previous home health spell of illness) (i) on which such individual is furnished post-institutional home health services, and (ii) which occurs in a month for which the individual is entitled to benefits under Part A, and 

2. Ending with the close of the first period of 60 consecutive days thereafter in which the individual is neither an inpatient of a hospital or rural primary care hospital nor an inpatient of a facility described in §1819(a)(1) of the Balanced Budget Act or §1861(y)(1) of the Balanced Budget Act nor provided home health services. 
For additional information about Home Health Care under Medicare, and to compare home health agencies in your area, visit Medicare’s consumer website at www.Medicare.gov.

Hospice Coverage











Hospice is a unique type of medical service provided to people with advanced illnesses and who have been diagnosed to have a limited life expectancy of 6 months or less. In order to receive hospice benefits under Medicare, a beneficiary must choose to forego curative treatment for a terminal illness. When the treatment goals have changed from cure to care, a hospice can manage the patient’s pain and other symptoms so that the patient and family can make the most of the time that remains, deliver palliative care in the patient’s home or home-like setting, supplement the caregiving of the family, and provide practical, emotional and spiritual support to both the patient and the family. Hospice neither shortens nor prolongs life. Instead, it concentrates on improving the quality of life as much as possible.

The Medicare hospice benefit provides four levels of care: 1) routine home care; 2) continuous home nursing care; 3) respite care; and 4) general inpatient care related to the terminal illness. The hospice benefit includes the services of physicians, nurses, therapists, home health aides, clergy, social workers, counselors, volunteers, and durable medical equipment to care for the patient in the home. It also helps cover services not ordinarily covered by Medicare, such as outpatient drugs, respite care, custodial care and continuous nursing services in the home during medical emergencies.

Coverage requirements:

· The beneficiary elects to forego curative efforts for a terminal condition and receive hospice care instead of standard Medicare benefits; and
· The beneficiary is certified by the attending physician and a physician member of the hospice as terminally ill. A terminal illness is defined as an illness which reduces the beneficiary’s life expectancy of six months or less if the illness runs its normal course; and
· The hospice is a Medicare-approved hospice program.

Hospice Election Periods
A beneficiary (or their authorized representative) must elect hospice care to receive it. An election statement must be filed with a particular hospice, and the hospice status will stay on file with the Medicare intermediary until death or until an elections termination is received. 


The first election is for a 90 day period. There can be an unlimited number of election periods. The periods consist of:

· Two (2) 90 day periods

· Unlimited number of 60 day periods.

What does Part A exclude when you are on it?

Services that are not characterized as "skilled care" are not paid by Medicare Part A. See above for a detailed discussion of the Medicare meaning of "skilled care."

Personal care services which do not require the skills of a technical or professional person are not covered under the SNF benefit. These include:

· Administration of routine oral medications

· General maintenance of colostomy or ileostomy

· Assistance in dressing, eating, and/or toileting

· Periodic turning and positioning in bed
What can you do if Part A denies you service/payment you think should have been covered?

The first thing you should do is read your Medicare Summary Notice (MSN) as that document provides the most current information about your appeal rights.

Generally, there are 5 levels of review. 1) Redetermination: file a redetermination request with the Medicare Contractor within 120 days of receipt of a denied claim. United Government Services of Blue Cross Blue Shield (UGS) is the Medicare Contractor for Wisconsin. Any amount can be redetermined. UGS decides the appeal. 2) Reconsideration: file a reconsideration request with the Qualified Independent Contractor (QIC) within 180 days from receipt of unfavorable redetermination. Any amount can be reconsidered. The QIC decides the reconsideration request. 3) ALJ review: file a request for ALJ review within 60 days of receipt of an unfavorable reconsideration decision. At least $110.00 must be at issue. The Office of Hearings and Appeals decides the appeal. 4) Medicare Appeals Council: file a request for review by the Medicare Appeals Council within 60 days of receipt of an unfavorable ALJ decision. At least $110.00 must be at issue. The Appeals Council decides the appeal. 5) Review by a Federal Court: file a petition in U.S. District Court within 60 days of receipt of an unfavorable Appeals Council decision. At least $1,090.00 must be at issue. The U.S. District Court decides the appeal. Further appeal rights are determined by Rules of Civil Procedure.

Please also see the Section on “Medicare Payment Limitations and Waivers” later in this chapter.

Quality improvement organizations and utilization review committees
Quality Improvement Organizations (QIO) (Formerly known as “Peer review organizations” or PROs) and Utilization Review Committees (URC) are groups that review the appropriateness and adequacy of hospital or other inpatient care provided to Medicare beneficiaries. The URC is an organization within a provider facility. The QIO is designed to be an objective organization that contracts with CMS to review provider services. QIOs and URCs have the authority to determine that a service to a beneficiary is not covered under Medicare. 

Quality Improvement Organization: The QIO is mostly comprised of licensed physicians and is under contract with CMS to review hospital services and procedures. The QIO conducts reviews in a number of areas including admissions, quality of care, medical necessity, invasive procedure, length of stay, coverage, documentation, discharge, beneficiary complaints, limitation on liability, readmissions and transfers. Also, QIOs are required to perform integrated medical case review for a sample of cases. QIO reviews can take place before, during or after admission. 

Utilization review committee: The URC is a staff committee of the hospital, SNF or other medical institution (or, in some cases, an outside group that has been established by the local medical society) whose function is similar to the QIO. The URC reviews the medical necessity of admissions, duration of stays, and professional services furnished, including drugs and biologicals.

QIO/URC notices and determinations: If a QIO/URC review results in a negative determination as to Medicare coverage, a written notice of denial must be given to the patient, the attending physician, the facility, and the fiscal intermediary or carrier. The timing of the notice depends on the stage at which the QIO/URC makes its determination.

QIO/URC beneficiary appeals, basic rules: a party dissatisfied with a QIO determination must request reconsideration within 60 days of receipt of the initial denial notice. Where the beneficiary is requesting an expedited appeal of a preadmission denial determination, the request must be filed within 3 days after receipt of the notice. Upon request, the QIO must allow beneficiary to examine the material on which the denial was based. The QIO must complete its reconsidered determination within specific time limits: within three days if the beneficiary is an inpatient in a hospital when the QIO receives the request for reconsideration, within three days if the denial concerns services for which admission is sought and the beneficiary requests an expedited appeal; within 10 working days if the beneficiary is still an inpatient in a skilled nursing facility for the stay in question; within 30 days if the denial concerns ambulatory or noninstitutional services, if the beneficiary is no longer an inpatient in a hospital or SNF, or the beneficiary does not submit a request for expedited appeal timely. If the reconsideration determination is unfavorable, a beneficiary may obtain an ALJ hearing if the amount in controversy is at least $110.00. Request must be filed within 60 days of receipt of the reconsideration determination. 
What are the time lines to appeal adverse determinations?

· 120 days to request redetermination from receipt of denied claim

· 180 days to request reconsideration of unfavorable redetermination from receipt of redetermination

· 60 days to request ALJ review from receipt of unfavorable reconsideration

· 60 days to request Appeals Council review from receipt of unfavorable ALJ decision

· 60 days to request U.S. District Court review from receipt of unfavorable Appeals Council decision

How Part B works

How do you apply/enroll?

The Medicare enrollment periods are the same for both Part A and Part B. There are different enrollment periods for Medicare Advantage plans. 

See the information about Part A enrollment above.

Occasionally, individuals who must pay a premium for Part A choose not to enroll, usually because the Part A premium is costly. These individuals may still enroll in Part B without Part A coverage. However, remember that those who choose to receive Part A by paying a premium must also enroll in Part B.

The following kinds of persons are eligible for automatic enrollment in Medicare Part A. These persons include:

· Persons who choose to take Social Security Retirement early and subsequently turn 65

· Federal employees who retired after 1982 and who attain the age of 65

· widow(ers) or spouses, some divorced spouses (when they reach age 65) of federal employees or Social Security retirees

· Disabled Individuals who receive disability payments from Social Security (after 2 years of disability entitlement)

· Railroad Retirees, except for people who choose not to take Social Security Benefits at age 65 due to continued employment or other reasons)

For these persons, a Medicare card and notice should arrive in the mail about three months before their 65th birthday. For individuals under 65 who receive Social Security Disability or Railroad Retirement Disability benefits, the card will arrive after (s)he has received those benefits for 24 months. An individual may also choose to refuse Part B only, which will be discussed later. Those who do not want Medicare benefits must return the card refusing coverage. Otherwise, enrollment in Part A and Part B will be automatic. If a beneficiary does not receive a notice, it is very important to contact Social Security before turning age 65 in order to obtain the earliest possible coverage date.
Persons can also enroll in Medicare if they are eligible for Social Security cash benefits but, for various reasons, are not receiving them. For example, an employee who continues working after age 65, or a veteran receiving a VA pension, may want to have Medicare coverage but not Social Security cash benefits. However, these people will not automatically receive a card and must take steps to enroll. These persons must contact Social Security in order to enroll in Medicare. It is best to contact Social Security and to apply about three months before turning 65 in order to avoid any delay in coverage. Although people who continue working may decide to delay enrollment in Part B (discussed below) it is advisable to enroll in Part A right away as there are generally no premiums for the coverage. 

Note: Beginning in 2003, the retirement age started increasing gradually from 65 to 67. However, no changes have been made in the Medicare Eligibility Date, which is still age 65. Therefore, in 2007, people who are not yet eligible for Social Security due to age will become eligible for Medicare 7 months before they start collecting Social Security retirement benefits. This group of individuals need to contact Medicare to enroll. Eligible individuals can apply by calling or visiting their local Social Security office, or by calling Social Security at 1-800-772-1213. This group of people should apply three months before the month they turn 65. This is the beginning of the 7 month Initial Enrollment Period ( see Enrollment Periods pg.5).

Persons with chronic kidney disease (ESRD) are a separate group who can receive Medicare coverage at any age, but these persons are not automatically enrolled. They must contact Social Security in order to apply for Medicare.

For voluntary enrollees who must pay a premium for Part A 

A relatively small number of people over age 65 are not eligible to receive free Medicare Part A benefits. This may include an individual who never married and who worked very little, or someone who worked in jobs such as domestic service where employers often fail to report employee earnings. However, these individuals may receive Part A coverage by paying a premium. 

In 2006, individuals who are credited by the Social Security Administration (SSA) with having accrued 30 to 39 quarters of coverage (about 7½ to 9¾ years of employment during their lifetime) will pay $238 per month for Part A coverage. Those who have less than 30 quarters of coverage must pay $393 a month for Part A coverage. Those who pay a premium for Part A coverage must also enroll in Part B and pay the Part B monthly premium.

Again, those people whose Social Security eligibility starts after age 65 (due to changes that increase Social Security retirement age) will need to contact Social Security to enroll. See the “Important update” note on the previous page for more information.
How long does the Federal government have to process the application?

The application should be processed in the same month as it is received.

How often are reviews allowed/required?

Once a beneficiary is determined eligible for Part B, eligibility is not reviewed.

What are the income/asset/work history requirements?

Medicare eligibility is not based on income or assets. Work history can be a factor for eligibility: see below for a detailed explanation.

Medicare Part B is financed by premium payments by enrollees, contributions from general Federal government revenues and interest earned on the Part B trust fund. Every year, an adjustment is made in the premium paid for Medicare, which is linked to the Social Security cost of living increase of the previous year. Part B premiums will begin to vary depending upon income in 2007, but income is not an eligibility requirement.

Everyone who enrolls in Medicare Part B coverage must pay a monthly premium. In 2006, the premium is $88.50. The premiums for 2007 are not available as of the printing of this manual.

Part B Premium Penalties











Sometimes people about to become eligible for Medicare feel that the Part B premium is too costly. They decide not to enroll or they enroll and then later drop out. This is always a risk and is often based on a lack of information. Because of premium penalties, as well as possible lack of medical coverage, a beneficiary should be very careful about delaying enrollment or dropping out of Part B.

The Part B premium increases 10% for every year a beneficiary delays enrollment past the year of their 65th birthday. This penalty applies to two types of late enrollees: those who delay initial enrollment and those who enroll at age 65 but drop out at some point and then later decide to get back into the program. 

Example: 
Mr. Gutierrez's birthday is December 1, 1937. His initial enrollment period was September 2002 through March 2003, the seven month period surrounding his 65th birthday. He missed his initial enrollment period, so he had to wait until January 2004 to apply. This was the first month of the next general enrollment period. Coverage will not begin until July 2004 No retroactive coverage is available. He will pay an extra $6.60 in Part B premium (10% of $66.60). Premiums increase each year and Mr. Gutierrez will always pay $6.60 per month more than the standard premium.

Example: 

Ms. Castro became eligible for Medicare at age 65 in 1995. She decided that she was almost never sick and rarely visited the doctor, so she could use the premium money elsewhere. She didn’t enroll in the program. Now she is age 75 and no longer in good health. She decides that she has made a mistake, and she enrolls in Medicare Part B. Since it is now 10 years past her 65th birthday, Ms. Castro will pay a 10% penalty for each of the ten years. She will not know her exact premium amount without calling Social Security, but the penalty is 10% of whatever the premium is for a particular year. Since the premium changes each year, the 10% penalty amount varies with the annual Medicare premium. For example, her premium amount will go up $8.85 for 2006 (10% 0f $88.50), $7.82 for 2005 (10% of $78.20), $6.60 for 2004 (10% of $66.60), $5.87 for 2003 (10% of $58.70), $5.40 for 2002 (10% of $54.00), $5.00 for 2001 (10% of $50.00), $4.50 for 2000 (10% of $45.50), $4.50 for 1999 (10% of $45.50), $4.38 for 1998 (10% of $43.80), $4.38 for 1997 (10% of $43.80), $4.25 for 1996 (10% of $42.50) and so on. The total penalties are added together to determine her current premium amount. It is easy to see that Ms. Castro’s penalty will be substantial. 

Tip: State Buy-In programs, such as the Qualified Medicare Beneficiary program (QMB) and the Specified Low-Income Medicare Beneficiary program (SLMB) pay for Medicare Part B premiums for those who meet program guidelines. This includes any Part B penalties assessed. 

Part B Premium Increase











The Medicare Modernization Act of 2003 has provided for an increase in the Medicare Part B premium based on income. Starting January l, 2007 Medicare beneficiaries with incomes over $80,000 for an individual, and $160,000 for a couple will have a higher Part B premium.

What are the nonfinancial eligibility requirements?

Medicare coverage is tied to eligibility for Social Security retirement and disability benefits or Railroad Retirement benefits. However, persons receiving early retirement benefits from Social Security are not eligible for Medicare until they turn 65.

Almost anyone who is 65 or older can get Part B coverage. No Social Security work credits are needed. Everyone enrolled in Part A is also eligible to receive Part B benefits.

As with Part A, most persons are enrolled automatically unless they choose to opt out of the program. Some individuals, including persons who work after age 65, must complete a Part B application. 

Who administers Part B?

Medicare enrollment is handled by the Social Security Administration, with the Centers for Medicare and Medicaid Services (CMS) providing the day to day oversight of the program and guiding the processing of claims. CMS contracts with private insurance companies for claims processing. These companies are called carriers for Part B. In Wisconsin, the Part B carrier is Wisconsin Physicians Service (WPS). The specialty carrier for items of durable medical equipment (DME) is AdminaStar.

What does Part B cover when you are on it?

Medicare Part B pays for part of the cost of outpatient medical services, home health care, and services that are not included in the cost of inpatient care, including doctors’ bills, laboratory tests, ambulance medical equipment and supplies, and some vaccinations. Generally, Medicare pays 80% of the approved amount. For mental health services, the approved amount is subject to a reduction to 62.5% of the approved amount, meaning that the patient must pay 37.5% of the approved amount plus the 20% copayment. The list on the next page details some of the services that are covered under Part B.

Starting January 1, 2005, first time Medicare beneficiaries are able to get a number of preventative services covered under Part B:
· A one-time initial wellness physical exam within 6 months of the day first enrolled in Part B.

· Screening blood test for early detection of cardiovascular (heart) disease.

· Diabetes screening tests for people with Medicare at risk of getting the disease.

These benefits add to the preventive services that Medicare already covers, such as cancer screenings, bone mass measurements and vaccinations
What does Part B exclude when you are on it?

Medicare Part B sets approved amounts for covered medical services and procedures, based upon statistical data related to the type of service. In most cases, Medicare will then pay 80% of the approved amount (after the beneficiary meets a $110 annual deductible). The patient pays the remaining 20%. For example, where Medicare approves $100 for a service, Medicare pays $80 and the patient will pay $20 (assuming the $124 annual deductible was already satisfied).

The provider can also bill the patient for charges over the patient’s 20% Medicare copayment, as long as the total amount that the provider charges for the service is not more than 115% of Medicare’s approved amount. (See Limiting Charge section below).

Finally, if a provider does not submit a claim within applicable time limits, it will be denied. The Medicare year tracks the Federal budget cycle. In other words, if services were provided between October 1, 2004 and September 30, 2005, claims must be submitted by December 31, 2006. If services were provided between October 1, 2005 and September 30, 2006, claims must be submitted by December 31, 2007.

What can you do if the program denies you service/payment you think should have been covered?

The first thing you should do is read your Medicare Summary Notice (MSN) as that document provides the most current information about your appeal rights.

Generally, there are 5 levels of review. 1) Redetermination: file a redetermination request with the Part B Contractor within 120 days of receipt of a denied claim. Wisconsin Physicians Service (WPS) is the Part B for Wisconsin, for Part B claims other than durable medical equipment. Durable medical equipment claims are processed by a regional carrier, AdminaStar Federal. Any amount can be redetermined. Either WPS or AdminaStar Federal decides the appeal. 2) Reconsideration: file a reconsideration request with the Qualified Independent Contractor (QIC) within 180 days from receipt of unfavorable redetermination. Any amount can be reconsidered. The QIC decides the reconsideration request. 3) ALJ review: file a request for ALJ review within 60 days of receipt of an unfavorable reconsideration decision. At least $110.00 must be at issue. The Office of Hearings and Appeals decides the appeal. 4) Medicare Appeals Council: file a request for review by the Medicare Appeals Council within 60 days of receipt of an unfavorable ALJ decision. The Appeals Council decides the appeal. 5) Review by a Federal Court: file a petition in U.S. District Court within 60 days of receipt of an unfavorable Appeals Council decision. At least $1,090.00 must be at issue. The U.S. District Court decides the appeal. Further appeal rights are determined by Rules of Civil Procedure.

Please also see the Section on “Medicare Payment Limitations and Waivers” later in this chapter.

What are the time lines to appeal adverse determinations?

· 120 days to request redetermination from receipt of denied claim

· 180 days to request reconsideration of unfavorable redetermination from receipt of redetermination

· 60 days to request ALJ review from receipt of unfavorable reconsideration

· 60 days to request Appeals Council review from receipt of unfavorable ALJ decision

· 60 days to request U.S. District Court review from receipt of unfavorable Appeals Council decision

How Medicare Advantage (Part C) works

Medicare Advantage or “Part C” was created as part of the Balanced Budget Act of 1997. The Medicare Modernization Act of 2003 changed the name of Medicare + Choice to Medicare Advantage effective January 1, 2004. Part C, the Medicare Advantage program, provides a variety of plans which are operated by private insurers instead of CMS. Medicare Advantage plans replace Medicare Part A and B. Every Medicare Advantage plan provides a different type of coverage. CMS has established procedures for coverage and reimbursement in accordance with provisions of the Social Security Act. The Medicare Advantage program was designed to offer beneficiaries more options in the way they receive their health care coverage. These options are administered by private insurance companies under rules established by CMS. Congress created seven different types of Medicare Advantage plans, including the Medicare Health Maintenance Organizations (HMOs); Preferred Provider Organizations (PPOs); Provider Sponsored Organizations (PSOs); Medicare Medical Savings Accounts (MSAs); Private Fee for Service Plans (PFFS); Religious Fraternal Benefit Society Plans, and Specialty Plans. To date, 9 plans are available in Milwaukee County: 4 HMOs, 4 PPOs, and 1 PFFS.

Health Maintenance Organizations (HMO)

A health maintenance organization (HMO) is a type of managed care plan where a beneficiary’s primary care physician coordinates and controls access to care. The beneficiary must receive medical services from within an approved group of doctors, hospitals, skilled nursing facilities, and other medical providers contracted as part of the network.

A “Medicare Advantage” HMO is created by a contract between CMS and a health maintenance organization (HMO) where the HMO agrees to provide all enrollees with Medicare covered services. An HMO may also provide some additional services beyond those traditionally covered by Medicare. Though Medicare HMOs must follow Medicare guidelines, all services are provided through the HMO. There are no Medicare fee-for-service payments for those enrolled in the HMO. A Medicare Advantage HMO must be risk-based. 

“Risk-based” means that the HMO and its participating providers assume a financial risk. Risk-based HMOs receive a fixed payment from CMS for each beneficiary enrolled, regardless of the amount of actual services received by the enrollee. The amount CMS pays is called the capitated rate. If the services provided are more than the capitated rate received, the HMO could lose money. If the services provided are less than the capitated rate received, the HMO makes money. This is what makes an HMO risk-based.

Because of the addition of Medicare Advantage, the Balanced Budget Act of 1997 precluded CMS from entering into new HMO risk-sharing contracts on or after the date it establishes standards for Medicare Advantage plans. Existing risk-based plans were permitted to become Medicare Advantage plans if they meet the requirements. 

There are currently four HMOs offered in this service area: 2 local HMOs and two HMO point-of-service plans. All are offered by United Health Care.

Preferred Provider Organizations (PPO)

A preferred provider organization (PPO) is a type of managed care plan with a network of providers. A person enrolled in a PPO is not required to use the network providers. There is, however, a financial incentive for using the network health providers in the form of lower co-payments. There are currently four PPO’s offered in this service area. Three are regional PPO’s and one is a local PPO. All are offered by Humana.

Provider-Sponsored Organizations (PSO)

A provider sponsored organization (PSO) is a managed care organization which consists of either a single provider or a group of affiliated providers. The providers must offer a substantial proportion of health care items and services directly to the beneficiary. The PSO network is developed, organized and managed by hospitals and doctors rather than by private insurance companies. The PSO enrollee’s medical services are supplied through the providers affiliated with the PSO plan. 
Medical Savings Account (MSA)

A medical savings account (MSA) combines tax-free contributions from the Medicare program made to an interest bearing savings account with a high deductible health insurance policy. Medicare pays the monthly premiums for the insurance policy but will not cover the health care costs until the high deductible is met. Once the deductible is met, the health insurance policy then pays for at least those services and items generally covered by Medicare. The deductible for the MSA health insurance policy may be as high as $6,000 per year. The money that Medicare contributes to the savings account may be used for medical expenses, even those expenses that would not have been covered by Medicare. After the deductible is met, beneficiaries will still be responsible for all non-Medicare covered expenses, such as well-patient visits and prescription medication. This means that the beneficiary must either use the MSA funds to cover these expenses or incur out-of-pocket expenses.

Medicare Advantage MSAs are different from other MSAs which are currently available. Beneficiaries who enroll in a Medicare Advantage MSA may not make personal contributions to the savings account. Only Medicare deposits funds in the Medicare Advantage MSAs. With Medicare Advantage MSAs, individuals are able to leave money in the account from year to year and withdraw the funds as they need them. Beneficiaries may withdraw funds for non-medical expenses, however, funds withdrawn for a non-medical purpose will be subject to taxation, and a possible penalty of up to 50% will be imposed.

Private Fee-for-Service Plan (PFFS)

A private fee-for-service (PFFS) plan is not a coordinated care plan. Fee-for-service means that the insurance company will pay for the services a beneficiary receives based upon rates it sets. These rates could be more or less than what original Medicare would have paid for the same service. In a PFFS plan the beneficiary chooses a private insurance company that accepts person with Medicare. The beneficiary may then pay a monthly premium for the private health insurance policy and an amount for each health care service that he or she receives. These plans will have some out-of-pocket costs but will generally not restrict the beneficiary’s choice of providers. There is currently only one PFFS plan offered in this service area. It is run by Humana.

Religious Fraternal Benefit Society Plan

A religious fraternal benefit society plan is a plan that can restrict membership to those persons belonging to the organization. CMS may adjust the payments it makes to this type of plan and can impose restrictions on the plan. 

There are currently no religious fraternal benefit society plans available in this service area.

Medicare Advantage Specialty Plans

These are a new addition to the Medicare Advantage options, and will provide focused health care for some people such as those with End Stage Renal Disease, Diabetes or Congestive Heart Failure. Details for plan requirements are being developed by CMS.

Special Needs Plans
Under the 2003 MMA section 231, and found at 42 CFR 422.2, et seq., a new subcategory of Medicare Advantage Plans was introduced for certain Medicare beneficiary populations. These new plans are called Special Needs Plans (SNP). Eligibility requirements, other than those listed below, are the same as for any other MA plan.


A SNP includes any type of coordinated care plan that meets the CMS requirements and either exclusively enrolls special needs individuals or enrolls a greater proportion of special needs individuals. These special needs individuals can be one of the following target groups:

·  Institutionalized individuals who are expected to reside in a skilled nursing facility for at least 90 days or longer, or who will need nursing home level of care in the community, or

· Those with a specified chronic illness or disability.

· Dually eligible individuals: eligible for Medicare and Medicaid.

A SNP must provide coordinated care to all those who meet the criteria for enrollment. If an enrollee no longer meets the requirements for enrollment, the plan must provide care up to an additional 6 months. If the enrollee does not meet the requirements after this time, the plan must involuntarily disenroll the individual. The plan may continue care for 30 days up to 6 months, as long as this is applied consistently across the board for all enrollees, and they are given full notice of this policy.

Example: 

Jane Smith is a dual eligible and enrolls in ABC Special Needs Plan. She became dual eligible as a result of her hospitalization for a heart attack on January 29. Her eligibility started February 1 when she met her spend down, and will end July 30. Starting August 1, she did not reapply for Medical Assistance because she did not have enough medical bills to meet another spend down. ABC Special Needs Plan has informed her that she would no longer be eligible after January 30, if she does not reapply for Medical Assistance. 
Example: 

Mrs. Schmitz is 92 years old . She fell and broke her hip and was admitted to Spring Nursing Home. She applied for and was eligible for Healthy Seniors Special Needs Plan. According to her doctor’s plan of care, she would need therapy and care for at least 4 months because of her age. After 4 months her course of therapy ended and she was able to leave Spring Nursing Home and return to her apartment. Healthy Seniors sent notice that her eligibility would end in 30 days, unless she was able to prove that she was still eligible for the plan.

All special needs plans must inform enrollees that, if involuntarily disenrolled, they will have a special enrollment period (SEP), in which they will have an opportunity to enroll in another Medicare Advantage plan, or in a Medicare supplement plan. 

In southeastern Wisconsin, there are two SNPs: EverCare Plan H and EverCare Plan DH. EverCare Plan H is for institutionalized individuals and Plan DH is for dual-eligible individuals.

Tip: A Medicare Advantage plan is not appropriate for everyone. Therefore, it is especially important for beneficiaries to carefully consider their choices. Because the Medicare Advantage plans are operated by private companies, the marketing efforts can be strong and persuasive. However, there is no need for any beneficiary to feel pressured to choose a Medicare Advantage plan. Beneficiaries can remain in original Medicare and should not be switched to a Medicare Advantage plan unless they choose one and enroll.

Original Medicare, with Parts A and B, is still available. No senior will be switched out of original Medicare unless he or she actually chooses one of the other options and completes the enrollment process. However, if a Medicare beneficiary chooses to enroll in one of the new Medicare Advantage plans, such as a Medicare HMO, he or she will receive all of the medical coverage through that plan. He or she will not be able to use original Medicare, Part A and Part B while enrolled in a Medicare Advantage plan. Private Medicare Supplement Insurance policies/Medigap policies do not coordinate with Medicare Advantage Plans. You may not have both.

How do you apply/enroll?

The Medicare Modernization Act of 2003 added special enrollment periods to Medicare Advantage.

Starting in 2006, there was an open enrollment period from January 1 until June 30. As of this final date, a person is locked into the Medicare Advantage plan into which they enrolled for the rest of the year (with some rare exceptions). Changes to enrollment can only be made during the Annual Coordinated Election Period. For people wanting to enroll in a Medicare Advantage plan, there is an annual coordinated election period in November of each year. In November of each year, beneficiaries will be able to enroll in (elect) Medicare Advantage plans or switch from one plan to another. Coverage for elections made during this period will begin in January of the following year. An application must be made in writing to a specific plan. Oral applications cannot be a basis for enrollment into a Medicare Advantage plan.

Note: There is also an open enrollment period for the first three months of each year which is the period that already exists for Medicare enrollment. The coordinated election period does not replace the open enrollment period.

Note: Beneficiaries should be especially wary of any salesperson who claims just to need a slip signed so his or her manager knows he or she has been to see a senior. In Milwaukee County, unscrupulous Medicare Advantage salespersons have used this ploy to have unwitting seniors sign an Advantage plan application. Since there are important coverage differences between original Medicare and Medicare Advantage, no senior should sign anything presented by a Medicare Advantage salesperson without fully reading the document and understanding what it says.

Process for Enrollment and Disenrollment

Medicare Advantage plans themselves are responsible for establishing procedures for enrollment and disenrollment. These procedures, however, must be consistent with federal regulations and must allow an individual to enroll and disenroll by filing an election form with the company. Enrollment may not be completed orally. A beneficiary wishing to enroll in a Medicare Advantage plan must do so in writing. The beneficiary must also sign an election form attesting that he or she wishes to enroll in a Medicare Advantage plan and understands the benefits and limitations. If someone assists the beneficiary in completing the election form, that person must also sign the form and indicate their relationship to the beneficiary. 
An election for a Medicare Advantage plan is considered to be made on the date that the form is received by the Medicare Advantage organization. The Medicare Advantage organization must then give prompt notice to the beneficiary of whether they have been accepted and when coverage will begin. Enrollment is usually effective within one month after signing the election form.

Default Enrollment Process

Individuals who are already enrolled or newly enrolled in Medicare and who fail to make an election will remain in original Medicare. If an individual is newly eligible for Medicare and fails to make an election, the individual will be automatically enrolled in original Medicare. CMS is required to establish a period during which the new beneficiary can enroll in a Medicare Advantage plan so that the plan will become effective upon the first date of the individual’s entitlement to Medicare coverage.

Note: If a new Medicare beneficiary is enrolled in a non-Medicare Advantage plan (such as a group health insurance plan) through a company that also has a Medicare Advantage plan and the beneficiary fails to elect a plan other than that company’s Medicare Advantage plan, the beneficiary will be deemed to have elected that company’s Medicare Advantage plan. This rule may create problems for beneficiaries enrolled in a more comprehensive plan who want to keep those benefits because they may be involuntarily switched to a less comprehensive plan.

Limitations Applicable to MSA Plans

An individual who wishes to enroll in an MSA plan may do so only during: (1) his or her initial enrollment period; or (2) the annual coordinated election period. An individual who is newly enrolled in an MSA during the annual coordinated election period and changes his or her mind must disenroll before December 15 of that same year. Others enrolled in MSA plan who wish to switch must do so during the annual coordinated election period.

Disenrollment 

An individual is able to change plans or disenroll from a Medicare Advantage plan outside of the limited periods, under the following circumstances:

· The plan’s certification is terminated or the plan terminates service in the beneficiary’s area.

· The individual is no longer eligible for the plan because the individual has either moved or becomes ineligible due to some other change in circumstances.

· The individual is able to illustrate plan misconduct in either of the following ways:

(a)
the organization offering the plan substantially violates a material provision of the organization’s contract; or
(b)
the organization materially misrepresents the plan’s provisions in marketing the plan to the individual.

· If a new Medicare enrollee initially enrolls in a Medicare Advantage plan, he or she will be able to disenroll one time during the first twelve months of their enrollment. This is known as the trial period.

Enrollment and Disenrollment in an HMO

To be eligible to enroll in a Medicare Advantage HMO, a person must be eligible for Medicare Part A and Medicare Part B and live in the service area. 

A beneficiary may only be involuntarily disenrolled from a HMO under the following circumstances: (1) if an enrollee stops paying their Medicare Part B premium; (2) an enrollee loses their entitlement to Medicare; (3) an enrollee moves out of the geographic service area; (4) an enrollee commits fraud or permits abuse of the membership card; (5) an enrollee engages in disruptive, abusive, or seriously uncooperative behavior; or (6) an enrollee dies. 
Enrollment and Disenrollment in an MSA

If a beneficiary chooses to enroll in an MSA plan and the beneficiary later changes his or her mind, the beneficiary must disenroll by December 15 of that same year. If the beneficiary does not disenroll by this date, the beneficiary will not be able to disenroll and change plans until November of the following year. Therefore a beneficiary has very little time to change his or her mind about enrolling in a Medicare Advantage MSA. 

Tip: When a Medicare beneficiary disenrolls from a Medicare Advantage plan, (s)he may re-enroll in original Medicare without a penalty. However, (s)he may have some difficulty in re-enrolling in his/her Medicare Supplement Insurance, depending on the length of time spent in the Medicare Advantage plan and his/her health. It is important that a Medicare beneficiary carefully consider the options before enrolling in a Medicare Advantage Plan.

How long does the Plan have to process the application?

Eligibility begins the month after an application is made. However, practically speaking, beneficiaries can run into coverage problems if they apply very late in one month and expect coverage to commence within days.

What are the income/asset/work history requirements?

Medicare is not based on income or assets. If a beneficiary is eligible for and enrolled in Parts A and B based on his or her work history, then he or she is eligible for enrollment in a Medicare Advantage plan.

What are the nonfinancial eligibility requirements?

To be eligible to enroll in a Medicare Advantage plan, the beneficiary must be eligible for both Medicare Part A and Part B. The beneficiary must also be actually enrolled in Medicare Part A and B and continue to pay all original Medicare premiums, plus any additional premiums that the plan charges. If an individual is entitled only under Part B and was enrolled in a Medicare HMO prior to December 31, 1998, he or she may continue to be enrolled in the Medicare Advantage plan.

In addition, the enrollee must live within the service area of the plan and must actually enroll in the plan. No beneficiary may be enrolled in more than one Medicare Advantage plan at the same time.

Medicare Advantage plans can not discriminate based on the age of an enrollee or the enrollee’s health (see exception below), including mental and physical conditions. Medicare Advantage plans also cannot discriminate against an enrollee based upon where (s)he lives within the service area. Benefits under a Medicare Advantage plan many not be denied, restricted or limited based upon the age or health status of an enrollee.

Ineligibility for Individuals based on Health

End stage renal disease (ESRD) is the only health related exception to eligibility for a Medicare Advantage plan. Persons who are presently diagnosed with ESRD are not eligible to enroll in a Medicare Advantage plan. If an individual is already enrolled in a Medicare Advantage plan and then develops ESRD, he or she may remain in the plan. If an individual with ESRD is in a Medicare Advantage plan and the plan terminates, the individual may switch to another Medicare Advantage plan. 

In the draft version of the Medicare Advantage regulations, there was also an exception for persons needing hospice care. The draft regulations allowed individuals with hospice care needs to be excluded from a Medicare Advantage program. This exception to eligibility was removed from the final regulations. Therefore, persons with hospice care needs are eligible to enroll in a Medicare Advantage plan. Medicare Advantage plans may not exclude such a persons from enrolling, but there may be some special rules.
Geographical Limitation on Eligibility

A beneficiary cannot enroll in a plan unless he or she lives in the geographic service area. A beneficiary who moves out of a coverage area, however, may continue to be enrolled in a plan if that plan provides those persons with reasonable access to service in the plan’s geographical area. A beneficiary is considered to have moved out of the service area if they are gone for 12 consecutive months. Plans are allowed to offer packages for travelers that would cover a member in more than one geographical region under certain conditions.

Limitations on MSA Eligibility

Individuals who receive health benefits under a federal employee health benefit plan or veteran or military health benefits will not be able to enroll in Medicare Advantage MSAs until the government makes a determination that they will not result in greater costs to the federal government. Individuals who are enrolled in a state buy-in-program, such as SLMB, QMB, QDWI, QI1 (SLMB+), or in Medical Assistance are also prohibited from enrolling in a Medicare Advantage MSA. Finally, a beneficiary who wishes to enroll in an MSA must provide assurance that (s)he will live in the United States for at least 183 days during the year. 

Who administers Medicare Advantage?

Medicare enrollment is handled by the Social Security Administration, with the Centers for Medicare and Medicaid Services (CMS) providing the day to day oversight of the program and guiding the processing of claims. 

What does Medicare Advantage cover when you are on it?

General Requirements

All Medicare Advantage plans must cover the services that original Medicare covers. This coverage, however, can be either in the form of services provided or payment. Medicare Advantage MSAs differ in that they will only cover original Medicare services after a high deductible is met. Once a high deductible is met, Medicare Advantage MSAs will cover 100% of Medicare covered services.

Supplemental Benefits in Medicare Advantage Plans

In addition to the services that Medicare covers, some plans may cover additional benefits. For example, the Medicare HMO’s cover more preventative care and “wellness visits.” Some also offer limited prescription drug and eye care benefits. Some offer nursing home care that would not generally be covered under regular Medicare.

Medicare Advantage plans will be able to offer additional benefit packages but may charge an additional premium. According to the statute, plans could make the purchase of these packages mandatory. In other words, if a beneficiary wants to enroll in a plan’s basic package, the beneficiary must also buy the additional benefit package. Medicare Advantage MSAs cannot offer a supplemental package that covers the plan deductible. 
Emergency and Urgently Needed Services

Medicare Advantage plans must cover emergency and urgently needed services. This includes out of network care for an individual enrolled in a coordinated care plan, such as HMOs. Emergency services include both inpatient and outpatient services received from qualified providers that are necessary to evaluate or stabilize an emergency medical condition.

An emergency medical condition is a medical condition that a reasonable, average person would consider necessary in order to avoid placing the individual’s health in serious jeopardy; or to avoid serious impairment to bodily functions; or serious dysfunction of any bodily organ or part.

Urgently needed services are services which are medically necessary and immediately required as a result of an unforeseen condition

Plans must cover emergency and urgently needed services without requiring any prior authorization and regardless of whether the services were provided by a network provider. However, beneficiaries enrolled in a coordinated care plan may be responsible for either $50 or what the plan would charge if the services were obtained through the plan, whichever is less.

Reasonable Access to Services

A Medicare Advantage plan must ensure that all covered services are available and accessible under the plan. A Medicare Advantage coordinated care plan, such as a HMO, must maintain and monitor a network of providers that is sufficient to provide adequate access to covered services. Access includes services within a certain radius of the enrollees primary residence as well as within a certain amount of time. A Medicare Advantage private fee-for-service plan must have a sufficient number or range of providers willing to furnish services under the plan. 

Medicare Advantage enrollees in a HMO may have direct access to specialists for a limited number of visits or a limited amount of time, without referrals or prior authorization, if they have a “complex and serious medical condition.” The plan must screen all enrollees for a serious and complex medical condition. However, there is presently no definition in the regulation for what constitutes a “serious and complex medical condition," nor has CMS issued any policy memos to guide on this issue.

Secondary Payor Status

The law allows Medicare Advantage plans to assume secondary payor status under the same conditions as original Medicare.

What does the program exclude when you are on it?

Medicare Advantage plans are allowed to exclude the same benefits as traditional Medicare, Parts A and B.

What can you do if the program denies you service/payment you think should have been covered?

Medicare Advantage claims are processed by the insurance company selling the particular plan. The specific procedures will be set out in each plan.

Grievance Procedures 

The law requires that each Medicare Advantage organization provide meaningful procedures for hearing and for resolving grievances between the organization and enrollees. The laws, however, are not specific about this process. A grievance is any complaint or dispute other than one involving organizational determinations. In other words, a grievance may be filed for some problem other than non-coverage of services or non-payment. 

Appeals: Non-Expedited Reconsideration of Coverage Determinations

All of the Medicare Advantage programs must have a procedure in place to make initial determinations as to whether a particular service will be covered by the plan and the amount the beneficiary will have to pay for the service. In addition, initial determinations must be made in a “timely manner.” 
An initial determination must be in writing if it denies coverage of a service in whole or in part. Moreover, the determination must contain an explanation of the reasons for a denial in “understandable language.” 
Medicare Advantage plans must also provide for reconsideration upon the request of a beneficiary. The reconsideration must be determined within 60 days after the issuance of the initial determination. A request for reconsideration can be made either orally or in writing.

Expedited Reconsideration

All Medicare Advantage organizations must have procedures in place for expedited reconsideration in certain circumstances. When an expedited reconsideration is necessary, the reconsideration must be issued within 72 hours after receipt of the request or within 72 hours of receipt of information adequate to make a decision. A reconsideration may be requested by either a beneficiary or a physician. If a physician requests a reconsideration, they do not need to be affiliated with the Medicare Advantage plan. An expedited reconsideration is available when the standard time frame would “seriously jeopardize the life or health of the enrollee.”

Discretionary expedited reconsideration: If an enrollee requests an expedited reconsideration and if the Medicare Advantage organization determines that application of the normal time frame for making a determination could seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function, the organization may expedite its determination and reconsideration time period.

Mandatory expedited reconsideration: If a physician requests an expedited determination or reconsideration and states that the application of the normal time frame for making a determination or reconsideration could seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function, the organization shall expedite the determination or reconsideration. This applies whether or not the physician is affiliated with the plan.

Independent review of reconsideration decisions: All Medicare Advantage plans must contract with an independent agency which will review reconsideration determinations that affirm a full or partial denial of coverage. In Wisconsin, the Center for Health Dispute Resolution is this agency.

Appeal of Reconsideration Denials

The procedures for appealing reconsideration denials under Medicare Advantage plans are similar to the procedures which are currently in place for Medicare Parts A and B. A beneficiary is able to have an ALJ hearing if there is at least $110 in controversy. However, the Medicare Advantage plan will be made a party to the hearing and may potentially take a position against the beneficiary. Furthermore, if there is at least $1,090 in controversy, either the plan or the beneficiary is able to request judicial review.
 

What can you do if your enrollment in the program is terminated?

The same procedures apply to a disenrollment as for a denial of services or payment. See above.

What are the time lines to appeal adverse determinations?

· number of days to request plan review as specified by the plan

· 60 days to request reconsideration

· CHDR review is mandatory if beneficiary loses

· 60 days to appeal CHDR determination to an ALJ

· Appeal to Department of Appeals Board

· Judicial review

How Part D works

The Medicare Prescription Drug Improvement and Modernization Act of 2003 (MMA) added a new prescription drug coverage benefit to Medicare, which started on January 1, 2006. This benefit is known as Medicare Part D. Medicare Part D offers seniors many Prescription plans to choose from. Each prescription plan is administered by private plans approved by Medicare to offer coverage. Medicare replaces Medicaid as the primary source of drug coverage for low-income and disabled people with both Medicare and Medicaid (“dual eligibles”). 

Assistance with drug benefit premiums and cost sharing is available to beneficiaries with low incomes and a small amount of assets. This part of the benefit is called the Low Income Subsidy or LIS and is administered through the Social Security Administration.

The drug benefit is offered through two types of private plans: stand-alone prescription drug plans (PDPs) for people getting other Medicare benefits through the fee for- service program, and Medicare Advantage prescription drug (MA-PD) plans, such as HMOs or PPOs, that cover drugs and other Medicare benefits. In 2006, a total of 42 PDPs and 3 MA-PD plans are offered across Milwaukee County.

How Part D and LIS work

How do you apply/enroll?

PART D













Enrollment in Part D may be done three ways:

1. 1. Online, through www.medicare.gov. A plan comparison tool is available on this site as 
well as a tool that can look up which plan you are currently enrolled in.

2. Enrollees may select a plan and enroll directly with the plan sponsor using a paper application, or any other means made available by the plan.

3. Enrollees can call 1-800-MEDICARE to join a plan over the phone.

For specific guidelines related to prescription drug plan eligibility, enrollment and disenrollment, see http://www.cms.hhs.gov/pdps/PDP_enrollmentguidance+exhibits_FINAL_8-29-05.pd

Initial Enrollment Period for Part D

The initial enrollment period when a beneficiary first becomes eligible for Part D is similar to the initial enrollment period established for Part B: a beneficiary may enroll during the 7-month period including the three months before the month of their 65th birthday, the month of their birthday, and the three following months. However, during the program’s implementation, the initial enrollment period for people who were already Part D eligible was from November 15, 2005 through May 15, 2006. 
Annual Coordinated Election Period (ACEP)

Generally, the annual coordinated election period for Part D is from November 15 through December 31 of each year. During this time, Part D enrollees may switch plans, and people who choose not to enroll in Part D during their initial enrollment period during their initial enrollment period may enroll. The first regular ACEP will take place November 15 through December 31, 2006, and each year thereafter.

Special Enrollment Periods (SEP)

Special enrollment periods will apply for people who:

· Lose existing drug coverage that is creditable (meaning, on the average, as good as or better than Part D)

· Enter or leave a long-term care facility

· Permanently move out of their plan’s service area

· Other exceptional circumstances

Medicare beneficiaries who also have Medicaid (full benefit dual-eligibles) have a continuous special enrollment period, and may change plans up to once per month.

Automatic enrollment

Full benefit dual eligibles were automatically enrolled in a PDP if they did not select a plan before December 31, 2005, with coverage beginning January 1, 2006. The same automatic enrollment process still applies to some individuals in Medicare Savings Programs (QMB-plus and SLMB-plus). It is important for all persons who are on both Medicare and full Medicaid to affirmatively select the plan that best meets their prescription drug needs, as automatic enrollment will place beneficiaries into PDP’s chosen at random. This is very important for first time Medicaid recipients who will be automatically enrolled in a Part D plan if they do not choose one for themselves. In Milwaukee County it is especially important that Family Care participants are aware that they will be auto-enrolled as this may interfere with private drug coverage they may have.

Facilitated enrollment

Other groups of individuals may have their enrollment “facilitated” if they do not select and enroll in a PDP. This includes people who have applied and been determined eligible for the low-income subsidy (described below) as well as beneficiaries who receive help from the state Medicaid program in paying for their Medicare Part B premiums (QMB and SLMB). These groups will be enrolled in a randomly-assigned PDP, with coverage effective June 1, 2006.

For more information on automatic and facilitated enrollment, see http://www.cms.hhs.gov/medicarereform/states/auto_vs_facilitated.pdf
LIS – The Low Income Subsidy

Initial Application

Certain groups are “deemed eligible” for the low-income subsidy and need not apply for this extra help. These groups are the full benefit dual eligibles and the QMB/SLMB/QI/SSI individuals in groups 1 and 2, above. All others must apply for assistance as well as select and enroll in a PDP. 

Paper applications were mailed to all presumptively eligible individuals beginning in May, 2005. Applications are also available at local Social Security offices, but the most efficient way to apply may be through the Social Security Administration’s website, www.ssa.gov. 
The application is relatively brief and applicants do not need to submit any supporting documentation when they apply. Their declarations will be compared with the Administration’s own records, and applicants will be contacted if there is a discrepancy and further supporting materials are required.

How long does the Federal government have to process the application?

Part D

Applications are made to private insurance companies who shall provide coverage the month after the month the application is made.

LIS

Applications are made to the Social Security Office and Social Security has 30 days to process the application.

How often are reviews allowed/required?

Part D

Plans are sold by the calendar year and can be changed annually during the AEP, there is no eligibility to review, just a renewal.

LIS

LIS eligibility is reviewed annually but only a portion of recipients are reviewed. If you receive the LIS by virtue of Medicaid eligibility the review is your bi-annual or annual Medicaid review when you are recertified. Note** if you fall off of the Medicaid program for any reason, your LIS eligibility may be affected.

What are the income/asset/work history requirements?

Part D

Medicare is for Citizens who are 65 or older and have enough work credits to get Social Security, certain disabled individuals and or end stage renal disease patients. Anyone who is enrolled in Medicare Part A and/or Part B is eligible for Part D. It is important to remember that this is not a means-tested program: anyone with Medicare may enroll, regardless of income or assets.

A person is able to enroll in a prescription drug plan (PDP) if he or she permanently resides in the region served by that PDP. A temporary stay in the PDP’s service area does not qualify an individual to enroll in a PDP.

LIS 

Anyone whose income is less than 150% of the Federal Poverty Level (see chart in Appendix) and whose resources are below $11,500 ($23,000 for a married couple living together) is eligible for some level of assistance. The chart below describes the eligibility standards and subsidy level for various groups.

	Group
	Income
	Resources
	Part D costs

	Full benefit dual eligibles (people receiving both Medicare and Medicaid)
	At or below 100% FPL
	N/A
	No monthly premium

No annual deductible

Copays $1 generic/$3.10 name brand; no out-of-pocket costs after $3,850.

	Full benefit dual eligibles above 100% FPL; QMB, SLMB, QI, SSI
	N/A
	N/A
	No monthly premium

No annual deductible

Copays $2.15 generic/$5.35 name brand; no out-of-pocket costs after $3,850.

	Non-duals 
	Below 135% FPL
	$7,500 individual, $12,000 couple

(will change with 2007 COLA)
	No monthly premium

No annual deductible

Copays $2.15 generic/$5.35 name brand; no out-of-pocket costs after $3,850.

	Non-duals
	Below 150% FPL
	$11,500 individual, $23,000 couple

(will change with 2007 COLA)
	Monthly premium calculated on sliding scale based on income; $50 annual deductible; 15% coinsurance up to $3,850 out of pocket; then $2.15/$5.35 co-pays


Medicare beneficiaries who are participating in the Medicaid deductible program may satisfy the income and asset requirements for the partial LIS subsidy, but need to apply in order to receive it. Those who have met their Medicaid deductible and are receiving full Medicaid benefits will be deemed eligible for the full subsidy 

Certain groups are “deemed eligible” for the low-income subsidy and need not apply for this extra help. These groups are the full benefit dual eligibles and the QMB/SLMB/QI/SSI individuals in groups 1 and 2, above. All others must apply for assistance as well as select and enroll in a PDP. 

What are the nonfinancial eligibility requirements?

Part D
Must be eligible for Medicare Parts A and B.
LIS

Must be eligible for Medicare Parts A and B.

What does Part D cover when you are on it?

Part D

Medicare Part D Prescription Drug Plans (PDP’s) are offered by private insurance companies and other organizations that have contracted with the Centers for Medicare and Medicaid Services to negotiate discounted prices on behalf of their enrollees. Medicare Advantage Prescription Drug Plans (MA-PD’s) will also be offered by managed care organizations that provide services to Medicare enrollees under Medicare Part C (formerly Medicare+Choice). 

Organizations offering PDP’s and MA-PD’s may offer different levels of coverage at varying costs, but all must provide the equivalent of a standard benefit which includes the following cost-sharing requirements: The plan must cover only drugs available by prescription, including biologicals, insulin, and medical supplies associated with the injection of insulin.

A PDP or MA-PD may not cover all drugs.

Formularies must include at least two drugs in each of 146 unique therapeutic categories and pharmacologic classes, as developed by U.S. Pharmacopoeia. 

· The two drugs must not be therapeutically equivalent or bioequivalent.

· Different strengths and doses must be available.

· If only one drug exists in a given class, it is permissible for only that drug to be included.

Formularies must include adequate coverage of the types of drugs most commonly needed by Part D enrollees, as recognized in national treatment guidelines.

The formulary must not substantially discourage enrollment by certain Part D eligible individuals.

The sponsor must provide for an appropriate transition process for new enrollees prescribed Part D drugs that are not on its formulary. 

Plans must cover and provide uninterrupted access to all or substantially all drugs in the following six categories:

1. Anti-psychotics

2. Anti-convulsants

3. Anti-depressants

4. Anti-retrovirals

5. Immunosuppressants

6. Anti-neoplastics

Note: Barbiturates and benzodiazepines (anti-anxiety/anti-seizure medications) must be excluded from Medicare Part D prescription standard benefit drug coverage. However, for dual eligibles (people who have both Medicare and Medicaid) those drugs will continue to be covered by Medicaid. Plan sponsors may cover these drugs as part of an enhanced benefit at a higher premium.

· Monthly premium, average $27.35 Premiums can be paid directly to the plan, deducted from the enrollee’s Social Security check, or debited from the enrollee’s bank or credit card account, if the plan offers this service.

· $265 annual deductible

· 25% of all drug expenses between $266 and $2,400 (Medicare will pay 75%)

· 100% of all drug expenses between $2,401 and $5,451.25 (total of $3,850)

· 5% of all drug expenses above $5451.26 (Medicare will pay 95%), or $2.15 (generic) and $5.35 (name brand) copayments, whichever is greater.

LIS

 See chart above.

What does Part D exclude when you are on it?

Part D

Medicare Part D has a coverage gap called the doughnut hole. The coverage gap begins once the Medicare Part D plan has spent $2,401 worth of drugs on the plan member. The plan member then has to cover 100% of all drug expenses between $2,401 and $5,451.25 (total of $3,850). After the member has spent $3,850 out-of –pocket coverage resumes at a catastrophic level: the member pays 5% of all drug expenses above $5451.26 and Medicare will pay 95%, or $2.15 (generic) and $5.35 (name brand) co-payments, whichever is greater.

What can you do if Part D denies you service/payment you think should have been covered?

Part D- Appeals and the Exceptions Process 








Exceptions

All PDP sponsors must establish an exceptions process whereby plan enrollees may obtain coverage determinations. In 2007 the coverage determinations include:

· A plan’s decision not to pay for or provide a Part D drug because it is not on a plan’s formulary, out of network, not medically necessary, excluded by the statute (as in the case of vaccines), or lacking prior authorization,

· The plan’s failure to provide a coverage determination in a timely manner,

· Request for an exception, or determination of whether a non-preferred drug is medically necessary, and

· Decisions on the amount of cost-sharing.

An individual, or his or her physician or appointed representative may request a coverage determination. The determination must be made as soon as the enrollee’s health condition requires, but no later than 72 hours after the request is made (or supporting statement from the enrollee’s physician is received). Decisions pertaining to payment must be made within 72 hours. All denials must be made in writing and must include information on appeal rights.

Coverage of non-formulary drugs is not required while a coverage determination is pending. However, such decisions may be expedited upon oral or written request to the plan sponsor from the enrollee or the enrollee’s physician. Decisions may be expedited where a physician states that observing the standard timeframe would seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function. In such cases, a determination must be made within 24 hours.


There is a five-step review process for adverse coverage determinations
. 
1. Redetermination under 42 C.F.R. § 423.580

2. Reconsideration by Independent Review Entity (42 C.F.R. § 423.600)

3. Hearing before Administrative Law Judge (42 C.F.R. § 423.610) following the same procedures as Medical Assistance appeals

4. Medicare Appeals Council (42 C.F.R. § 423.620)

5. Federal Court (42 C.F.R. § 423.630)

Grievances

Once the PDP sponsor receives a complaint, either oral or written, it must notify the beneficiary whether the complaint is subject to its grievance or appeals procedures. In the case of quality of care issues, an enrollee may file a grievance with the plan sponsor, file a written complaint with the Quality Improvement Organization, or both.

An enrollee must file a grievance no later than 60 days following the event or incident that precipitates the grievance. The PDP sponsor must notify the beneficiary of its decision as quickly as possible in each case, depending upon the health of the enrollee, but no later than 30 days after receipt of the grievance. This deadline may be extended by up to 14 days in certain circumstances.

Tip: The enrollee should always start to resolve problems with the plan itself. If the enrollee is unsatisfied with the plan he or she may also file a grievance with 1-800-MEDICARE.

LIS













Denials

Appeal of subsidy determination procedures consists only of a telephone hearing with Social Security. A subsequent appeal requires that the appellant’s claim be heard in Federal Court.
Auto-enrollment and facilitated enrollment in to PDP’s

Full benefit dual eligibles, who are deemed eligible for the low-income subsidy, will have a prescription drug plan chosen for them if they do not select a plan. While this is meant to prevent many people from experiencing a gap in coverage after January 1, 2006, when Medicaid no longer covers their prescriptions, there is no guarantee that they will be auto-enrolled into the plan that best meets their needs. Advocates should work closely with these enrollees to ensure they select the plan which best meets their needs. If they do not select one on their own and are automatically enrolled into a plan, it is important that they make sure the plan covers the medications they need.

Tip: If an individual is auto-enrolled in a plan that does not cover their medications, they may request a transition fill from their plan. In addition, they may enroll in a different plan for the next month because they are dual-eligible and have a continuous SEP.

Facilitated enrollees who elect a plan which provides coverage greater than that offered under the standard benefit must pay the difference between their chosen plan’s premium and the standard benefit premium.

Full benefit dual eligibles have an ongoing Special Enrollment Period. As a result, they may change plans once per month if necessary.

CMS “facilitated” the enrollment of certain other Medicare recipients if they did not select a PDP before May 15, 2006. This includes people with QMB, SLMB, QI, and those who apply and are determined eligible for the extra help. A plan was selected for them, and coverage began on June 1, 2006.

Redetermination

Medicare enrollees who automatically qualify for the extra help by virtue of participation in another means-tested benefit (i.e. Medicaid or QMB) will have their cases reviewed every two years, and will not need to reapply for the subsidy as long as they remain eligible for the second benefit. 

For all non-deemed recipients, SSA will periodically redetermine their continuing eligibility for a subsidy and the amount of their subsidy. These redeterminations will be conducted by mail. SSA will request that subsidy recipients provide information about changes in income, resources and household composition. Each year, beginning in 2006, SSA will select cases for redetermination between August and December, rather than throughout the year. In August 2006 through December 2006, SSA will conduct redeterminations for persons who became eligible for the subsidy in the early part of 2006. In 2007 and later years, for individuals who have already had a redetermination, SSA will select only a portion of all eligibles for redetermination. 

In addition to the scheduled re determinations described above, SSA will conduct, by mail, unscheduled re eterminations for people who report a subsidy-changing event, such as:

· Marriage

· Divorce

· Death

· Death of a live-in spouse

· Annulment

· Separation, and

· Resumed cohabitation of separated spouse

What can you do if your enrollment in the program is terminated? What are the time lines to appeal adverse determinations?

Part D

If you are terminated from your Part D plan it may have been an accident. If your receive a notice terminating your for cause you have 60 days to file a re-determination with the plan. You may then ask for reconsideration by an Independent Reviewing Entity or (IRE) within 60 days of the receipt of the re-determination notice. It is not uncommon to be accidentally terminated from your Part D plan, it is best to contact the plan and inquire into your termination. If you are not satisfied with the response of the plan call 1-800-MEDICARE.

LIS

If you are terminated by the Social Security Administration you may re-apply or you may ask Social Security for a review within 60 days of the receipt of the termination. If your review is denied you must petition the Federal Court within 60 days from the receipt of the decision.

Special topics in Medicare

MEDICARE AS SECONDARY PAYOR

 
 " \l 2
Medicare usually is the primary payor of hospital or medical claims for beneficiaries. However, certain circumstances require that claims first be submitted to another insurer or third party payor. These claims can only be submitted to Medicare after first being processed by the other payor. In these cases, Medicare is the secondary payor. 

Medicare may be the secondary payor in the following circumstances:

· Where the medical services are covered under Workers' Compensation.

· Where the medical services are covered under liability or no-fault insurance (e.g., automobile insurance).

· Where the services are furnished to End-Stage Renal Disease beneficiaries who are covered under an employer group health plan.

· Where the services are furnished to employed seniors and to the senior spouses of employed individuals who are covered under an employer group health plan.

· Where the services are provided to those eligible for veterans benefits or for Black Lung benefits.

 MEDICARE PAYMENT LIMITATIONS AND WAIVERS tc "MEDICARE PAYMENT LIMITATIONS AND WAIVERS " \l 2 
Medicare has significant limitations on the types of medical services that it covers and the circumstances under which Medicare pays. We have already described these coverage limitations in earlier sections of this manual. In those situations where Medicare does not pay, however, some provisions of Medicare law limit the financial liability of patients and, in some cases, of providers. 

Assignment of claims and participating physicians

The provisions for assignment of claims give financial incentives to providers to accept the amount that Medicare approves on a bill as payment in full. This in turn reduces the amount of out-of-pocket expense to a beneficiary. 

Accepting assignment

When a doctor agrees to accept assignment, the doctor is agreeing to bill no more than the Medicare approved amount. In these cases, the patient will be liable only for the 20% copayment (after meeting the deductible) and not for any excess charge above the approved amount. Thus, it is beneficial to the patient to choose a doctor who accepts assignment. Where a doctor accepts assignment, Medicare will pay the doctor directly and therefore the doctor does not have to pursue payment from the patient. The doctor can collect the 20% copayment up front from the patient.


Doctors may choose to accept assignment or not to accept assignment. Where a doctor does not accept assignment, Medicare makes payment to the patient who in turn pays the doctor. Doctors who agree to accept assignment in all cases are called participating physicians. Participating physicians receive payment directly from Medicare and receive a higher payment amount. Beneficiaries who choose a participating physician are assured that they will not have to pay an excess charge for any of that physician’s Medicare-covered services.

Tip: As of April 1, 2002, all ambulance providers must accept assignment for Medicare-covered ambulance trips.

Limiting Charge

Physicians who do not accept assignment may only charge an amount which is no more than 115% of Medicare's approved amount. The physician may bill the patient directly, as long as the bill does not exceed the limiting charge amount.

Example:

Doctor Jonson’s office visit costs $150 and he does not accept Medicare assignment. Medicare's approved amount is $100 for this type of visit. Doctor Jonson’s bill cannot exceed $115. Medicare would pay $80, and the beneficiary would pay $20 as the copayment and an excess charge of $15, for a total of $35 out of pocket from the beneficiary. The doctor must write off the remaining $35. 

The limiting charge applies to physicians, but not to all Part B providers. For example, DME suppliers are not covered by the limiting charge. Physicians who violate the limiting charge rule can be penalized for committing Medicare fraud and abuse.

Claim Filing and Time Limitation for Filing Claims

 For both assigned and unassigned covered services, physicians and suppliers must complete and submit Part B claims for their patients. Physicians may not bill their patients for Medicare covered services (except for the 20% copay) until a claim has been submitted to Medicare and Medicare has made a payment determination. Providers who demand payment (other than the copay) from their patients in advance for Medicare covered services can be charged with committing Medicare fraud and abuse.

Claims must be filed on or before December 31 of the calendar year following the year in which the services were furnished. Services furnished in the last quarter of the year (October-December) are considered furnished in the following year.

Assigned and unassigned claims not submitted within 12 months of service will be reduced by 10% of the amount that would otherwise be paid.

Medical Necessity Reductions

If a level of service that was less expensive than the billed service would have met the patient's medical need, or medical records indicate that a lower level of service was actually furnished, the billed level of service is considered "not reasonable and necessary." The reimbursement is based on the approved amount for a less extensive level of the service, and the patient is not responsible for the difference between the approved amount and the billed charge. When medical necessity reductions occur, the physician must refund to the beneficiary any amount collected which exceeds the limiting charge for the less extensive procedure.

Services Not Medically Necessary

No payment is made for services considered not reasonable and necessary or for procedures which are considered by Medicare to be experimental in nature.

In certain cases, if a provider collects payment from a patient and the claim is later denied as not medically necessary, the provider must refund the payment to the patient (including deductible and coinsurance amounts), unless the provider gave written notice before performing the procedure.

On both assigned and non-assigned claims, the provider may bill the patient for services denied as not medically necessary only if an advance notice agreement was made before providing the service. The disclosure form must specify the reason(s) why the physician suspects that Medicare will not pay for the service and must indicate the specific date(s) that the service will be provided.

Refunds

Some circumstances require that the beneficiary be reimbursed for payments (s)he has made. The individual circumstances dictate whether the refund comes from the service provider or from Medicare. They include the following:

· Monies incorrectly collected. These are typically reimbursed by the provider.

· Underpayments. These are typically reimbursed by Medicare.

· Interest charges. These are reimbursed by the provider. Providers may not charge interest on accounts that Medicare pays late.

· Overpayments. Credits on accounts must be paid to beneficiary at his or her request.

There are some occasions in which the beneficiary is liable for payment. For example:

· If Medicare overpayments are made to a provider who was without fault, the beneficiary must return the overpayment to Medicare. Exceptions to this would be services deemed medically unnecessary or custodial care where neither the provider nor the patient was at fault.

· On unassigned claims, Medicare pays the beneficiary and the beneficiary must pay the provider directly. A beneficiary also must return any funds Medicare incorrectly paid him or her.

· Guarantee of payment provisions: On rare occasions, a Medicare beneficiary may exhaust coverage for inpatient hospital days, including lifetime reserve days. If this person is later given inpatient care, Medicare will pay the hospital for services provided during the time taken to access the patient's utilization record. Medicare then tries to recover payments from the beneficiary (or third-party payor, if applicable). Guarantee of payment provisions do not extend to those who lack coverage for other reasons, such as persons not currently entitled to Part A.

· If a provider is paid primary benefits by a third party payor, the provider must refund to Medicare any money it paid because it mistakenly acted as a primary payor. (See the section on "Medicare as Secondary Payor" for more information).

Waiver of Liability

The waiver of liability provisions of Medicare law apply to protect beneficiaries and in some cases, providers, from having to pay under certain circumstances where Medicare denies payment. Waiver of liability protects beneficiaries from paying for physician services which are not specifically excluded from coverage, but which Medicare decides were not reasonable and necessary in a particular case. Waiver of liability also protects: 

· Beneficiaries who receive custodial care, instead of skilled care, in nursing homes, until the date the beneficiary should have known the care would not be covered by Medicare;

· Beneficiaries placed in a nursing home bed that is not Medicare-certified, when proper written notice is not given;

· Beneficiaries who receive care in a hospital that is disapproved by the QIO or intermediary, if proper notice is not given;

· Beneficiaries who receive non-covered elective surgery costing greater than $500 if proper notice of non-coverage was not given; and

· Beneficiaries who receive certain other non-covered services in limited cases when written notice of noncoverage was not given.

Waiver of liability generally does not apply to Medicare denials for reasons other than medical necessity or those described above; however, in recent years we have seen beneficiaries’ liability being waived more often in circumstances that do not appear to be generally covered by the waiver of liability statutes.

Without evidence to the contrary, Medicare assumes a beneficiary had no way of knowing a service would be denied. Providers are required, in advance of providing a service they believe will be denied, to give written notice of non-coverage which explains the provider’s belief that the service is not medically necessary. 

Waiver of liability, SNF services:

· To avoid waiver, the SNF provider must give written notice to beneficiary specifying that: 1) the services will not be covered, as of a specific date, because the service is not skilled; 2) the provider will not bill Medicare; 3) the beneficiary may demand that provider bill Medicare; and 4) the beneficiary acknowledges receipt of information, if given initially over the phone.

· Where the beneficiary did not receive written notice of non-coverage, the beneficiary is not liable for cost of custodial care. 

· Where the provider was also unaware that services would not be considered non-skilled, the provider’s liability may be waived. In this case, Medicare pays as if the services were covered.

Waiver of liability, SNF bed that is not Medicare certified:
· To avoid waiver, SNF must obtain a written consent to placement in a non-certified bed. This consent must be: 1) in writing; 2) signed by the beneficiary or beneficiary’s legal representative; 3) be accompanied by a physician’s statement as to the beneficiary’s competence or incompetence; 4) contain language that indicates the beneficiary is aware that consenting to placement in a non-certified bed disqualifies him or her for Medicare payment for services in that bed; and 5) contain language indicating that the beneficiary freely consents to the placement. 
· If the notice does not meet the above requirements and all other criteria for Medicare coverage are met (such as skilled care on a daily basis, etc.), such that Medicare would have paid but for the placement in the non-certified bed, then the beneficiary’s liability is waived.

Waiver of liability, Part B services:

· To avoid waiver, a provider must give written notice, called an “Advance Beneficiary Notice” or ABN, specifying the services which will not be covered, the reasons why the services will not be covered and that a Medicare denial is likely. The notice must be signed by the beneficiary.

· Where the beneficiary does not receive a written notice, the beneficiary’s liability will be waived if the beneficiary was not aware that services were not medically necessary. For this to apply to non-assigned claims, the physician must have been aware that services were not medically necessary.

· For non-assigned claims, if a physician was unaware that services were not medically necessary, the physician’s liability will be also waived.

· For assigned claims, if the physician was unaware that services were not medically necessary, the beneficiary must pay physician.

Note: There are other waiver of liability situations. The ones described above are the ones most frequently encountered.

What can SeniorLAW do to help

When is the best time in the life of a case to refer the case to SeniorLAW?

Because time lines to file appeals pass quickly, and due to the amount of time it can take for a law office to obtain copies of medical records, a referral to SeniorLAW as early as possible when a coverage problem has occurred is ideal.

Part D

Senior LAW is currently funded to assist seniors choose a Part D plan and help them weigh their options. They are also funded to help seniors with grievance with the Social Security Administration and Individual Medicare Part D plans. Special Part D funding will expire as of June 30, 2006, and resources may be reallocated at that time. In the meantime, once a senior has been unsuccessful in trying to resolve a problem with their Part D plan, County case worker or Social Security, he or she should contact Senior Law. Most problems can be resolved by calling the appropriate channels.

LIS

If a senior feels they have been wrongfully denied LIS he or she should contact Senior LAW. It is also important that new Medicaid beneficiaries who have questions about Medicare Part D call SeniorLAW within the first month of their eligibility.

Will SeniorLAW ever answer questions without speaking to the senior him or herself?
Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).

Chapter 2 



Medicare Supplement Insurance

Background

Overview of the law
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Medigap

Medicare Supplement

MedSupp

A brief description of the law/program

The Original Medicare insurance plan pays for many health care services and supplies but it does not pay all the cost for health care services and supplies. The Medicare beneficiary still has to pay costs such as coinsurance, copayments and deductibles. These costs are called “gaps” in the Medicare coverage.
Medicare supplemental or “Medigap” policies are health insurance policies sold by private insurance companies. Medigap policies are designed to fill in the “gaps” in Medicare coverage by paying some of the health care costs that the Original Medicare does not pay. If an Original Medicare beneficiary enrolls in a Medigap policy, Original Medicare and the Medigap insurance each pays its portion of the covered health care cost.

In addition, some Medigap policies offer extra benefits that Original Medicare does not offer. Extra benefits that Original Medicare does not provide but Medigap policies may cover include routine check ups, foreign travel emergency coverage, and home health care. After December 31, 2005, no new Medigap policies can offer outpatient prescription drug coverage as an extra benefit.

There are several ways to buy Medigap insurance after turning 65. Some people continue the coverage they had before turning 65, with some changes in benefits. Others buy group or individual insurance policies. Still others are eligible for Medical Assistance (also called “Medicaid” or “Title 19" or “T-19"), a program which provides health care coverage to low-income people. Individuals who receive Medical Assistance benefits do not need to worry about Medigap issues.

The federal government has given Wisconsin a waiver from some of the provisions of the federal laws which regulate Medigap policies. This means that policies sold in Wisconsin are somewhat different from those available in other states. Wisconsin does not offer the standardized Medigap plans A-L. The following information applies only to policies sold in Wisconsin. 
History of the law

When was it first enacted?

Medigap policies have been sold by private insurance companies for years. Specific standards for such policies were first established in 1980 by the Baucus Amendments. 

When have major modifications been made to the law?

The Omnibus Budget Reconciliation Act provided for standardization of policies in 1990. Model standard for policies were revised in 1992. The Medicare Modernization Act also restricted drug coverage in Medigap policies sold after January 1, 2006.

Are there annual updates/links to annual changes in poverty levels?

No. Medigap policies are not means-tested, other than requiring payment of premiums.

Sources of the law

U.S. Code

42 U.S.C. Section 1395ss

CFR parts

42 C.F.R part 402 et seq.

42 C.F.R. 403(B)

42 C.F.R. part 1003

Social Security Act sections

Title XVIII, Section 1882 generally

Title XVIII, Section 1882(p)(6) for Wisconsin's waiver

Title XVIII, Section 902(a) (Pub. Law 96-285)

Wisconsin statues

Wis. Stat. Sections 185.983(1m), 625.16, 632.73(2m), 632.76(2)(b), 632.81, 632.84

How the program works
How do you apply/enroll?

The open enrollment period begins the first day of the month when a beneficiary is both sixty-five (65) years old or older and is enrolled in Medicare Part B. The open enrollment period runs for six (6) months. 

TIP: You may determine if a beneficiary is within the open enrollment period by looking at the beneficiary’s Medicare card. The lower lefthand corner of the card displays the start date for Medicare Part B. To calculate an open enrollment period, add six (6) months to that date.

The best time to purchase a Medigap policy is during the open enrollment period. During the open enrollment period, individuals are entitled to special rights and protections. Additionally, in the open enrollment period, individuals may not be required to provide health histories.

Protections During the Open Enrollment Period

During the open enrollment period, a Medigap insurance company cannot:

a) Deny an individual any Medigap policy that it sells;

b) Make an individual wait for coverage to start; or

c) Charge an individual more for a policy because of his/her health problems.

If a beneficiary buys a Medigap policy during his/her open enrollment period and the beneficiary had at least six (6) months of previous health insurance coverage that qualifies as “creditable coverage,” the Medigap insurance company cannot apply a “pre-existing condition” waiting period. If the beneficiary had less than six (6) months of previous health insurance coverage qualifying as creditable coverage, the Medigap insurance company must reduce the pre-existing condition waiting period accordingly. NOTE: A pre-existing condition is a health problem that was diagnosed or treated during the six (6) months before the Medigap policy started.

TIP: Individuals may want to apply for a Medigap policy before the open enrollment period starts if they are losing coverage due to impending Medicare eligibility. Early enrollment will allow for continuous coverage. For further information, call the Wisconsin Medigap Helpline at 1-800-242-1060.

Protections Outside the Open Enrollment Period

If an individual enrolls in a Medigap policy outside of the open enrollment period, the insurance company may refuse coverage for a pre-existing condition for up to six (6) months. However, in certain situations, individuals have rights called “guaranteed issue rights” or “Medigap protections.” Examples of situations when an individual may have “Medigap protections” include, but are not limited to, the following:

a) An individual is enrolled in a Medicare program other than Original Medicare and the program is leaving a service area or otherwise stopping service;

b) An individual’s employer group plan or union coverage is ending;

c) An individual’s Medigap insurance company goes bankrupt or he/she otherwise loses coverage through no fault of his/her own; or

d) An individual has a policy that covers prescription drugs. He/she now wants to enroll in a new Medicare prescription drug plan and switch to another Medigap policy that does not have prescription drug coverage.

If Medigap protections are applicable, an insurance company:

a) Must sell an individual a Medigap policy;

b) Must cover all pre-existing conditions; and

c) Cannot charge the individual more for a Medigap policy because of past or present health problems.

Note: A pre-existing condition is a health problem that was diagnosed or treated during the six (6) months before the Medigap policy started.


Types of Medigap coverage

Group Insurance

There are two types of group insurance policies available in Wisconsin. The first is purchased through an employer. The second is purchased through a voluntary association.

Employer Group Plans

Many people have group health insurance while they are employed. Sometimes this group health insurance can be continued or converted to a Medicare supplement policy at age 65.

Both state and federal law require many employers to offer continued health insurance benefits to people whose group coverage ends because of divorce, death of a spouse, or termination of employment for reasons other than discharge for gross misconduct. For more information on these COBRA provisions, please contact the employer. 

If a spouse is included in a group plan, the policyholder should find out what happens if the spouse reaches age 65 first. If requested, the insurer must give a written explanation of the benefits available after enrolling in Medicare. 

Coverage may be reduced for those who continue to work after age 65. See the “Medicare” chapter in this manual for more information.

Note: Employer group coverage is often available regardless of health condition and usually does not include any waiting periods for preexisting conditions.

Voluntary Associations

A number of organizations, such as the American Association of Retired Persons (AARP), offer group health insurance to members over age 65. The value of these plans differs. Prices and benefits should be compared to those of other policies.

Individual Medigap Insurance Policies
Those who do not have adequate group insurance and are not eligible for Medical Assistance may want to buy an individual Medigap insurance policy. There are several types of individual Medigap policies available, including Medicare Supplement and Medicare Select.

TIP: A person who cannot afford a Medigap policy and is ineligible for Medical Assistance or QMB may want to consider a Medicare Advantage (formerly called Medicare + Choice) HMO. With a Medicare Advantage HMO, there is no need for a Medigap policy. However, before enrolling in a Medicare Advantage HMO, it is important to consider all your options. For more information, see the “Medicare” chapter in this manual or contact the Wisconsin Medigap Helpline at 1-800-242-1060. 

Medicare Supplement

Medicare Supplement policies are sold by indemnity insurers. Indemnity insurance plans are billed for each service received and enrollees are permitted to go to any doctor. In some instances, Medicare will send the claim to the insurer for payment. If Medicare does not forward the claim, then either the patient or the provider will have to submit claims to the insurer for payment. 

All Medicare Supplement policies include a basic core of benefits. In addition to the basic benefits, insurers are permitted to offer specified optional benefits. Each of the options which an insurer offers must be priced and sold separately from the basic policy. After December 31, 2005, no new Medigap policies can offer outpatient prescription drug coverage as an extra/optional benefit. All Medicare Supplement policies must offer a 30-day trial period, or "free look" to beneficiaries who meet enrollment criteria.

Medicare Select

Another Medigap insurance product available in Wisconsin is called “Medicare Select.” Medicare Select, which may be offered by insurance companies and health maintenance organizations (HMOs), offers benefits similar to Medicare Supplement insurance. Medicare Select and Medicare Supplement insurance differ in that Medicare Select policies will only pay full benefits if the covered services are obtained through health care professionals prescribed by the Medicare Select policy. The prescribed health care professionals, called “preferred providers,” are selected by the insurance company or HMO. Each issuer of a Medicare Select policy makes arrangements with its own network of preferred providers.

The amount of coverage provided by a Medicare Select company depends upon whether a beneficiary used a preferred provider and whether the services were required for an emergency. If emergency or non-emergency covered services are received from a preferred provider, Medicare will pay its share of the approved charges and the insurer will pay the full supplemental benefits provided for in the policy. If non-emergency covered services are received from an out-of-network provider, Medicare will pay its share of the approved charges and the insurer may deny payment or pay less than the full benefits provided in the policy. If emergency covered services are received from an out-of-network provider, Medicare will pay its share of the approved charges and the insurer must also pay supplemental benefits.

In general, Medicare Select policies cost less than Medicare Supplemental policies.

Note: The Office of the Commissioner of Insurance (OCI) releases an annual booklet each January entitled “Medicare Supplemental Approved Policies,” which includes a list of companies that sell these policies. The OCI posts updates to the annual booklet on the OCI website, www.oci.wi.gov.

Comparing Medicare Select and Medicare Advantage

Although both Medicare Select and Medicare Advantage utilize a network of providers, Medicare Select differs significantly from Medicare Advantage. Unlike a Medicare Advantage beneficiary, a Medicare Select beneficiary still has Original Medicare. If a Medicare Select beneficiary does not use the designated providers, Medicare still pays for covered services and the beneficiary loses only the Medigap coverage on the service(s). If a Medicare Advantage beneficiary fails to use a designated provider, Medicare itself will not pay and the beneficiary loses all coverage on the service(s).

After December 31, 2005, no new Medigap policies can offer outpatient prescription drug coverage as an extra/optional benefit. All Medicare Select policies must offer a 30-day trial period, or "free look" to beneficiaries who meet enrollment criteria.

Medicare Cost Policies

Wisconsin now offers two Medicare Supplement Cost policies and two Medicare Select Cost policies. Medicare Supplement 50% and 25% cost policies are available. Medicare Select 50% and 25% Cost policies are available. Medicare Cost policies are offered by HMOs which have agreed to provide Medicare benefits. These HMOs are allowed to provide more benefits at an additional cost. Cost policies only pay full supplemental benefits if covered services are obtained within the HMO's network. Cost policies are not available to individuals with permanent kidney failure. Some Medicare Cost policies must offer a 30-day trial period, or "free look" to beneficiaries who meet enrollment criteria. For further information regarding coverage under these plans, see the following sub-section entitled “What do Medicare Cost policies cover when you are on them?”

Medicare Part D changes to Medigap

Beginning January 1, 2006, Medicare offers prescription drug plans (Part D) to people with Medicare. This new Medicare benefit will change the rules governing some Medigap plans. Effective January 1, 2006, Medigap insurance providers cannot offer any new Medigap policies containing outpatient prescription drug coverage.

The new Medicare Part D benefit will also affect individuals who have an existing Medigap policy that covers outpatient prescription drugs. If a Medigap beneficiary has an existing policy covering outpatient prescription drugs (issued prior to January 1, 2006) and chooses not to enroll in Medicare Part D, his/her Medigap insurance provider must renew the Medigap policy if the beneficiary opts to renew. If a Medigap beneficiary has an existing policy covering outpatient prescription drugs (issued prior to January 1, 2006) and chooses to enroll in Medicare Part D, his/her Medigap insurance provider cannot renew the Medigap policy unless the policy is modified to eliminate outpatient prescription drug coverage and the premium is adjusted accordingly. 

Note: For further information on Part D, see the “Medicare” chapter in this manual.

Things to Avoid When Purchasing A Policy

DON'T listen to an agent who says the policy pays for everything that Medicare does not pay. No such policy exists.

DON’T believe an agent who says that a policy offers coverage not listed in the outline of coverage. Verbal promises are difficult, if not impossible, to enforce.

DON'T listen to an agent who uses pressure. He may be influencing you to be over-insured. Remember, less than 1 percent of beneficiaries use all of their Medicare hospital benefits; only 5 percent are in nursing homes; and the average hospital stay is only eight days. Decide what kind of coverage you need before you speak to an agent.

DON’T buy any policy that pays only daily "indemnity" or "per-day" benefits, or policies that pay only in the event that you have a specific disease, like cancer, until you have seriously considered a good comprehensive Medigap policy. Broad coverage is superior to narrow coverage.

DON'T drop an existing insurance policy until any waiting period requirements have been met on a new policy. The maximum waiting period permitted for preexisting conditions is six months.

DON'T keep poor policies simply because one has had them a long time. You may decide to change a policy at any time.

DON'T buy more than one Medigap policy.

DON'T pay cash for insurance. Pay with a check or money order payable only to the company, NOT the agent.

DON’T buy from unsolicited door-to-door salespersons until at least checking out the agent's credentials.

DON’T buy from an agent who gives the impression that he or she is from a government agency. NO agents are affiliated with any government agencies. If an agent gives you this impression, contact the state insurance commissioner since it is an illegal practice. More information is available from the Office of the Commissioner of Insurance. Call 1-800-236-8517 or visit www.oci.wi.gov.

Things to Consider When Purchasing a Policy

DO insist on a simple outline of the policy which describes the benefits offered. Under law, this outline must be given to a beneficiary when he or she applies for health insurance and before he/she pays for it, or when the policy is received if purchased through the mail. READ IT CAREFULLY. A signed and completed copy of the application for insurance must be left with the beneficiary at the time of application.

DO compare the costs and benefits of plans offered by several insurance companies before buying any health insurance policy.

DO find out if your doctor(s) will regularly accept assignment before deciding on a policy. This information will help in comparing the benefits of various plans.

DO be very careful about buying a policy on the basis of its skilled nursing home coverage. Few policies cover the custodial care most older persons receive in nursing homes.

DO read the policy carefully. If for any reason you wish to cancel the policy, it should be returned to the agent or insurance company by registered mail within 30 days of receipt. All money must be returned to you within 10 working days.

DO call an attorney or the state's insurance commissioner if an agent has used unfair or dishonest sales practices.

DO call the Wisconsin Medigap Helpline, 1-800-242-1060, with any questions regarding Medigap insurance. The Medigap Helpline has no affiliation with any insurance company.

How long does the insurance company have to process the application?

There is no specific time line for processing an application for Medigap insurance.

How often are reviews required?

There are no reviews for Medigap policies. If an applicant enrolls during the open enrollment period, or if an applicant meets underwriting criteria and enrolls at a later date, then the continuation of coverage is a matter of insurance law.

What are the income/asset/work history requirements?

There are no income, asset or work history requirements for Medigap policies. Individuals who wish to participate must pay plan premiums when they are due.

What are the nonfinancial eligibility requirements?

To be eligible for a Medigap policy, beneficiaries in the state of Wisconsin must be receiving Medicare Part A and Part B and Part D.

Whenever an application includes health questions, the Medigap insurance company may use this information to refuse to issue a policy, or to limit or exclude coverage for a specific condition. In addition, the company may later void the policy because of misinformation on the application. TIP: Make sure all the information on the application is complete and accurate to avoid potential loss of coverage due to misinformation.

A health history does not have to be provided if the application is made within six (6) months after enrolling in Original Medicare. This time is called the open enrollment period. 

Note: If a claim that looks like a pre-existing condition is submitted within the first three (3) months of Medigap coverage, such as a claim for diabetes treatment, the company may investigate the health history and impose pre-existing condition clauses.

Beneficiaries must live in the appropriate geographical region to apply for a Cost policy.
Medicare Supplement

What do traditional supplement policies cover when you have them?

In Wisconsin, all traditional Medicare Supplement policies provide the following benefits:

Basic Benefits

1) Copayment for 61st to 90th day of hospitalization ($238 a day-2006).

2) Copayment for 91st to 150th day of hospitalization ($476 a day-2006) - Full coverage after Medicare days are exhausted.

3) Copayment for 21st to 100th day of skilled nursing care in a skilled nursing facility ($119 a day-2006).

4) 175 days per lifetime of inpatient psychiatric care in addition to Medicare's 190 days per lifetime.

5) First three pints of blood.

6) 40 visits of home health care (if physician certifies that patient would be in a hospital or SNF without such care) in addition to visits covered by Medicare.

7) 20% of Medicare's Part B physician services, with no lifetime maximum.

8) Prior to January 1, 2006, coverage for full usual and customary cost of non-Medicare diabetic supplies, including insulin, and non-Medicare covered chiropractic care. After December 31, 2005, coverage includes non-prescription equipment and supplies (excluding supplies needed for the injection of insulin including syringes, needles, alcohol swabs, and gauze), but not any other outpatient prescription medications.

9) Coverage for 30 days of non-Medicare skilled nursing facility care (coverage is in addtion to required Part A coverage); no prior hospitalization required.

10) Coverage for inpatient and outpatient expenses for dialysis, transportation or donor-related services for kidney disease, up to $30,000.00 in any calendar year.

11) Coverage for preventative care services not covered by Medicare and as determined to be medically appropriate by an attending physician. 

12) Catastrophic prescription drug benefit (at least 80% covered after a deductible of no more than $6,250 per calendar year) may be included only in Medicare Supplement policies issued after January 1, 2006.

13) Coverage for hospital or ambulatory surgery center charges incurred and anesthetics provided for dental care for an individual with a chronic disability, or with a medical condition that requires hospitalization or anesthesia for dental care.

14) Coverage of breast reconstruction of affected tissue related to a mastectomy.

Optional Benefits

Insurers may offer the following optional benefits as a separate benefit for an additional premium:

Part A deductible ($952-2006).

1) Additional home health care (up to 365 visits per year, including Medicare-covered visits).

2) Part B deductible ($124-2006).

3) Part B excess charges up to the actual charge or the limiting charge, whichever is less.

4) Foreign Travel Rider: may have a deductible of up to $250. Must pay at least 80% of billed charges for the first 60 consecutive days you are outside U.S. Benefit limit must be at least $50,000 per lifetime.

5) Prescription Drug Rider: may have a deductible of up to $250 per year and must pay at least 50% of drug costs, up to a maximum of at least $3,000 per year. May only be offered in Medicare Supplement policies issued before January 1, 2006. 

What do traditional supplement policies exclude when you have them?

Policies issued after January 1, 2006 do not cover prescription medications, insulin and supplies associated with the injection of insulin.

Many policies have waiting periods before coverage begins. Coverage exclusions must be listed on the first page of the policy, and only conditions treated in the six months prior to the policy's effective date may be excluded from coverage.

If a provider charges more than the Medicare approved amount, the individual may be liable for the difference between what Medicare approves and the doctor's bill when the doctor does not accept assignment.

Generally, nursing care that does not meet Medicare's "skilled nursing" criteria is not covered by Medigap policies either.

Medicare Select

What do Medicare Select policies cover when you have them?

In Wisconsin, all Medicare Select policies offered by insurance companies and HMOs provide the following benefits:

Basic Benefits

1) Part A deductible ($952-2006).

2) Copayment for 61st to 90th day of hospitalization ($238 a day-2006).

3) Copayment for 91st to 150th day of hospitalization ($476 a day-2006) - Full coverage after Medicare days are exhausted.

4) Copayment for 21st to 100th day of skilled nursing care in a skilled nursing facility ($119 a day-2006).

5) 175 day per lifetime of inpatient psychiatric care in addition to Medicare's 190 days per lifetime.

6) First three pints of blood.

7) Part B deductible ($124-2006).

8) 20% of Medicare's Part B physician services with no lifetime maximum, and actual charges for authorized referral services.

9) 40 visits of home health care (if physician certifies that patient would otherwise be in a hospital or SNF) in addition to visits covered by Medicare.

10) Additional home health care (up to 365 visits per year, including Medicare-covered visits).

11) Prior to January 1, 2006, coverage for full usual and customary cost of non-Medicare diabetic supplies, including insulin, and non-Medicare covered chiropractic care. After December 31, 2005, coverage includes non-prescription equipment and supplies, but not any other outpatient prescription medications.

12) Coverage for 30 days of non-Medicare skilled nursing facility care; no prior hospitalization required.

13) Coverage for inpatient and outpatient expenses for dialysis, transportation or donor-related services for kidney disease, up to $30,000.00 in any calendar year.

14) Preventive care services.

15) Catastrophic prescription drug benefit (at least 80% covered after a deductible of no more than $6,250 per calendar year) may be included only in Medicare Select policies issued after January 1, 2006.

16) Cost Plans: Expenses incurred when using out-of-network providers do not count toward out-of-pocket annual limits contained in Medicare Select 50% and 25% Cost policies.

Optional Benefits

Insurers may offer the following optional benefits as a separate benefit for an additional premium:

1) Foreign Travel Rider: may have a deductible of up to $250. Must pay at least 80% of billed charges for the first 60 consecutive days you are outside U.S. Benefit limit must be at least $50,000 per lifetime.

2) Prescription Drug Rider: may have a deductible of up to $250 per year and must pay at least 50% of drug costs, up to a maximum of at least $3,000 per year. May only be offered in Medicare Select policies issued before January 1, 2006.
What do Medicare Select policies exclude when you have them?
Policies issued after January 1, 2006 do not cover prescription medications, insulin and supplies associated with the injection of insulin.

Many policies have waiting periods before coverage begins. Coverage exclusions must be listed on the first page of the policy, and only conditions treated in the six months prior to the policy's effective date may be excluded from coverage.

If a provider charges more than the Medicare approved amount, the individual may be liable for the difference between what Medicare approves and the doctor's bill when the doctor does not accept assignment.

Generally, nursing care that does not meet Medicare's "skilled nursing" criteria is not covered by Medigap policies either.

Medicare Cost Policies

What do Medicare Cost policies cover when you have them?

In Wisconsin, all Medicare Cost policies offered as either Medicare Select or Medicare Supplement policies provide the following benefits:

1) Copayment for 61st to 90th day of hospitalization.

2) Copayment for 91st to 150th day of hospitalization.

3) 50% or 75% of the copayment for 21st to 100th day of post-hospital skilled nursing care eligible under Part A until out-of-pocket limit is met.

4) 50% or 75% cost-sharing of the first three pints of blood.

5) 50% or 75% cost-sharing for hospice care.

6) 50% or 75% of the cost sharing otherwise applicable under Part B after the policyholder pays the Part B deductible until the out-of-pocket limitation is met.

7) 100% of Part B preventive services after policyholder pays the Part B deductible.

8) 100% of all cost-sharing under Part A or B for the balance of the calendar year after out-of-pocket limitation on annual expenditures is met under Part A and B ($4,000 for 50% cost-sharing plans or $2,000 for 25% cost-sharing plans).

Note: Medicare Select Cost Policies: Expenses incurred when using out-of-network providers do not count toward out-of-pocket annual limits contained in Medicare Select 50% and 25% cost policies.

In Wisconsin, some Medicare Cost policies provide the following benefits:

1) Coverage for 30 days of non-Medicare skilled nursing facility care; no prior hospitalization required.

2) 40 visits of home health care (if physician certifies that patient would otherwise be in a hospital or SNF) in addition to visits covered by Medicare.

3) Additional home health care (up to 365 visits per year, including Medicare-covered visits).

4) Coverage for inpatient and outpatient expenses for dialysis, transportation or donor-related services for kidney disease, up to $30,000.00 in any calendar year.

5) Prior to January 1, 2006, coverage for full usual and customary cost of non-Medicare diabetic supplies, including insulin, and non-Medicare covered chiropractic care. After December 31, 2005, coverage includes non-prescription equipment and supplies, but not any other outpatient prescription medications.

What do Medicare Cost policies exclude when you have them?

If you obtain services outside of the network without a referral, no supplemental coverage is available. You must pay all co-payments and deductibles that apply to out-of-network services.

What can you do if the program denies you service/payment you think should have been covered?

You can file a complaint with the Office of the Commissioner of Insurance.

You can appeal the denial of a benefit by submitting a written request that the company review the denial of benefits. The particular procedures for appeal are described in the individual policy. Any denial of payment must also include a written description of the appeal process.

Medigap companies are required to have an internal grievance procedure to resolve issues regarding benefits. They are also required to have expedited procedures when a medical condition might require immediate medical attention. Expedited procedures must resolve grievances within seventy-two hours after the plan receives the grievance.

If a beneficiary is not satisfied with the outcome of a grievance which involves medical necessity or experimental treatment, the beneficiary can request that an Independent Review Organization review the insurance company's decision. The Office of the Commissioner of Insurance maintains a list of Independent Review Organizations that the beneficiary can use to choose who will review the grievance outcome. The Independent Review Organizations have the power to decide whether or not a disputed service should be covered by a Medigap policy.

What can you do if your enrollment in the program is terminated?

Enrollment in a Medigap policy should only be terminated for non-payment of premiums.

What are the time lines to appeal adverse determinations?

The specific rules and time lines that apply to adverse determinations are specific to each policy and are described in each individual policy.

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

SeniorLAW is best able to serve clients with Medigap coverage disputes when we are given as much time as possible before an appeal deadline. If you have a coverage dispute, you should contact SeniorLAW as soon as it arises, so that we can assess the case before important deadlines pass.

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

No. Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).

Chapter 3 



Medicare Premium Assistance Program

Background

Overview of the law

Names the law is known by

QMB (Qualified Medicare Beneficiary Program);

SLMB (Specified Low Income Medicare Beneficiary Program);
SLMB+ or QI-1 (Specified Low Income Medicare Beneficiary Plus); and
QDWI (Qualified Disabled and Working Individual Program).

A brief description of the law/program

State Buy-In programs are also known as “Medicare Premium Assistance” programs, “Medicare Savings Programs,” or “Medicare Buy-In.” They are administered through the Medical Assistance program, and individuals should apply at their County’s Department of Human and Family Services (DHFS). For those who qualify, Buy-In programs help Medicare beneficiaries pay for their out-of-pocket costs. They function much like a Medicare supplement policy, but there is no cost to the beneficiary. Currently, there are 4 types of State Buy-In programs: Qualified Medicare Beneficiary (QMB), Specified Low-Income Medicare Beneficiary (SLMB), Specified Low-Income Medicare Beneficiary Plus (SLMB Plus is otherwise known as Qualifying Individuals 1 or QI-1), and Qualified Disabled and Working Individual (QDWI). Each program has different coverage and eligibility requirements. In most cases, an individual must meet non-financial eligibility requirements for Medical Assistance (i.e. must be Elderly, Blind, or Disabled under SSI rules). Financial eligibility requirements depend on the specific State Buy-In program. This chapter will explain each program’s origin, eligibility requirements, and benefits. 
History of the law

When was it first enacted?

QMB was established in 1988, SLMB began in 1993, and QI-1 was established in 1997 and became effective in 1998.
When have major modifications been made to the law?

The Additional Low-Income Medicare Beneficiary (ALMB or QI-2) program was eliminated on December 31, 2002. The funding for SLMB+ is reviewed every year, and the program will be granted to applicants on a first come first serve basis, to the extent funding is available. 
Are there annual updates/links to annual changes in poverty levels?

Financial eligibility is linked to the Federal Poverty Level. 

Sources of the law
U.S. Code

42 U.S.C. Sec. 1396d 

CFR parts

Title 42 Chapter IV, Section 407

Wisconsin statues

Section 49.468

Administrative Code

HFS 101-109 Medical Assistance

Handbooks

Medicaid Eligibility Handbook: Section 5.14

OPS memos

Related OPS memos can be found on the State of Wisconsin’s Department of Health and Family Service’s website at: http://dhfs.wisconsin.gov/em/ops-memos

POMS

HI 00815: State Enrollment of Eligible Individuals

How the program works

How do you apply/enroll?

An individual should contact his or her county caseworker to apply. If he or she is not receiving public benefits and does not have a caseworker, contact the county’s aging resource center, or go to one of the county’s Medical Assistance application sites.

In Milwaukee County, you can contact either of the following agencies for an application:
1) The Department of Health and Family Services at (414) 289-6110; or

2) The Department on Aging at (414) 289-6874.
County caseworkers should evaluate an individual’s eligibility for a Buy-In program when he or she first applies for other public benefits. In addition, individuals receiving SSI, individuals who qualify for Medicaid under the Pickle Amendment, disabled adult children, and widows or widowers are automatically eligible (and should be automatically enrolled) into the QMB program. However, this step is often overlooked, so it may fall on the individual to make the request. 

How long does the State government have to process the application?

The county agency has 30 days from the filing date to approve or deny the application.

How often are reviews allowed/required?

State Buy-In programs are reviewed once every 12 months by the county caseworker. 

Qualified Medicare Beneficiary Program

The Qualified Medicare Beneficiary (QMB) program is a federal program which exists to help persons who are on Medicare pay for medical expenses. It provides the most comprehensive coverage of all of the Buy-In programs. QMB coverage begins the first month after a recipient is found eligible.

What are the non-financial eligibility requirements?

There are several requirements to be eligible for QMB that are not based on the applicant’s financial status. These non-financial requirements include the following:

1) An applicant must be at least 65 years of age or disabled; and

2) An applicant must be entitled to or receiving Medicare Part A. 

Certain categories of individuals are automatically eligible for QMB without further consideration:

1) Persons receiving or eligible for SSI.

2) Those who qualify for Medical Assistance under the Pickle Amendment.

3) Disabled adult children.

4) Widows and Widowers.

What are the income/asset/work history requirements?

Income Limits: The gross income amount from all sources is used, including the amount of the Social Security check, before premiums are deducted. To qualify for QMB, an individual or couple must have income at or below 100% of the Federal Poverty level. The 2006 income limits for QMB are $816.67 per month for a single person and $1,100.00 per month for a couple. 

Asset Limits: The asset limit for QMB is twice the limit for Medical Assistance. The 2006 asset limits for QMB are $4,000 for an individual and $6,000 for a couple. Assets which are exempt under Medical Assistance are also exempt for the QMB program. These include the homestead, personal valuables, a vehicle, some burial funds, etc. 
What does the program cover when you are on it?

For those who qualify, the QMB program supplements Medicare. It functions much like a supplement policy, but there is no cost to the beneficiary. QMB beneficiaries receive a Forward card that they show at hospitals and clinics along with their Medicare cards. 

QMB pays the following:

1) Medicare Part A deductibles (in 2006, $952 per spell of illness);

2) Medicare Part B deductible (in 2006, $124 annual deductible);

3) Medicare Part A co-insurance;

4) Medicare Part B co-insurance (20% of the Medicare approved cost);

5) Medicare Part B premiums (in 2006, $88.50 per month); 

6) Medicare Part D “extra help” (premiums paid, deductible covered, $2 generic and $5 name brand co-pays, and an out-of-pocket cap of $3,600); and 

7) Medicare Part A premiums. (Note: QMB pays for the Medicare Part A premium for rare cases where an individual has fewer than 40 work quarters of coverage under the Social Security Act. Most people do not have to pay a premium for Medicare Part A coverage, but the cost to individuals who do not have at least 40 work quarters is quite high. People with less than 30 work quarters are responsible for an even higher premium amount. In 2006, Part A premiums are either $216 or $393 per month).

What does the program exclude when you are on it?

Unlike Medical Assistance, the QMB program does not pay for services not covered by Medicare, such as dental care. QMB also does not operate as a supplement to Medicare Part D coverage. In addition, QMB benefits may not be backdated prior to the application date (unless the county failed to correctly process the application within 30 days).

Note to Medicare Advantage recipients: Individuals enrolled in a Medicare Advantage Plan will continue to have their Part A and Part B premiums covered by QMB. However, QMB may not pay for any additional plan premiums or plan co-pays. In addition, persons enrolled in QMB cannot enroll in a Medicare Advantage Medical Savings Account (MSA) plan.
Specified Low Income Medicare Beneficiary Program

The Specified Low Income Medicare Beneficiary program (SLMB) is a federal program which exists to help some persons who are on Medicare pay for Medicare Part B premiums. SLMB benefits can be backdated for up to three months prior to the month of application (unlike QMB), unless the individual would have been eligible for QMB in the backdate period.
What are the nonfinancial eligibility requirements?

There are several requirements to be eligible for SLMB that are not based on the applicant’s financial status. These non-financial requirements include the following:

1) An applicant must be at least 65 years of age or disabled; and

2) An applicant must be currently receiving Medicare Part A. 

What are the income/asset/work history requirements?

Income Limits: To qualify for SLMB, an individual or couple must have income between 100% and 120% of the Federal Poverty level. The 2006 income limits for SLMB are $980.00 per month for a single person and $1,320.00 per month for a couple.

Asset Limits: The 2006 asset limits for SLMB are $4,000 for an individual and $6,000 for a couple. Assets which are exempt under Medical Assistance are also exempt for the SLMB program. 
What does the program cover when you are on it?
For those who qualify, the SLMB program pays for Medicare Part B premiums only (in 2006, the Part B premium is $88.50 per month). Applicable Part B premium penalty amounts can also be paid by SLMB. SLMB beneficiaries are also eligible for Medicare Part D “extra help.” Part D extra help pays for Part D premiums, covers the Part D deductible, provides eligibility for $2 generic and $5 name brand drug co-payments, and provides $3,600 cap on annual out-of-pocket covered drug costs.

What does the program exclude when you are on it?

SLMB does not pay for any Medicare Part A premiums, deductibles, or co-insurance. SLMB also does not pay for the Medicare Part B deductible or co-insurance.

Note to Medicare Advantage recipients: Persons enrolled in SLMB cannot enroll in a Medicare Advantage Medical Savings Account plan (MSA).

Specified Low Income Medicare Beneficiary Plus Program

The Specified Low Income Medicare Beneficiary Plus (SLMB+) program is a federal program which was enacted under the Balanced Budget Act of 1997. SLMB+ may also be referred to as QI-1(Qualified Individual-One). Like SLMB, SLMB+ helps some persons who are on Medicare pay for Medicare Part B premiums. SLMB+ benefits can be backdated for up to three months prior to the month of application (unlike QMB), unless the individual would have been eligible for QMB in the backdate period.
What are the non-financial eligibility requirements?

There are several requirements to be eligible for SLMB + that are not based on the applicant’s financial status. These non-financial requirements include the following:

1) An applicant must be at least 65 years of age or disabled;

2) An applicant must be currently receiving Medicare Part A; and

3) An applicant must be determined ineligible for Medical Assistance (also called Medicaid, Title 19 or T-19). This includes Community Waivers, BadgerCare, QMB, SLMB, and QDWI. Note that an individual on an MA spenddown is considered ineligible for MA until he/she has met the spenddown. 

What are the income/asset/work history requirements?

Income Limits: To qualify for SLMB+, an individual or couple must have income between 120% and 135% of the Federal Poverty level. The 2006 income limits for SLMB + are $1,102.50 per month for a single person and $1,485.50 per month for a couple. 

Asset Limits: The asset limit is the same for SLMB+ as it is for QMB ($4,000 for an individual and $6,000 for a couple). Assets which are exempt under Medical Assistance are also exempt under the SLMB+ program. 

What does the program cover when you are on it?

For those who qualify, the SLMB+ program pays for Medicare Part B premiums only (in 2006, the Part B premium is $88.50 per month). Applicable Part B premium penalty amounts also can be paid by SLMB+. SLMB + beneficiaries are eligible for Medicare Part D “extra help.” Part D extra help pays for Part D premiums, covers the Part D deductible, provides eligibility for $2 generic and $5 name brand drug co-payments, and provides a $3,600 cap on annual out-of-pocket covered drug costs. 

What does the program exclude when you are on it?

SLMB+ does not pay for any Medicare Part A premiums, deductibles or co-insurance. SLMB + also does not pay for the Medicare Part B deductible or co-insurance.
Note: Unlike regular SLMB, the funding for SLMB+ is block granted. Enrollment in SLMB+ will be granted to applicants on a first come first serve basis, to the extent funding is available. In subsequent years, persons already on SLMB+ will have a priority for renewal of their benefits.

Qualified Disabled and Working Individual Program

The Qualified Disabled and Working Individual (QWDI) is a State Buy-In program that helps certain disabled working individuals pay the Medicare Part A premium. Most Medicare beneficiaries do not have to pay a Part A premium, but the premium is high for beneficiaries who do have to pay a Part A premium. QWDI benefits can in some cases be backdated for up to three months prior to the month of application, unless the individual would have been eligible for QMB in the backdate period.
What are the non-financial eligibility requirements?

There are several requirements to be eligible for QDWI that are not based on the applicant’s financial status. These non-financial requirements include the following:

1) An applicant must be disabled and working;

2) An applicant must be entitled to receive Medicare Part A; and

3) An applicant must be determined ineligible for Medical Assistance (also called Medicaid, Title 19 or T-19). This includes Community Waivers, BadgerCare, QMB and SLMB. Note that an individual on an Medical Assistance spenddown is considered ineligible for Medical Assistance until he/she has met the spenddown. 

What are the income/asset/work history requirements?

Income Limits: To qualify for QWDI, an individual or couple must have income below 200% of the Federal Poverty level. The 2006 income limits for QDWI are $1,633.33 per month for a single person and $2,200.00 per month for a couple. The asset limit is the same for QWDI is the same as it is for QMB ($4,000 for an individual and $6,000 for a couple). Assets which are exempt under Medical Assistance are also exempt under the QWDI program. 




What does the program cover when you are on it?

For those who qualify, the QWDI program pays for Medicare Part A premiums only (In 2006, Part A premiums are either $216 per month or $393 per month). Individuals who have over 40 covered work quarters through the Social Security Act do not have to pay a Part A premium and therefore would not benefit from this program.

What does the program exclude when you are on it?

QWDI does not pay for any Medicare Part B premiums, deductibles, or co-insurance. QDWI also does not pay for the Medicare Part A deductibles or co-insurance.
What can you do if the program denies you service/payment you think should have been covered?

When a beneficiary receives notification of an adverse determination or action regarding their State Buy-In program benefit, he or she should attempt to contact his or her county caseworker. In the event that it is not possible to settle the issue with a caseworker, beneficiaries have the right to request a fair hearing regarding any negative decision affecting their eligibility. It is important to make a note of the appeal deadlines, and gather the documentation that the beneficiary received from the county regarding the benefit in question. 

Timelines to appeal adverse determinations for the State Buy-In programs are the same timelines that are used for adverse Medical Assistance determinations. A beneficiary has 45 calendar days from the effective date of the adverse determination to submit a request for a fair hearing. Beneficiaries can continue receiving their benefit while waiting for a hearing decision if they request their appeal within 10 days of the adverse action’s begin date. 

What can you do if your enrollment in the program is terminated?

When a beneficiary receives notification of an adverse determination or action regarding their State Buy-In program benefit, they should attempt to contact their county caseworker. In the event that it is not possible to settle the issue with a caseworker, beneficiaries have the right to request a fair hearing regarding any negative decision affecting their eligibility. It is important to make a note of the appeal deadlines, and gather the documentation that the beneficiary received from the county regarding the benefit in question. 

Timelines to appeal adverse determinations for the State Buy-In programs are the same timelines that are used for adverse Medical Assistance determinations. A beneficiary has 45 calendar days from the effective date of the adverse determination to submit a request for a fair hearing. Beneficiaries can continue receiving their benefit while waiting for a hearing decision if they request their appeal within 10 days of the adverse action’s begin date. 

What are the time lines to appeal adverse determinations?

Timelines to appeal adverse determinations for the State Buy-In programs are the same timelines that are used for adverse Medical Assistance determinations. A beneficiary has 45 calendar days from the effective date of the adverse determination to submit a request for a fair hearing. Beneficiaries can continue receiving their benefit while waiting for a hearing decision if they request their appeal within 10 days of the adverse action’s begin date. 

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

SeniorLAW is not a State Buy-In program sign-up location. However, SeniorLAW can help a senior citizen when: 

1) He or she is unsure if he or she is eligible for a State Buy-In program;

2) He or she applied for a State Buy-In program and he or she believes that he or she was unfairly denied the benefit;

3) He or she previously received a State Buy-In program benefit and he or she believes his or her benefit was unfairly terminated; or

4) He or she is confused by the State Buy-In program options and eligibility rules. 

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

SeniorLAW will not answer questions without speaking to the senior in need of assistance or an agent with authority under a Power of Attorney for Finances (POA-F). There are several reasons why SeniorLAW staff members need to meet with the senior or the senior’s agent under a POA-F. SeniorLAW staff members meet with a senior to determine if there are any conflicts of interest that prohibit SeniorLAW’s representation of the senior, to protect the senior’s confidentiality, and to assess the senior’s competency to retain legal representation.
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Medicaid

Background
Overview of the law 

Names the law is known by

Medicaid is also called Title 19 (T-19) or Medical Assistance (MA). 

A brief statement describing the law/program

Medicaid provides comprehensive health insurance to certain low income populations including pregnant women; children and their guardians; and the elderly, blind and disabled. This chapter focuses on Medicaid for the elderly, blind and disabled (EBD). Medicaid is available to EBD individuals who reside in the community (“Community Medicaid” or “Medicaid card services”) as well as EBD individuals who reside in long-term care settings (“Institutional Medicaid” and “Medicaid Waiver Programs”). 
History of the law

When was it first enacted?

The Medicaid program was signed into law on July 30, 1965 at the same time as the Medicare program. The Medicaid program is codified as Title XIX of the Social Security Act. 

When have major modifications been made to the law?

Since 1965, the Medicaid law has been amended in a number of significant ways beyond the scope of this chapter. Most recently, the Deficit Reduction Act of 2005 was signed into law on February 8, 2006. The Deficit Reduction Act (DRA) makes a variety of changes some of which states must implement and some of which states are permitted to implement. A mandatory change that the State of Wisconsin has already begun to implement is a requirement that citizens provide documentation of their U.S. citizenship and of their identity when applying for Medicaid or when undergoing an annual eligibility review. The DRA also mandates States to significantly change the penalties imposed on Medicaid applicants and recipients who transfer resources for less than fair market value, a practice commonly referred to as “divestment.” The validity of the DRA’s divestment provisions is currently being challenged in several lawsuits throughout the country and the State of Wisconsin has not yet implemented any of those provisions. The DRA as it relates to transfers of resources is discussed in more depth towards the end of the chapter.

Are there annual updates/links to annual changes in poverty levels?

The income and asset eligibility limits discussed throughout this chapter and summarized in the appendices following this chapter are annually updated. The Department of Health and Family Services releases Operations Memos to alert county economic support agencies and others of updated income and asset limits. The easiest way to keep abreast of the current income and asset eligibility limits is to sign up for the Department of Health and Family Services’ Operations

Memo Release notification e-mails. You can do so at the following website: http://dhfs.wisconsin.gov/em/policy-notification/signup.htm. 

Who administers the program?

The Center for Medicare and Medicaid Services (CMS) is the federal agency charged with overseeing state Medicaid programs. CMS is also responsible for drafting regulations to implement federal Medicaid law. Federal law and regulations set forth standards that all state Medicaid programs must meet while allowing states the flexibility to shape their Medicaid programs based on local needs and resources. Because states are allowed some flexibility, Medicaid programs will vary from state to state. In Wisconsin, the Department of Health and Family Services (DHFS) is the state agency responsible for administering the Medicaid program and for developing regulations and policies that comply with federal law. 

Note: Major Differences Between Medicaid and Medicare:
New advocates often confuse Medicaid with the United States’ other major publicly funded health insurance program, Medicare. There are however important distinctions between the two programs. First and perhaps most importantly, Medicaid is a needs based program. In other words, applicants must meet an income test and asset test to become eligible for Medicaid. Medicare, on the other hand, does not impose financial eligibility criteria. Second, Medicare eligibility is tied to Social Security eligibility. Consequently, an individual who does not qualify for Social Security typically will not qualify for Medicare, but may qualify for Medicaid benefits. Third, Medicaid provides a more comprehensive package of benefits than Medicare including but not limited to the following: nursing home care; dental care; personal care; dentures; hearing aids; and a wide range of preventive care. Not only does Medicaid cover more services than Medicare; it imposes fewer costsharing obligations.

Sources of the Law

U.S. Code

42 U.S.C. §1396-1396v

CFR parts

42 C.F.R. pts. 430-499

Social Security Act sections

Title XIX of the Social Security Act (P.L. 89-97)

Wisconsin statues

Wis. Stat. § 49.43 - 49.499

Administrative Code

Wis. Admin. Code § HFS 101 - 108

Handbooks

Center for Medicare and Medicaid Services’ State Medicaid Manual

" 

http://www.cms.hhs.gov/Manuals/IOM/list.asp



Wisconsin Department of Health and Family Services’ Medicaid Eligibility Handbook
http://www.emhandbooks.wi.gov/meh/ 

Wisconsin Department of Health and Family Services’ Income Maintenance Manual
http://www.emhandbooks.wi.gov/imm/imm.htm
Wisconsin State Medicaid Plan (not a handbook, but a source of law nonetheless)

http://www.cms.hhs.gov/medicaid/stateplans/toc.asp?state=WI
OPS memos

Operations Memos Index

http://www.dhfs.state.wi.us/em/ops-memos/index.htm
Case law (court and ALJ opinions)

Fair Hearing Decisions (Certain fair hearing decisions regarding Medicaid divestment, Medicaid resource allocation, and Family Care issues can be found on the Division of Hearings and Appeals’ website.)

http://dha.state.wi.us/home/ 

How the program works
How do you apply/enroll?

The economic support unit at the local Department of Human Services (sometimes called the Department of Social Services) is typically charged with processing Medicaid applications and conducting eligibility reviews for current program participants. Individuals interested in applying for Medicaid in Wisconsin should contact the Department of Human Services (DHS) in the county where they reside. 

In Wisconsin, individuals may choose to apply for Medicaid in person, by phone, or by mail. An in person or “face to face” interview is NOT required. The local economic support agency (ESA) is required to ask individuals which method of application they would prefer. 

How long does the government have to process the application?


The local economic support agency (ESA) has 30 days from an applicant’s filing date to process the application. The filing date is the date the ESA receives an application with the client’s name, address and signature. The standard 30 day processing timeframe may be extended by 10 days if the ESA is waiting for additional information from the applicant.

How often are reviews allowed/required?

Medicaid recipients must undergo a review process periodically. During the review process, the local economic support agency (ESA) determines whether the recipient continues to meet all Medicaid eligibility criteria. Medicaid recipients must undergo either an in-person interview, a phone interview, or submit paperwork by mail in order to complete the review process. Most elderly, blind and disabled (EBD) Medicaid recipients undergo a review every 12 months. EBD Medicaid recipients that participate in the Medicaid Deductible program undergo eligibility reviews every 6 months.

Community Medicaid

What are the income requirements for Community Medicaid?

There are a variety of income standards that an individual can satisfy in order to become eligible for Medicaid. Three of the most common income standards are discussed in turn below. 

Income Exclusions












Exempt Income: 

Some types of income are not counted in determining whether an individual meets the Medicaid income standards discussed below. Examples of excludable income include:

· Energy Assistance payments;

· FoodShare benefits;

· student grants or scholarships and student loans; 

· bills paid by a third party that are not for food, clothing, or shelter; 

· unpredictable and irregular income that has no effect on ongoing need;

· cash gifts that total $30 or less per calendar quarter; and

· life insurance policy dividends.
Unearned income disregard:

There is a general income disregard of $20.00 that is applied to gross monthly unearned income. If an individual has no unearned income, the $20 deduction may be applied to earned income. Examples of unearned income include the following: annuities; pensions; Social Security disability and retirement benefits; Unemployment Compensation; veterans benefits; Railroad Retirement pension; and interest income.

Earned income disregard:

$65 is subtracted from a Medicaid applicant’s or recipient’s gross monthly earned income (in addition to any of the $20 unearned income disregard that may have applied) and then one-half of the remaining earned income. Examples of earned income include: income from employment; gross wages; tips; commissions; severance pay; net earnings from self-employment; rent under certain circumstances; and payments for sheltered workshop activities.

 SEQ CHAPTER \h \r 1Example

An individual with gross monthly earned income of $500 per month would have $217.50 in countable earned income. [$500 gross monthly earned income - $65 = $435; $435 ÷ 2 = $217.50; $435 - $217.50 = $217.50]

 Categorically Needy Medicaid: SSI Recipients

What are the income limits for SSI recipients?

Supplemental Security Income (SSI) recipients are automatically eligible for Medicaid. The SSI income eligibility limit for a household of one in 2006 is $603.00. This amount is referred to as the “federal benefit rate” (FBR). If an individual’s countable monthly income falls below the FBR, s/he is eligible for SSI and thus Medicaid. The SSI income eligibility limit or FBR for a household of two in 2006 is $904.00.

In Wisconsin, an individual who qualifies for Medicaid based on SSI eligibility does not have to complete an application for Medicaid. If an individual’s income exceeds the SSI FBR, s/he may still qualify for Medicaid based on the income standards discussed in the following sections; however, such an individual is required to apply separately for Medicaid at the county economic support agency. SSI applications are processed at local Social Security Administration (SSA) offices.

 SEQ CHAPTER \h \r 1Example

Mr. Ross is a 70-year-old widower. His monthly countable income is $450. Because this is below the FBR for a household of one, he is eligible for SSI. By virtue of his SSI eligibility, Mr. Ross will automatically qualify for Medicaid.

If a person loses SSI, s/he should contact the local economic support agency within his or her county’s Department of Human Services (sometimes referred to as Department of Social Services) to be screened for Medicaid pursuant to the income standards discussed below. In Milwaukee County, outstations are located throughout the county. To find an outstation nearest a particular area in Milwaukee, contact the Department on Aging Elder Link, 289-6874. Persons who are homebound and have no one to complete an application for them should contact the Department on Aging Elder Link, 289-6874 and request a home visit to complete an application.

categorically Needy MedicaID: Non-SSI Recipients

with Shelter Expenses

What are the income limits for non-SSI recipients with shelter expenses?

Persons who choose not to apply for SSI or whose income is above the SSI limits may be eligible for Medicaid if they satisfy the income requirements described below. 

Individuals: 

The 2006 Medicaid “base” eligibility income limit for non-SSI individuals is $485.78. That amount may be increased to $686.78 if an individual has certain types of shelter expenses. Actual shelter expenses that can be used to increase the “base” income limit include: room, rent, mortgage payments, property taxes, heat, electricity, water, sewer charges and garbage collection services. Up to $201 in actual shelter expenses can be added to an individual’s “base” income limit to create a “personal” income limit. If an individual’s countable income falls below either the “base” income limit or the “personal” income limit, s/he will be eligible for non-SSI related categorically needy Medicaid. 
 SEQ CHAPTER \h \r 1Example

Ms. Lawrence is a single 67-year-old woman. She has a monthly pension of $624. Ms. Lawrence pays $150 in rent. Ms. Lawrence’s countable monthly income is $604 ($624 minus $20 unearned income disregard = $604). Because Ms. Lawrence’s countable income exceeds the SSI FBR by $1, she is ineligible for SSI. Ms. Lawrence’s income also exceeds the $485.78 “base” eligibility income limit for non-SSI recipients. However, Ms Lawrence can use her shelter expenses to increase the “base” income limit to $635.78 ($485.78 + $150 = $635.78). Because Ms. Lawrence’s countable income of $604 falls below the increased “personal” income limit, she would be eligible for Medicaid.

Couples:

 The 2006 Medicaid “base” income eligibility income limit for non-SSI couples is $734.72. That amount may be increased to $1,036.05 if the couple has certain types of shelter expenses. Actual shelter expenses that can be used to increase the “base” income limit include: room, rent, mortgage payments, property taxes, heat, electricity, water, sewer charges and garbage collection services. Up to $301.33 in actual shelter expenses can be added to a couple’s “base” income limit to create a “personal” income limit. If a couple’s countable income falls below either the “base” income limit or the “personal” income limit, the couple will be eligible for Medicaid. 

 SEQ CHAPTER \h \r 1Example

Mr. and Mrs. Grace have total countable monthly income of $915. They are not eligible to receive SSI because their countable income is greater than the FBR of $904.00. Their income is also above the $734.72 “base” income eligibility limit for non-SSI couples. The Graces pay $200 per month in combined rent and utilities. They can increase the income limit for Medicaid by the amount of their shelter expenses or $301.33, whichever amount is smaller. Therefore, the Graces’ “personal” Medicaid income limit is $934.72 ($734.72 + $200 = $934.72). Since the Graces’ countable monthly income of $915 is below their “personal” income limit, they are eligible for Medicaid.

 SEQ CHAPTER \h \r 1Example

Mr. and Mrs. Riveras have countable monthly income of $950. They are not eligible to receive SSI because their countable income is greater than the FBR of $904.00. The Riveras’ countable income also exceeds the $734.72 “base” income eligibility limit for non-SSI couples. The Riveras have shelter expenses of $200 which allows them to increase the “base” income limit to a “personal” income limit of $934.72. However, their countable income of $950 exceeds the “personal” income limit as well. The Riveras will thus be ineligible for Medicaid The Riveras will have to meet a deductible as described in the next section before receiving Medicaid.

Medically Needy Individuals (“The Deductible Program”)

What are the income limits for medically needy individuals?

Persons who have income in excess of the income limits for non-SSI individuals with shelter expenses may be eligible for Medicaid if they have sufficient medical expenses to meet an assigned deductible. This type of eligibility is referred to as “medically needy” Medicaid or “The Deductible Program.” 

The medically needy income limit for both individuals and couples is $591.67. Each Deductible Program participant must satisfy a deductible every six months before Medicaid coverage will begin. The deductible assigned to an individual is calculated by subtracting the medically needy income limit of $591.67 from his/her monthly countable income and then multiplying the difference by six. 

 SEQ CHAPTER \h \r 1Example

Mrs. Petruczynski has monthly countable income of $690 which is above both the SSI FBR for a household of one and the non-SSI eligibility limit. In order to determine Mrs. Petruczynski’s deductible amount, the medically needy income limit of $591.67 is subtracted from her monthly countable income. The amount remaining, $98.33, is then multiplied by six to arrive at a deductible of $589.98. This is the amount of medical expenses Mrs. Petruczynski must incur within six months in order to become eligible for Medicaid benefits.

Medicaid Deductible Period

The Medicaid deductible is calculated on a six-month basis and reviews must be repeated every six months for continued eligibility. An applicant may choose to begin his/her deductible period in the month of application or up to three months prior to the month of application provided the applicant would have been otherwise eligible in those months.

 SEQ CHAPTER \h \r 1Example

Mr. Yan applied for Medicaid in March 2003. Mr. Yan has the option of beginning his six-month deductible period in March 2003, February 2003, January 2003 or December 2002. Since Mr. Yan incurred many medical bills in January 2003, he chooses to begin his deductible period in January 2003. Mr. Yan’s deductible period will begin January 1, 2003 and run through June 30, 2005. 

What medical expenses count towards the deductible?

A countable medical expense is any service received by the applicant, or a member of his/her family for which (s)he is liable. The service must have been prescribed or provided by a licensed practitioner. Medical expenses include medical transportation, medication costs, medical insurance premiums, and remedial expenses not generally covered by Medicaid. Remedial expenses include supportive home care, respite care, case management, adult day care services, medical items, and housing modifications to make the home more accessible. For more information regarding countable medical expenses, see the Medicaid Eligibility Handbook at App. 4.9.8.

How to Satisfy the Deductible

There are various ways to meet the deductible. First, the applicant may use any outstanding medical bill, regardless of its age, to meet the deductible. Each bill may only be used once. If the bill was paid before the application for Medicaid, it is no longer outstanding and may not be used to satisfy the Medicaid deductible.

Example

Mrs. Peterson has an outstanding medical bill of $1,000 for a heart surgery she received in 2000. She applied for Medicaid in April 2003 and a deductible of $700 was calculated for the six month period of April 1, 2003 through September 31, 2003. Mrs. Peterson may use $700 of the $1,000 heart surgery bill to satisfy her deductible. If she applies for Medicaid again for the period October 1, 2003 through March 31, 2004, she will be able to apply the remaining $300 towards her deductible during that period. After that, she will not be able to use this bill as it has already been applied in full toward meeting her deductible.

A second way to meet the deductible is to apply bills paid or written off during a current six-month deductible period. 

Example

Mr. Weinstein applied for Medicaid in December 2003. A deductible amount of $400 was determined for the period December 1, 2003 through May 30, 2004. Mr. Weinstein had no outstanding medical bills. However, in December 2003, he paid $200 for medications and in January 2004, he paid $200 for medications. Mr. Weinstein can use these medication bills that he has paid during the 6 month deductible period to meet his deductible. In Mr. Weinstein’s case, he will have paid $400 for medications by January 2004. Therefore, he satisfied his deductible in January 2004 and will have Medicaid coverage for the remainder of his six month deductible period.

An applicant may also use his or her Medicare premiums and premiums for supplemental health insurance to meet the deductible. Medicare and health insurance premiums are unique in that they can be applied to the deductible as though paid on the first day of the 6 month period.
 SEQ CHAPTER \h \r 1Example

Mr. and Mrs. Xiong applied for Medicaid in March 2004. Their deductible for the period March 1, 2004, through August 30, 2004, was calculated as $1500. The Xiongs each have a Medicare supplemental insurance policy. The combined monthly premiums for the two policies amount to $300 a month. Over six months therefore, the Xiongs will spend $1800 on insurance premiums. The Xiongs would meet their Medicaid deductible on the first day of the six-month deductible period, March 1, 2004 and have Medicaid coverage through August 31, 2004.

Finally, a Medicaid applicant may pre-pay his/her deductible. S/he may pre-pay in installments or all at once. For instance, if the deductible is $50 for six months, (s)he may wish to pay this amount and satisfy the deductible rather than incurring new bills. Eligibility begins the date that the entire deductible is paid.

What are the asset requirements for Community Medicaid?
Individuals can have no more than $2,000 in countable assets to be eligible for Community Medicaid. Couples can have no more than $3,000 in countable assets assuming both members of the couple live in the community. The assets listed below are considered exempt and therefore are not counted towards the asset limit. This is not an exhaustive list. For more information regarding exempt assets, see the Medicaid Eligibility Handbook at Appendix 4.5. The Medicaid Eligibility Handbook is on-line at http://www.emhandbooks.wi.gov/meh/. (See the following section regarding Spousal Impoverishment Protections for more information regarding asset limits and asset protections for spouses of institutionalized individuals.)

Exempt Assets

1. The home and its land, regardless of value, so long as the home is the applicant's principal residence. This includes multi-unit dwellings (like duplexes) if the applicant lives in one of the units. It also includes farmland that is directly attached to the land on which the house is situated.

2. One vehicle, regardless of value, if it is used for transportation by the applicant or a member of the applicant’s household. 

3. A whole life insurance policy (or policies) with a total face value of $1,500 or less. If face value is more than $1,500, the entire cash value counts towards $2,000 resource limit. A term life insurance policy of any value is exempt because it does not have a cash value.

4. Household goods and personal effects are generally only counted if they are of unusual value.

5. Wedding rings and personal medical equipment, regardless of value.

6. Up to $3000 in an irrevocable burial trust. If the interest is made irrevocable, it is also excluded.

7. Up to $1,500 in separately-marked burial fund which does not have to be irrevocable. However, this $1,500 is reduced by the amount in any irrevocable burial trust or whole life insurance policy. 

8. Prepaid funeral arrangements, burial spaces including plots, crypts, vaults, mausoleums, urns, niches and other repositories, casket & vault trusts, headstones, and other related items. Applicant may also own plots for spouse and immediate family.

Countable Assets

The following is an illustrative sampling of countable assets. For a comprehensive review of how to value different types of assets, see the Medicaid Eligibility Handbook at Appendix 4.5.

1. The value of non-homestead real property (for example, vacation property) and non-exempt personal property. Non-homestead real property can be temporarily excluded if listed for sale with a licensed real estate broker at a price consistent with fair market value. Non-homestead real property can also be excluded in some circumstances where it is jointly owned and sale would cause undue hardship.

2. Bank accounts (e.g., checking, savings, CDs.). 

3. Federal and state income tax refunds.

4. The cash value of savings bonds and stocks

What are the nonfinancial eligibility requirements for Community Medicaid?

An individual must satisfy certain nonfinancial eligibility requirements to qualify for Community Medicaid. The following list provides examples of nonfinancial eligibility requirements but is not exhaustive. For more information regarding nonfinancial eligibility requirements, see Medicaid Eligibility Handbook, Appendix 1.1.2 and Appendix 3.

· Be a U.S. citizen or qualified alien. For a discussion of qualified alien status, see Medicaid Eligibility Handbook, Appendix 3.2. 

Note: an individual who is not a U.S. citizen but who is residing in the United States in a lawful immigration status may qualify for Medicaid. 

· Be a Wisconsin resident. If a person is physically present in Wisconsin and intends to remain here, s/he is a resident for purposes of Medicaid eligibility. There is no time period that a person must live here before attaining residency status.

· Be elderly (age 65 or older), blind or disabled. 

Institutional Medicaid

What are the income and asset requirements for Institutional Medicaid? 

Individuals:











 

The Medicaid asset limit for institutionalized individuals is $2,000. If both members of a married couple are institutionalized, they are considered individuals by the Medicaid eligibility rules and thus each permitted to retain up to $2,000 in countable assets. The rules regarding countable and excluded assets discussed above also apply to Institutional Medicaid recipients.

An individual will satisfy the income eligibility requirements for Institutional Medicaid if his or her monthly income falls below $1,809, or if his/her monthly nursing home costs and other medical expenses are greater than his or her monthly income. Because the cost of nursing home care is so high, most individuals meet the income eligibility requirement for Institutional Medicaid.

An individual who resides in a skilled nursing facility and who is eligible for Institutional Medicaid generally must contribute towards the cost of his or her care. This amount is typically referred to as the “patient liability.” To determine an individual’s patient liability, the county economic support agency will calculate the individual’s total monthly income and then deduct certain amounts including: a monthly personal needs allowance of $45 ($30 if the individual’s only source of income is SSI); health insurance premiums; maintenance of the individual’s home or apartment in limited instances; court-ordered support payments; and certain other expenses. The remaining income is the patient liability amount and is paid to the nursing facility. See Medicaid Eligibility Handbook for a detailed discussion on calculating patient liability amounts. 

Couples:













 In 1989, the Medicare Catastrophic Coverage Act was signed into law and ushered in significant income and asset protections for institutionalized Medicaid recipients and their spouses who remained in the community. These income and asset protections are collectively referred to as spousal impoverishment protections. Spousal impoverishment protections aim to allow the institutionalized spouse to attain Medicaid benefits, while protecting his / her spouse’s ability to remain financially independent in the community.



In this context, the term “institutionalized spouse” or “institutionalized Medicaid recipient” includes both individuals residing in skilled nursing facilities (nursing homes) and individuals participating in a Medicaid Long-Term Care Waiver program (e.g., the Community Options Waiver Program and FamilyCare). The spouse who is not receiving long-term care services either in a skilled nursing facility or at home through a Medicaid Long-Term Care Waiver program is commonly referred to as the “community spouse.”

Spousal Impoverishment Income Protections

Spousal impoverishment protections allow the community spouse to preserve a certain level of assets and to receive a stream of income from the institutionalized spouse in certain situations. The income and asset protections are described in turn below. Keep in mind that the spousal impoverishment protections are NOT intended to guarantee the preservation of a certain lifestyle to which the community spouse may be accustomed. Rather, the spousal impoverishment protections aim to preserve the community spouse’s financial independence.

Minimum Monthly Maintenance Needs Allowance and Personal Needs Allowance

Each month, the institutionalized spouse is allowed to keep $45.00 of his or her income ($90 if (s)he is a veteran; $30 if the individual’s only source of income is SSI) for his or her personal needs. This is referred to as a personal needs allowance. The community spouse keeps all income in his or her name (e.g., pension from community spouse’s former employer, community spouse’s Social Security benefit). 

After retaining a personal needs allowance, the institutionalized spouse is allowed to allocate income in an amount sufficient to raise the community spouse’s income as close to an amount referred to as the minimum monthly maintenance needs allowance (MMMNA) as possible. Effective July 1, 2006, the MMMNA is $2,200.00. With two notable exceptions (discussed below), the institutionalized spouse may not allocate more money than necessary to raise the community spouse’s income to the MMMNA. If the institutionalized spouse has money remaining after retaining a personal needs allowance and other permissible deductions, and after allocating income to his or her spouse, the remainder goes to the nursing home as a “patient liability” or “cost of care.” If the community spouse has income in his or her own name that meets or exceeds the MMMNA, no allocation will be made. 

 SEQ CHAPTER \h \r 1Example

Mr. Wilson receives Medicaid for his care in a nursing home. His income from Social Security and a pension totals $1,405 a month. Mrs. Wilson lives at home and pays $400 for rent and utilities. She has income from a pension and interest on assets of $550 each month. Mr. Wilson keeps $45 for his personal use and may transfer $1,360.00 to his wife. This brings her income up to $1,910. 


Under the following two circumstances, the standard MMMNA may be increased:
Excess Shelter Expenses

Although the MMMNA is generally set at $2,220, the community spouse’s monthly income allowance may be increased to a maximum of $2,488.50 if the community spouse incurs “excess shelter expenses.” If the community spouse’s monthly shelter expenses exceed $660, the community spouse’s monthly income allowance can be increased by the amount that his or her expenses exceed $660, provided the sum is not greater than $2,488.50.

Only certain expenses are included when determining whether a community spouse will be entitled to an excess shelter allowance. Allowable shelter expenses are as follows:

rent or mortgage principal and interest; property tax liability; insurance for the primary residence; required maintenance charge (in the case of a condominium or cooperative) and; the applicable standard monthly utility allowance under the FoodShare program. The FoodShare standard utility allowances can be found in the FoodShare Handbook at Appendix 8.1.5. The FoodShare Handbook is on-line at http://www.emhandbooks.wi.gov/fsh/. 

 SEQ CHAPTER \h \r 1Example

Edna is living in her home and her husband, Henry, is residing in a nursing home. Edna has a monthly property tax obligation of $100, pays for all of her utilities including heat, and is thus entitled to a $327 utility allowance, pays $150 / month for homeowner’s insurance, and has a mortgage payment of $300 / month. Her total shelter costs amount to $877. Edna is entitled to an excess shelter allowance of $217. This amount is added to the standard MMMNA to allow Edna an increased MMMNA of $2,417.

STEP ONE
$877(total shelter expenses) - $660 = $217(excess shelter allowance)

STEP TWO
$217(excess shelter allowance) + $2,200 = $2,417 (increased MMMNA)


Exceptional Circumstances Resulting in Financial Duress
The community spouse may also ask for an increased income allocation if s/he can demonstrate “exceptional circumstances resulting in financial duress.” To prove such need, a community spouse must show that s/he lacks the funds necessary to meet basic and ordinary living expenses. This exception may only be granted by a hearing examiner at a fair hearing. Therefore, a couple who wants to request an increased MMMNA based on exceptional circumstances should expect to have the request denied at the application stage and be prepared to document all expenses at the fair hearing. 


 SEQ CHAPTER \h \r 1Example
Mr. Washington has a monthly income of $1,500 when he goes into the nursing home. Mrs. Washington has an income of $1,700. However, Mrs. Washington has $1,218 in monthly shelter and utility expenses, a $400 monthly car payment, $300 per month in prescription drug costs, $300 per month for a medical bill she owes, $100 per month in groceries, and $150 per month for a loan she is paying off. She may want to ask for an increase in the MMMNA due to exceptional circumstances as her necessary living expenses amount to $2,498. She will have to present her case to a hearing examiner at a fair hearing.
Spousal Impoverishment Asset Protections

In 2006, a community spouse may retain the greater of $50,000 or one-half of the couple’s combined assets, up to a maximum of $99,540. This amount is referred to as the Community Spouse Resource Allowance (CSRA) or Community Spouse Asset Share (CSAS). In addition, the institutionalized spouse is allowed to retain up to $2,000. The institutionalized spouse may choose to sign over that additional $2,000 to his / her wife. The following chart depicts the formula for determining the CSRA.

	Community Spouse Resource Allowance

	If Couple's Combined Assets Are:
	Community Spouse Keeps:

	$0 - $50,000
	All

	$50,000 - $100,000
	$50,000

	$100,001 - $199,079
	one-half the total assets

	$199,080 or more
	 $99,540


If a couple’s assets exceed the CSRA plus the $2,000 the institutionalized spouse is allowed to retain, the institutionalized spouse will be found ineligible for Medicaid until the couple’s assets are reduced. It is not necessary that the excess assets be spent on the cost of institutionalization. The money may be spent in a number of ways. For example, a couple may choose to purchase exempt assets (e.g., life insurance policy with a face value of less than $1,500; burial space; vehicle). On the other hand, couples should be aware that Medicaid rules impose a period of ineligibility on applicants and recipients who dispose of assets for less than fair market value in an attempt to become or remain eligible for benefits. This practice is referred to as “divestment.” Divestment is discussed in more depth later in this chapter. However individuals interested in receiving more in-depth information on this topic should consult a qualified elder law attorney with expertise in Medicaid law.

Once an institutionalized spouse is determined eligible for Medicaid, s/he has one year to transfer all assets in excess of $2,000 into the community spouse’s name. If the institutionalized spouse has more than $2,000 on the date of his / her first annual review, s/he will lose Medicaid eligibility.

Example SEQ CHAPTER \h \r 1
When Mr. Gomez entered a nursing home, he and Mrs. Gomez had a total of $35,000 in jointly held savings accounts, CDs and stocks. Because this amount is less than the minimum protected amount of $50,000, Mrs. Gomez is entitled to retain all of these assets as her community spouse resource allowance. Further, Mr. Gomez will be immediately eligible for Medicaid. However, Mr. Gomez must transfer all assets in excess of $2,000 to Mrs. Gomez within one year. If Mr. Gomez fails to do so, he will lose Medicaid eligibility after his annual review.

Example

The Morgans have $120,000 in combined countable assets as of the date Mr. Morgan first enters a nursing home. Mrs. Morgan will be assigned a community spouse resource allowance of $60,000. Mr. Morgan can retain an additional $2,000. The remaining $58,000 must be spent before Mr. Morgan qualifies for Medicaid.
A couple may be allowed to request a CSRA in excess of the standard amounts set forth in the chart above if the following two criteria are met:

· the community spouse’s income falls below the MMMNA even after an allocation of income from the institutionalized spouse, and 

· the couple owns income-generating assets in excess of the standard CSRA.

In such cases, the community spouse would argue that s/he needs the additional income-generating assets to increase his / her monthly income closer to the MMMNA. This increase in the CSRA can only be ordered by a hearing examiner, so the institutionalized spouse or community spouse will have to appeal the initial decision and provide documentation to the hearing examiner regarding the amount of assets needed to generate sufficient income to raise the community spouse’s income to the minimum level. 

Example

 SEQ CHAPTER \h \r 1Sam and Janet have combined countable assets of $75,000. Sam has recently entered a nursing home and will not be returning home. For this example, assume that all of Sam and Janet’s assets are income generating, with a 6% annual interest rate. According to the 2006 CSRA formula, Janet is entitled to $50,000, which at 6% generates annual interest income of $3,000 per year, or $250 per month. Janet has Social Security income of $400. Sam, the institutionalized spouse, has Social Security income of $845. Janet's monthly income, if only allowed the $50,000 “standard” CSRA would be:



$ 400 - Janet's Social Security income 



$ 250 -monthly interest income generated by $50,000 CSRA 


         + $ 800- Sam's potential allocation of income to Janet 


         =$1,450

Janet's income is below the MMMNA by $750 ($2,200 limit - $1,450 = $750). Therefore, Janet is entitled to an increased CSRA to supplement her monthly income.

We have already determined that the “standard” CSRA of $50,000 would generate $250 / month. At 6% interest, the couple's additional $25,000 in assets ($75,000 total assets - $50,000 “standard” CSRA) generates an additional $1,500 per year, or $125 in monthly income. If you add this $125 to Janet’s other income of $1,450, she would have a monthly income of $1,575. Thus, even if all the couple's assets were protected, Janet's income would still be below the MMMNA of $2200.

A hearing examiner presented with these facts should set a community spouse resource allowance of $75,000 for this couple. Sam would immediately be considered eligible for Medicaid and Janet could keep all of the couple's liquid assets.



Divestment













Divestment of resources refers to the transfer of assets (including cash) for a sum that is below fair market value for the purpose of becoming eligible for Institutional Medicaid or Medicaid long-term care waiver services. A Medicaid applicant or recipient who divests risks being found ineligible for Medicaid for a period of time. Whether or not an individual is determined to be ineligible and the length of any ineligibility period depends on several factors including but not limited to the following: the purpose of the transfer; the value of the assets; and when and to whom the assets were transferred. 

Caution: The Deficit Reduction Act of 2005, signed into law on February 8, 2006, significantly “changes the rules” regarding the consequences of divestment on Medicaid eligibility. An individual who may soon need or who currently receives long-term care either in a nursing home or in the community should be sure to contact an elder law attorney for advice before transferring any assets. 

Estate Recovery and Lien Law

The following is a brief explanation of the Medicaid Estate Recovery and Lien Law provisions. This is an extremely complicated area of Medicaid law. It is merely an overview and should not be used to advise clients. Contact an experienced elder law attorney for advice in these cases.

Both the lien law and the estate recovery laws allow the State of Wisconsin to recover certain correctly paid Medicaid benefits. The lien law allows the state to obtain liens against the homes of living Medicaid recipients who are residing in nursing homes or who are hospitalized on a long-term basis. The estate recovery provisions allow the state to file claims against the estates of deceased Medicaid recipients. 

Lien Law: Effective April 1, 2000 the State may recover Medicaid benefits paid on behalf of a recipient after s/he became institutionalized as well as all services recoverable under the estate recovery provisions (see below) that individual received prior to institutionalization. 

Estate Recovery: The benefits that may be recovered through the estate recovery provisions include but are not limited to the following:

(   Institutional Medicaid benefits received after October 1, 1991

(   For recipients age 55 and over, home health skilled nursing services, home health aide services, physical and speech therapy, private duty nursing, and personal care services). 

(   For recipients age 55 and over, services received through a community-based waiver program (COP waiver, CIP, Brain Injury Waiver, Family Care, etc.)

(   For recipients age 55 and over, services received through the state-funded Community Options Program (also known as “COP-Classic”) and through the Disease Aid Programs.

(   For recipients age 55 and over, personal care services.

When may a lien be placed on a recipient’s home?

The state may place a lien on the recipient’s home when there is not a reasonable expectation that the nursing home resident will return home, and when none of the following persons is living in the home:

(   The recipient’s spouse;

(   A child under 21;

(   A disabled child of any age; or

(   A sibling with an ownership interest in the home who has lived in the home for at least one year before the recipient entered the nursing home.

If any of the above persons resides in the home, no lien may be placed.


The state must send out a notice before it files a lien and the recipient has 45 days to appeal to the State.

When may the state enforce a lien?

If the state has lawfully placed a lien on the recipient’s home, the state may enforce the lien when the recipient dies or when the house is sold. However, there are important exceptions.




The state may not enforce a lien while the Medicaid recipient is alive under any of the following circumstances:

(   The recipient’s spouse is alive, even if not living in the home;

(   The recipient’s child under age 21 is alive, even if not living in the home;

(   The recipient’s disabled child of any age is alive, even if not living in the home;


Even after the Medicaid recipient dies, the State may not enforce the lien under the following circumstances:

(   The recipient’s spouse is alive, even if not living in the home;

(   The recipient’s child under age 21 is alive, even if not living in the home;

(   The recipient’s disabled child of any age is alive, even if not living in the home;

(   An adult child of the recipient is living in the home, if that child lived in the home for at least two years prior to the recipient’s admission to the nursing home and provided care that kept the recipient out of the nursing home; or

(   The recipient’s brother or sister is living in the home, if he or she lived in the home for at least 12 months prior to the recipient’s admission to the nursing home. 

When must the department release a lien? 

If the recipient leaves the nursing home and returns home, the department must file a release of lien with the register of deeds office.

Against whose estate may the state file a claim?

The State may file a claim against a deceased Medicaid recipient’s estate for nursing home benefits. However, the probate court must disallow the claim if the decedent is survived by a spouse, a child under age 21 or an adult disabled child. 

The State may also file a claim against the estate of a surviving spouse of a COP Classic or Disease Aid Program recipient at the time of that surviving spouse’s death.

May the recipient’s heirs keep any of the estate?

Yes. The state may adjust a Medicaid estate claim by up to $5,000 in order to permit the decedent's heirs to receive the decedent's clothing and jewelry, household furnishings and appliances, and other tangible personal property up to $3,000.

The heirs may also request that the state grant a waiver of the estate recovery provisions due to undue hardship. The criteria for showing undue hardship are established by state regulation.

What are the nonfinancial eligibility requirements for Institutional Medicaid?

An individual must satisfy certain nonfinancial eligibility requirements to qualify for Institutional Medicaid. The following list provides examples of nonfinancial eligibility requirements but is not exhaustive. For more information regarding nonfinancial eligibility requirements, see Medicaid Eligibility Handbook, Appendix 1.1.2 and Appendix 3.

· Be a U.S. citizen or qualified alien. For a discussion of qualified alien status, see Medicaid Eligibility Handbook, Appendix 3.2. 

Note: an individual who is not a U.S. citizen but who is residing in the United States in a lawful immigration status may qualify for Medicaid. 

· Be a Wisconsin resident. If a person is physically present in Wisconsin and intends to remain here, s/he is a resident for purposes of Medicaid eligibility. There is no time period that a person must live here before attaining residency status.

· Be elderly (age 65 or older), blind or disabled. 

Additional Information

What does the program cover when you are on it?

Medicaid pays for health care services provided to program participants only when the following general criteria are met: 

· the health care service provided is a Medicaid-covered service; 

· the health care service provided is medically necessary and appropriate;

· the health care service is provided by a Medicaid-certified physician or supplier. In most cases, elderly, blind or disabled Medicaid recipients may choose among certified providers.
 

Medicaid covered services include but are not limited to the following: physicians’ services; dental services; chiropractic services; physical therapy; inpatient hospital stays; skilled nursing facility stays; mental health services; personal care services; home health services; hospice care; laboratory and X-ray services; durable medical equipment and supplies (e.g., hearing aids, dentures, wheelchairs); ambulance transportation and certain other transportation costs.


Medicaid also pays for prescription and over the counter medications for certain program participants. However, Medicaid does not cover most prescription drugs for beneficiaries who are also eligible for Medicare (“dual eligibles”).
 Individuals eligible for both Medicare and Medicaid are expected to obtain prescription drug coverage through the Medicare prescription drug benefit (“Medicare Part D”). For more information about the Medicare prescription drug benefit, see Chapter 1.

In addition to payment for medical services, Medicaid also pays the Medicare costsharing requirements for certain individuals who are eligible for both programs (“dual-eligibles”).

Prior Authorization

For some covered services, Medicaid participants must receive prior authorization from the Department of Health and Family Services (DHFS) before Medicaid will provide coverage. Services for which prior authorization is required include but are not limited to the following: certain dental services; medical equipment; and certain prescription medications. To obtain prior authorization, the medical provider or supplier of the service or item submits a prior authorization form to DHFS for approval. 

Backdated Medicaid Eligibility

A Medicaid applicant can receive retroactive or backdated Medicaid coverage for health care services received during the three months prior to the month of application, if the applicant would have been eligible on the date services were received. 

Medicaid Copayments

Medicaid recipients are required to pay nominal copayments ranging from $.50 to $3.00 for many covered services. However, certain services are exempt from Medicaid costsharing requirements including but not limited to the following: emergency services; home health services; personal care services and case management services; and services provided through a Medicaid HMO.

What does the program exclude when you are on it?

Services or items not covered include, but are not limited to:
· Personal comfort items such as televisions, radios, lift chairs, air conditioners, and exercise equipment (even if prescribed by a physician);

· Procedures considered experimental or cosmetic in nature;

· Services for which prior authorization has been denied;

· Services provided by a non-Medicaid certified provider except in case of emergency; amd,

· Services that are not medically reasonable or necessary.

The provider must notify you if any item or service is not covered before providing the item or service. 
What can you do if the program denies you service/payment you think should have been covered?

Medicaid providers cannot charge a Medicaid recipient more than the nominal copayments discussed above for Medicaid covered services if the Medicaid provider knows of the patient’s Medicaid eligibility status. Medicaid providers must let Medicaid recipients know if a service will not be covered by Medicaid prior to providing the services. If a Medicaid provider is billing you for a service you believe is covered by Medicaid, call SeniorLAW for guidance. 
What can you do if your enrollment in the program is terminated?

Medicaid recipients and applicants have a right to appeal adverse benefit determinations. Adverse benefit determinations include but are not limited to a denial of an application; a termination of benefits; a reduction of benefits; a denial of a request for prior authorization. A Medicaid recipient should receive advance notice from the county Department of Human Services prior to the effective date of any adverse determination. A recipient who receives such a notice should take care to keep it in a safe place. The notice will include a description of appeal rights including the deadline for appealing; instructions regarding how to appeal; and the address of the agency to which the appeal should be sent. Depending on the circumstances, an individual may need to submit the appeal request within 10 days or 45 days. If you need assistance appealing the termination of your Medicaid benefits or any other adverse determination (e.g., denial of a Medicaid application; reduction or suspension of Medicaid benefit; denial of prior authorization), call SeniorLAW for guidance.

What are the time lines to appeal adverse determinations?

To appeal an adverse benefit determination, an individual must submit an appeal request within 45 days of the effective date of the adverse action. Where an individual has received notice that his or her Medicaid is being terminated, suspended or reduced, s/he may be able to continue receiving benefits pending the appeal outcome if s/he submits the appeal request prior to the effective date of the action listed in the notice.

 What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

You can contact SeniorLAW any time you have a question regarding your Medicaid eligibility or Medicaid benefits. However, if you have applied for and been denied Medicaid; have been found eligible for a lesser benefit than you think you are entitled; have received a denial of a request for prior authorization; have received a notice that your Medicaid will be or has been terminated; or any other type of adverse determination, you should call SeniorLAW as soon as possible. You may have a limited number of days to appeal the adverse determination and SeniorLAW will be better able to help you the sooner you call. 

Will SeniorLAW ever answer questions without speaking to the senior him or herself?
Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).
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Home and Community Based Long Term Care Waiver Programs

Background

Overview of the law

Names the law is known by

Home and community based long term care waiver programs are also known as home and community based service waivers (HCBS waivers) or simply Medicaid waiver programs. Wisconsin has a number of HCBS waiver programs including: the Community Options Waiver Program (also referred to as the COP-Waiver Program); the Community Integration Program (also referred to as the CIP program); the Brain Injury Waiver; and FamilyCare. See FamilyCare chapter for more information.

A brief description of the law/program

Home and community based service (HCBS) waiver programs are intended to enable people with long term care needs to maintain a home in the community rather than moving into a nursing home or other institutional setting. Wisconsin currently has six HCBS waiver programs. The following programs are available to elderly individuals who meet certain eligibility criteria.

Community Options Program - Waiver (COP-W)
The COP-W program is available to serve adults (age 18 and over) with physical disabilities and elderly people (age 65 and over). COP-W is a long term support program designed to reduce the incidence or duration of institutionalization among persons currently residing in a nursing home, or persons at risk of entering a nursing home or state center for the developmentally disabled. The COP-Waiver program pays for community-based services which enable participants to remain in their homes or in other community-based care.

Community Integration Program 1A (CIP 1A)
The CIP 1A program is available to people of any age with a developmental disability (manifested before age 22) who were relocated to a community setting from one of the State Centers for the Developmentally Disabled.

Community Integration Program 1B (CIP 1B)
The CIP 1B program is available to people of any age with a developmental disability (manifested before age 22) who are relocated or diverted from nursing homes and intermediate care facilities for the mentally retarded (ICF/MR). 

Community Integration Program II (CIP II)
Like the COP-Waiver Program, CIP II provides funds to pay for home and community-based care for elderly (age 65 and older) and physically disabled persons; however, CIP II has a slightly different funding mechanism.

Brain Injury Waiver

The Brain Injury Waiver program is available to provide home and community-based services to a limited number of individuals with traumatic brain injuries. 

Family Care 

Family Care provides community based long term care services to individuals age 60 and older and disabled individuals through a managed care delivery system. FamilyCare is currently available in the following five counties: Fond du Lac, La Crosse, Milwaukee, Portage and Richland. In Milwaukee County, Family Care is only available to individuals age 60 and older. See Family Care chapter for more detailed information.

History of the law

When was it first enacted?

In 1981, federal legislation was passed that allows state Medicaid agencies to use federal funds to provide home and community based services rather than institutional services.

When have major modifications been made to the law?

The FamilyCare program is the most recent long term care waiver program to be introduced in Wisconsin. The Family Care program was authorized by the 1999 Wisconsin Act 9, the biennial budget. Fond du Lac County was the first to introduce the Family Care benefit on February 1, 2000. FamilyCare began operating in La Crosse and Portage Counties on April 1, 2000, in Milwaukee County on July 5, 2000, and in Richland County on January 1, 2001. The State of Wisconsin announced plans in February 2006 to expand the Family Care program statewide. See FamilyCare chapter for more detailed information.

Are there annual updates/links to annual changes in poverty levels?

The income and asset eligibility limits discussed for HCBS waivers are annually updated. The Department of Health and Family Services releases Operations Memos to alert county economic support agencies and others of updated income and asset limits. The easiest way to keep abreast of the current income and asset eligibility limits is to sign up for the Department of Health and Family Services’ Operations Memo Release notification e-mails. You can do so at the following website: http://dhfs.wisconsin.gov/em/policy-notification/signup.htm. 

Sources of the law

U.S. Code

42 U.S.C §1396n(c) (Soc. Sec. Act §1915(c)) 

CFR parts

42 C.F.R pt. 440

Wisconsin statues

Wis. Stat. §46.27, 46.275, 46.278, 46.277, 46.278, 46.286

Administrative Code

Wis. Admin. Code §HFS 10, 73

Handbooks

Interim Medicaid Home & Community-Based Waivers Manual

http://dhfs.wisconsin.gov/ltc_cop/waivermanual/index_old.htm 

OPS memos

Operations Memos Index

http://www.dhfs.state.wi.us/em/ops-memos/index.htm 

How the program works
How do you apply/enroll?

To apply for a HCBS waiver benefits, you should contact your county’s Community Options Program Lead Agency. The lead agency may be the Department of Human Services, the Department on Aging, or a Resource Center. 

Several items are required to complete a Medicaid HCBS waiver application. Some of these items include the initial assessment, the functional screen, the health form, the individual service plan and the eligibility and cost-sharing worksheet.

How long does the State government have to process the application?

There is not a brief answer to this question as there are several steps to the application process and counties have a good deal of flexibility in how they choose to administer HCBS waiver programs. HCBS waiver programs are funded by federal Medicaid dollars and typically an application for Medicaid must be processed within 30 days though this timeframe can be extended under certain circumstances. If you feel that you are waiting an undue amount of time for a HCBS waiver program application to be processed, call your county benefit specialist or SeniorLAW.

Funding for HCBS waiver programs is limited. As a result, applicants of certain HCBS waiver programs may have to wait some time to receive benefits even if determined eligible. Just how long an individual will have to wait depends upon the county in which s/he resides, the type of services s/he requires and which waiver program s/he is eligible for. In counties without FamilyCare, persons aged 65 and older will receive benefits under the COP-Waiver program. Waiting lists exist in many of these counties and vary in length. 

How often are reviews allowed/required?

Once determined eligible for a HCBS waiver program, individuals must undergo eligibility reviews every 12 months.

What are the income/asset/work history requirements?

An individual must meet the financial criteria for institutional Medicaid to be eligible for a HCBS waiver program. Financially eligible persons fall into one of these three groups:

GROUP A:  Group A individuals will be found automatically financially eligible. Group A individuals include but are not limited to:

1) SSI recipients;

2) “Special Status” Medicaid recipients including those eligible under the Pickle Amendment (also known as "503 AG") and those eligible as “disabled adult children”

GROUP B: Group B individuals may or may not have costsharing obligations. Group B individuals must meet the following income and asset requirements: 

1) For a single person, the asset limit is $2,000 and the income limit is 300% of the SSI Federal Benefit Rate per month ($1,809/month). 

2) For a married person whose spouse is not applying, the applicant may retain up to $2,000 in assets. Spousal impoverishment protections apply in determining the value of assets the non-applicant spouse may retain. See Medicaid chapter for more information regarding spousal impoverishment. The applicant’s income limit is $1,809.

3) For a married couple when both spouses are applying, the asset limit is $2,000 for each person and the income limit is $3.618.

GROUP C: Group C waiver participants have income above the limits described for Group B categorical eligibility. Group C waiver participants qualify for waiver benefits if, after income disregards, patient cost-shares and allowable medical costs, his/her income is: 

1) For a single person, $591.67. The asset limit is $2,000.

2) For a married person whose spouse is not applying, $591.67. The applicant may retain up to $2,000 in countable assets. The amount of assets the non-participant spouse may retain is determined by applying spousal impoverishment protections. See Medicaid chapter for more information regarding spousal impoverishment.

3) For a married couple when both spouses are applying, $591.67. The applicant may retain up to $2,000 in countable assets. The amount of assets the non-participant spouse may retain is determined by applying spousal impoverishment protections. See Medicaid chapter for more information regarding spousal impoverishment.

Note: divestment penalties and estate recovery laws apply to the HCBS waiver programs. Please see Medicaid chapter for more information regarding divestment and estate recovery.

What are the nonfinancial eligibility requirements?

Individuals must meet certain nonfinancial requirements to be found eligible for HCBS waiver programs. Nonfinancial eligibility requirements include but are not limited to the following:

· Must fall within one of the populations the HCBS waiver programs are designed to serve.

· Must meet a level of care reimbursable by institutional Medicaid. The levels of care reimbursable by institutional Medicaid are intermediate and skilled. A person requiring only a custodial level of care will not qualify. 

· Must reside in an eligible community living arrangement. Examples of eligible community living arrangements include: the participant’s own home or apartment or a “substitute care setting.” Acceptable substitute care settings depend in part on the particular HCBS waiver program in which an individual participates. For example, the Brain Injury Waiver allows participants to reside in a licensed CBRF with five to eight beds if the Department of Health and Family Services grants specific approval. The COP-Waiver and CIP II Programs will fund participants who reside in a licensed CBRF with 5-20 beds (or more than 20 beds, with specific approval from DHFS).

· Must meet the non-financial criteria for Medicaid eligibility. Examples of the non-financial criteria for Medicaid eligibility include Wisconsin residency and United States citizenship or qualified alien status.

What does the program cover when you are on it?

HCBS waiver programs were designed, in part, to fund services not covered by Medicaid card services. The specific services to which an individual will be entitled will depend in part on the particular HCBS waiver program in which s/he participates and on the individual service plan developed for him or her. Some of the services commonly paid for by HCBS waiver programs include case management, adaptive aids, adult day care, services at a CBRF or adult family home, communication aids, home modification, personal emergency response systems, respite care and supportive home care. 

Similar to regular Medicaid, a HCBS waiver participant can receive three months of retroactive benefits under a Medical Assistance waiver program.
What does the program exclude when you are on it?

HCBS waiver funds cannot be used to pay for services that can be covered by Community Medicaid (i.e., Medicaid “card services”).

What can you do if the program denies you service/payment you think should have been covered? 

HCBS waiver program participants and applicants have a right to appeal eligibility denials, and service reductions or terminations. A HCBS waiver participant should receive advance notice from the county Department of Human Services prior to the effective date of a service reduction or termination. A participant who receives such a notice should take care to keep it in a safe place. The notice will include a description of appeal rights including the deadline for appealing; instructions regarding how to appeal; and the address of the agency to which the appeal should be sent. Depending on the circumstances, an individual may need to submit the appeal request within 10 days or 45 days. If you need assistance with a HCBS waiver program appeal request, call SeniorLAW for guidance. 

A grievance process, separate from the appeal process described above, is also available to program participants who have received an eligibility denial, who face an impending service reduction or service termination, or who are dissatisfied with the quality of care they have received. The specific grievance process available will depend on an individual’s county of residence. All HCBS waiver program participants are entitled to a written description of the grievance process.

What can you do if your enrollment in the program is terminated?

HCBS waiver program participants and applicants have a right to appeal eligibility denials, and service reductions or terminations. A HCBS waiver participant should receive advance notice from the county Department of Human Services prior to the effective date of a service reduction or termination. A participant who receives such a notice should take care to keep it in a safe place. The notice will include a description of appeal rights including the deadline for appealing; instructions regarding how to appeal; and the address of the agency to which the appeal should be sent. Depending on the circumstances, an individual may need to submit the appeal request within 10 days or 45 days. If you need assistance with a HCBS waiver program appeal request, call SeniorLAW for guidance. 

A grievance process, separate from the appeal process described above, is also available to program participants who have received an eligibility denial, who face an impending service reduction or service termination, or who are dissatisfied with the quality of care they have received. The specific grievance process available will depend on an individual’s county of residence. All HCBS waiver program participants are entitled to a written description of the grievance process.

What are the time lines to appeal adverse determinations?

To appeal an adverse benefit determination, an individual must submit an appeal request within 45 days of the effective date of the adverse action. Where an individual has received notice that his or her HCBS waiver eligibility is being terminated, suspended or reduced, s/he may be able to continue receiving benefits pending the appeal outcome if s/he submits the appeal request prior to the effective date of the action listed in the notice.

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

You can contact SeniorLAW any time you have a question regarding your HCBS waiver eligibility or Medicaid benefits. However, if you have applied for a HCBS waiver program and been denied; have been found eligible for a lesser benefit than you think you are entitled; have been assigned a higher costshare than you think you should have to pay; have received a notice that your HCBS waiver eligibility will be or has been terminated; or any other type of adverse determination, you should call SeniorLAW as soon as possible. You may have a limited number of days to appeal the adverse determination and SeniorLAW will be better able to help you the sooner you call. 

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).
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Family Care

Background
Overview of the Law
Names the law is known by

Family Care is only known as Family Care.

A brief description of the law/program

Family Care is a pilot program designed to provide long-term care to elderly individuals, adults with physical disabilities, and adults with developmental disabilities. Family Care was created in order to develop and test a comprehensive program for delivering long-term care. The Wisconsin Department of Health and Family Services lists the following four goals of the Family Care program: 1) Choice—increase enrollees’ choices in their care plan; 2) Access—increase enrollees’ access to services; 3) Quality—improve the quality of care for enrollees; and 4) Cost-Effectiveness—maintain a cost-effective long-term care model. 

The Family Care program is a Medicaid waiver program, meaning Family Care is an additional voluntary Medicaid subprogram. No state is required to participate in the Medicaid program; however, all participating states must comply with federal Medicaid law as a condition of receiving federal funds. Some participating states also decide to offer additional programs in order to better serve the specific needs of their residents, these additional programs are called waiver programs. As an incentive to offer additional programs (and to permit flexibility), states that offer waiver programs are granted several exceptions to the federal Medicaid laws when administering the waiver program. For example, the Family Care program does not have to comply with the federal Medicaid law requirement that a Medicaid program be statewide. It is important to note, however, that the Family Care program, like other waiver programs, still must comply with nearly all federal Medicaid law requirements. 

Wisconsin Family Care has two main components—Resource Centers and Care Management Organizations (CMOs). The Resource Centers are meant to be “one-stop shops” for elderly and disabled persons to gather information and obtain advice about community resources. CMOs manage and deliver the Family Care benefit. Essentially, Resource Centers aid individuals in the Family Care enrollment process while CMOs deliver the Family Care benefit. 

Family Care is currently offered in several Wisconsin counties. To date, the following five counties have both Resource Centers and Care Management Organizations: Fond du Lac, La Crosse, Milwaukee (only serves residents age 60 and older), Portage, and Richland. Additionally, the following four counties provide Resource Center service: Kenosha, Jackson, Marathon, and Trempealeau. Based upon the success of the pilot program’s performance in these nine counties, Governor Jim Doyle announced a goal of statewide expansion of the Family Care program in his February 2006 State of the State address.

History of the Law
When was it first enacted?

The Family Care program was authorized by 1999 Wisconsin Act 9, the biennial budget. The CMO in Fond du Lac County was the first to introduce the Family Care benefit on February 1, 2000. CMOs began operating in La Crosse and Portage Counties on April 1, 2000, in Milwaukee County on July 5, 2000, and in Richland County on January 1, 2001. Resource Center service later expanded into Kenosha, Jackson, Marathon and Trempealeau counties. The State of Wisconsin announced plans in February 2006 to expand the Family Care program statewide. 

When have major modifications been made to the law?

Arguably the most significant modification to the Family Care program is the expansion of the service area of the program. The Family Care program was originally, and is currently, a pilot program serving only a few counties. In February 2006, Governor Jim Doyle announced that the State is planning to expand the program statewide.

Are there annual updates/links to annual changes in poverty levels?

The determination of financial eligibility for Family Care and the calculation of any cost-share are both fairly complex processes that rely on many different factors. One factor used for these calculations changes annually, the “Community Waivers Basic Needs Allowance.”
 The Community Waivers Basic Needs Allowance is the total of the Federal SSI payment plus the State SSI supplement plus the State SSI-E supplement rounded to the nearest whole dollar ($783.00 in 2006). For further information about determining eligibility or calculating cost-shares, please see the sections entitled “What are the income/asset/work history requirements” and “Cost-Share Requirements” later in this chapter.

Sources of the Law
Family Care is a Medicaid waiver program. As a Medicaid program, Family Care law is found in both federal law and state law. 

U.S. Code

42 U.S.C. Sections 1396-1396v (Medicaid generally)

42 U.S.C. Sections 1396n (a) through (h) (Medicaid waiver law)

Code of Federal Regulations parts

42 C.F.R. Sections 430-499 (Medicaid generally)

42 C.F.R. Section 440 (Medicaid waiver law)

Wisconsin statutes

Wisconsin Statutes Sections 46.2805 through 46.2895. 

Administrative Code

Wisconsin Administrative Code Chapter HFS (Health and Family Services) 10. 

Handbooks

Information regarding Family Care can be found in the Wisconsin Department of Health and Family Services’ Medicaid Eligibility Handbook.

OPS memos

The Department of Health and Family Services periodically releases Operations Memos (or “Ops” memos) for Bureau of Income Maintenance Administration that relate to Family Care.

Contracts

Additional information regarding the administration of the Wisconsin Family Care program can be found in the Family Care Resource Center contract
, and the Family Care Care Management Organization contract
. 

How the program works
How do you apply/enroll?

Enrollment in Family Care is a complex process. Preliminarily, interested persons must determine whether Family Care is offered in their county. If Family Care is offered in an individual’s county, the individual must contact the Resource Center to begin the application process. The following is the contact information for the Resource Centers in the five counties that currently offer the Family Care benefit:

Fond du Lac County


Aging and Disability Resource Center



(920) 929-3466

La Crosse County


Aging and Disability Resource Center



(608) 785-5700

Milwaukee County


Aging and Disability Resource Center (Elder Link)

(414) 289-6874

Portage County


Aging and Disability Resource Center



(715) 346-1405

Richland County 


Aging and Disability Resource Center



(608) 647-4616


A Family Care applicant must meet several general conditions as well as various functional and financial criteria. For people who request the Family Care benefit, Resource Centers will administer both a “functional screen” and a “financial screen” to assess an applicant’s level of need for services and eligibility for the Family Care benefit. Once the applicant’s level of need is determined, the Resource Center must provide advice about the options available to him or her (exs., to enroll in Family Care, to enroll in a different case management system, to stay in the Medicaid fee-for-service system if eligible, or to privately pay for services). If the applicant chooses Family Care, the Resource Center will enroll that person in a CMO. Due to these dual assessments, significant delays can occur in the processing of a Family Care application. However, such delays are not appropriate for the needy persons eligible for Family Care, and such delays can and should be challenged.

Note: For an overview in flow chart form detailing how a Family Care application is processed, please see the “Family Care Flow Chart” at the end of this chapter.

How long does the State government have to process the application?

According to the Wisconsin Administrative Code Section HFS 10.31(6), a Family Care application must be processed within 30 days of receipt. The State does not interpret this time frame in the applicant’s favor, however. The Department of Health and Family Services maintains that the Family Care application which triggers the 30 day time frame is an “Elderly, Blind and Disabled Medicaid Application” (or EBD application). Advocates observe that a Family Care applicant is not given an EBD application until the assessment process is well underway. 


The speed with which a Family Care application is processed is a common issue of concern. It is critical that accurate and detailed records are maintained by applicants to document the application process. Always make or ask for copies of any documents an applicant submits and/or signs. Please contact SeniorLAW if you are concerned about a delay in the processing of a Family Care application.

Note: For an overview in flow chart form detailing how a Family Care application is processed, please see the “Family Care Flow Chart” at the end of this chapter.

How often are reviews allowed/required?


According to the Medicaid Eligibility Handbook Section 2.2.2.2.4, Family Care participants must complete a review every 12 months. 

What are the income/asset/work history requirements?

A Family Care applicant must meet several general conditions as well as various functional and financial criteria. Assuming the general conditions are met, an applicant will undergo a “functional assessment” and a “financial assessment.” See the following section entitled “What are the nonfinancial eligibility requirements?” for information on the “general conditions” and “functional assessment.” Information on the “financial assessment” follows: 
Financial Eligibility:












To be eligible for Family Care, a person must meet the financial eligibility conditions that follow:

Individuals eligible for Medicaid. 

A person who is eligible for Medicaid under Wisconsin Statutes Chapter 49 is automatically considered to be financially eligible for the Family Care benefit. These individuals will receive a “Forward” card that covers Medicaid services and will also get services through the CMO. These individuals may have a cost-share. For more information on Medicaid eligibility, please see the Medicaid chapter in this manual.

Treatment of assets. 

In determining financial eligibility and cost-sharing requirements for the Family Care benefit, the county agency must treat assets, including assets in trusts, according to general Medicaid laws on the treatment of assets. For more information on Medicaid rules governing the treatment of assets, please see the Medicaid chapter in this manual. Some highlighted rules regarding assets and Family Care eligibility follow: 

·  Asset Limits: The asset limits for Family Care eligibility are $2,000 for a single person and $3,000 for a couple. Remember, many assets do not count toward the Family Care asset limit (exs., a homestead, an automobile, household goods, term life insurance). For more information on exempt assets, please see the Medicaid chapter in this manual.

· Independence accounts: All funds in an “independence account” are considered as exempt assets. An "independence account" is one or more separate accounts at a financial institution that are in the sole ownership of the Family Care enrollee, and that consist solely of savings, and dividends or other gains derived from those savings, from earned income received after application for the Family Care benefit.

· Spousal impoverishment: Spousal impoverishment provisions under Medicaid law applies.

· Estate Recovery and Lien Law: Both Medicaid estate recovery and lien law can apply to participants in Family Care. These laws are complex laws that are subject to change. Estate recovery law and lien law are two distinct laws, and the two laws produce different consequences. 

· Estate Recovery. Estate recovery is a claim against the estate of a deceased person who received certain Medicaid benefits, including Family Care. The estate includes all property of a deceased person that passes by will through probate or by the “laws of intestacy” if there is no will. Therefore, the estate includes real estate property (home, land, etc.) and personal property (bank accounts, cars, etc.).


The costs of all services received by Family Care participants are subject to estate recovery. However, there are limits on the State’s ability to recover. The State cannot recover any claims against an estate if there is a surviving spouse, or surviving disabled child of any age, or surviving child under the age of 21.
· Lien Law. A lien is a charge, hold or claim on a specific piece of real estate property. When the property is sold, the lien is paid from the proceeds of the sale. 

A lien equal to the value of all Family Care payments recoverable under the estate recovery program received on or after April 1, 2000, may be placed on the homes of past-Family Care participants who are now nursing home residents. It is important to remember that although a lien can include Medicaid payments made under the Family Care program, a lien cannot be placed on a Family Care recipient’s home unless the recipient enters a nursing home or hospital and is likely to remain there on a permanent basis. The State may not place a lien on the home of a Family Care participant while he or she is still living at home. 

Nursing home Medicaid recipient

There are also limits on the State’s ability to place liens on a nursing home Medicaid recipient’s home. First, the State cannot place a lien if there is a “reasonable expectation” that the recipient will return home. 

Note: This “reasonable expectation” is different from “the intent to return home” that is applicable when determining Medicaid eligibility. Under lien law (unlike under eligibility rules), a physician must provide a statement that based on the recipient’s medical condition the recipient can reasonably expect to return home in order to prove a person’s “reasonable expectation” to return home. Under eligibility rules, there is no requirement of medical proof that you can return home.

The State cannot place a lien on the home of a nursing home Medicaid recipient if any of the following relatives of the recipient lives in the home:

1.) a spouse;

2.) a child under 21 years of age;

3.) a disabled child of any age; or

4.) a sibling who has ownership interest in the home and has lived in the home for one year prior to the Medical Assistance recipient’s entry into the nursing home.
Even if a lien is placed on the home, there are limits on the State’s ability to collect on the lien. The State cannot collect on the lien so long as the Medicaid recipient has a living spouse, or a child under 21 years of age, or an adult disabled child—no matter where the spouse or child lives.
· Divestment: The Medicaid divestment rules apply to all Family Care applicants and enrollees, regardless of whether they are eligible for Medicaid. Remember: The divestment rules have recently undergone a change and currently exist in a state of flux. Please consult an experienced elder law attorney with questions regarding divestment.

· Treatment of income. In determining financial eligibility and cost-sharing requirements for the Family Care benefit, the county treats income according to Medicaid laws on the treatment of income, except that worker’s compensation cash benefits and unemployment insurance benefits are counted as earned income. For more information on Medicaid rules governing the treatment of income, please see the Medicaid chapter in this manual.

· Cost-Share Requirements. Some Family Care participants are assessed a cost-share. Whether a participant is assessed a cost-share or how much of a cost-share is assessed is determined by evaluating the participant’s income. Rules governing cost-share calculation are found in the Medicaid Eligibility Handbook.
 Please note that the Family Care cost-sharing rules are found in the Community Waivers section of the Medicaid Eligibility Handbook. 

The CMO collects the cost-share payments that are due from participants. If a participant does not meet his or her cost-sharing obligations, the CMO notifies the Resource Center. The Resource Center notifies the participant that he or she will be ineligible on a specified date unless cost-sharing obligations are met. If the participant has not paid the cost-share amount due by the date specified, the participant can be found ineligible and be disenrolled from the CMO. Note: Until a participant is disenrolled, a CMO remains responsible for provision of services in the enrollee’s plan of care and for payment to providers for covered services.

As stated above, a Family Care participant whom is required to contribute to the cost of his or her care, but who fails to make the required contributions can be found ineligible for the Family Care benefit. This rule is located in the Wisconsin Administrative Code HFS Section 10.34(4). However, there is an exception to the general rule requiring a Family Care participant to pay a correctly calculated cost-share. The exception follows:

If DHFS or the county determines that the participant or his or her family would incur an undue financial hardship as a result of making the payment, DHFS may waive or reduce the cost-share requirement. Any reduction or waiver of cost share shall be subject to review at least every 12 months. All of the following conditions are required for a reduction or waiver due to undue hardship:

1) The hardship is documented by financial information beyond that normally collected for eligibility and cost−sharing determination purposes and is based on total financial resources and total obligations; and

2) Sufficient relief cannot be provided through an extended or deferred payment plan; and

3) The person is notified in writing of approval or denial within 30 days of providing necessary information to the department or its designee.

Note: A waiver or reduction of cost-share can be difficult for a Family Care participant to obtain. Under the administrative rules, examples of genuine hardships include the forced sale of a family residence or cessation of an education program for a person or his or her family member. Reductions or waiver of cost-sharing requirements are generally restricted to situations where services are provided for a relatively long term and when deferred payments will not provide sufficient relief.

Note: For an overview in flow chart form detailing how a Family Care application is processed, please see the “Family Care Flow Chart” at the end of this chapter.

What are the nonfinancial eligibility requirements?
A Family Care applicant must meet several general conditions as well as various functional and financial criteria. Assuming the general conditions are met, an applicant will undergo a “functional assessment” and a “financial assessment.” See the previous section entitled “What are the income/asset/work history requirements?” for information on the “financial assessment.” Information on the “general conditions” and “functional assessment” follows: 

General Conditions: To be eligible for the Family Care benefit, a person must meet all of the following general eligibility conditions.

Age. The person is at least 18 years of age or will attain the age of 18 years on any day of the calendar month in which the person applies. In Milwaukee County, the person must be at least 60 years of age.

Residency. The person is a resident of a county in which the Family Care benefit is available through a Care Management Organization (CMO). This requirement does not apply to a person who is either of the following:

1.) An enrollee who was a resident of the county, family care district or tribal area when he or she enrolled in family care, but currently resides in a long-term care facility outside the service area of the CMO under a plan of care approved by the CMO.

2.) An applicant who, on the date that the family care benefit first became available in the county, was receiving services in a long-term care facility funded under any of the programs specified under Wisconsin Administrative Code HFS Section 10.33 (3) (b) administered by that county.

Family Care target group. The person has a physical disability, infirmities of aging or, if the person is a resident of a county that has operated a CMO before July 1, 2001, a developmental disability.

Cost-sharing. The person pays any cost-sharing obligations that are determined. NOTE: there are exceptions to the requirement that a Family Care enrollee pay his or her cost-share. Please see the “Cost-Share Requirements” sub-section under the “Financial Eligibility” section in this discussion of “What are the eligibility requirements for Family Care?” and Wisconsin Administrative Code HFS Section 10.34(4). 

Acceptance of Medicaid if eligible. If the person is eligible for medical assistance, he or she must apply for and accept Medicaid benefits.

Other non-financial conditions. The person meets the non-financial conditions of eligibility for Mediaid found in Wisconsin Administrative Code HFS Sections 103.03 (2) to (9).

Functional Eligibility: A person must also meet functional eligibility conditions in order to qualify for Family Care. To satisfy the functional eligibility criteria for the Family Care benefit, a person must have both 1) a “functional eligibility condition” requiring the individual to have a long-term or irreversible condition, and 2) a “functional capacity level” of “comprehensive,” “intermediate,” or “grandfathered.” 

Functional Eligibility Condition. To be eligible for Family Care, a person must have a long-term or irreversible condition.
Functional Capacity Levels. Functional capacity levels detail a person’s ability to perform Activities of Daily Living (ADLs). Functional capacity levels are classified as “comprehensive,” “intermediate,” or at a special “grandfathered” level. The functional capacity level determines the rate of capitated (or “per person”) payment made to the CMO.
· Comprehensive functional capacity level. A person is functionally eligible at the comprehensive level if the person requires ongoing care, assistance or supervision from another person, as is evidenced by any of the following findings from application of the functional screen:

· The person cannot safely or appropriately perform 3 or more activities of daily living (ADLs)

· The person cannot safely or appropriately perform 2 or more ADLs and one or more instrumental activities of daily living (IADLs)

· The person cannot safely or appropriately perform 5 or more IADLs

· The person cannot safely or appropriately perform one or more ADL and 3 or more IADLs and has cognitive impairment

· The person cannot safely or appropriately perform 4 or more IADLs and has cognitive impairment

· The person has a complicating condition that limits the person's ability to independently meet his or her needs as evidenced by meeting both of the following conditions:

· The person requires frequent medical or social intervention to safely maintain an acceptable health or developmental status; or requires frequent changes in service due to intermittent or unpredictable changes in his or her condition; or requires a range of medical or social interventions due to a multiplicity of conditions; and
· The person has a developmental disability that requires specialized services; or has impaired cognition exhibited by memory deficits or disorientation to person, place or time; or has impaired decision making ability exhibited by wandering, physical abuse of self or others, self neglect or resistance to needed care.

· Intermediate functional capacity level. A person is functionally eligible at the intermediate level if the person is at risk of losing his or her independence or functional capacity unless he or she receives assistance from others, as is evidenced by a finding from application of the functional screen that the person needs assistance to safely or appropriately perform either of the following:

· One or more ADL

· One or more of the following critical IADLs:

· Management of medications and treatments;

· Meal preparation and nutrition; and/or

· Money management.

· Grandfathered functional capacity level. If a person does not meet either the comprehensive or intermediate functional capacity levels, the person must be deemed functionally eligible for the Family Care benefit if all of the following apply:

· The person has a long-term or irreversible condition; and
· The person is in need of services included in the Family Care benefit; and
· On the date that the Family Care benefit became available in the county of the person's residence, he or she was a resident in a nursing home or had been receiving for at least 60 days, under a written plan of care, long-term care services that were funded under any of the following:

· The long-term support Community Options Program (COP) under Wisconsin Statutes Section 46.27; or
· Any home and community-based waiver program under 42 United States Code Section 1396n (c), including the Community Integration Program (CIP) under Wisconsin Statutes Section 46.275, 46.277 or 46.278; or
· The Alzheimer's family caregiver support program under Wisconsin Statutes Section 46.87; or
· Community aids under Wisconsin Statutes Section 46.40, if documented by the county under a method prescribed by DHFS; or
· County funding, if documented under a method prescribed by DHFS.

Note: For an overview in flow chart form detailing how a Family Care application is processed, please see the “Family Care Flow Chart” at the end of this chapter.

Who administers the program?

Family Care is a unique program in that it is administered through multiple components. The following overview of Resource Centers, Care Management Organizations (CMOs), and Care Management Units (CMUs) will provide further information on their respective roles in the Family Care program. 

Note: Although not discussed in detail, County Economic Support Services play a role in determining the eligibility for Family Care. ESS processes information relating to a Family Care applicant or participant’s financial eligibility. For an overview in flow chart form detailing how a Family Care application is processed and the ESS’s role in the process, please see the “Family Care Flow Chart” at the end of this chapter.

Resource Centers: Currently, Family Care Resource Centers are operational in nine counties: Fond du Lac, La Crosse, Milwaukee (serving only residents age 60 and older), Portage, Richland, Kenosha, Marathon, Trempealeau, and Jackson. Note: In counties where there is no CMO (Kenosha, Marathon, Trempealeau, and Jackson counties), the Resource Centers serve only the information, referral and clearinghouse functions. Resource Centers in these counties do not currently provide Family Care enrollment assistance.

Resource Centers are required to provide the following services:

Information and Referral Services. Resource Centers must provide information to the general public about services, resources and programs in areas such as: disability and long-term care related services and living arrangements; physical and behavioral health; adult protective services; employment and training for people with disabilities; home maintenance; nutrition; and Family Care. Resource Center staff must also help persons apply for Supplemental Security Income (SSI), Food Stamps and Medicaid as needed. Resource Center hours must be convenient to the public, and all assistance must be private and confidential.

Advocacy. Resource Centers must ensure that assistance is provided to individuals and groups when needed services are not being adequately provided by the Resource Center, CMO, CMU, or any other component of the Family Care model.

Long-Term Care Options Counseling. Resource Centers offer consultation and advice about the options available to meet an individual’s long-term care needs. Such a consultation must include discussion of: 1) The availability of any long-term care options open to the individual, including home care, community services, case management services, residential care and nursing home options; 2) Sources and methods of both public and private payment for long-term care services, including Family Care and the fee-for-service system; 3) Factors to consider when choosing among the available programs, services and benefits, including cost, quality, outcomes, estate recovery and compatibility with the person's preferred lifestyle and residential setting; 4) Advantages and disadvantages of the various options in light of the individual's situation, values, capacities, knowledge and resources and the urgency of the individual's situation; and 5) Opportunities and methods for maximizing independence and self-reliance, including the utilization of supports from family, friends and community. 

Resource Centers must offer pre-admission consultation to all individuals with long-term care needs who are entering nursing facilities, community-based residential facilities (CBRFs), adult family homes, and residential care apartment complexes. The purpose of pre-admission counseling is to provide objective information about the cost-effective options available to individuals with long-term care needs. Pre-admission counseling is available to all persons with long-term care needs who request such a service regardless of whether a person is seeking to apply for Family Care. Participation in the service is voluntary on the part of any individual.

Benefits Counseling. Resource Centers must provide accurate and current information on private and government benefits and programs. This includes assisting individuals when they run into problems with Medicare, Social Security, Medicaid, or other benefits.

Emergency Response. The Resource Center must ensure that individuals are connected with someone who will respond to urgent situations that threaten to put the individual at risk, such as a sudden loss of his or her caregiver.

Prevention and Early Intervention. The Resource Center must promote effective prevention efforts to keep people healthy and independent. In collaboration with public and private health and social service partners in the community, the Resource Center must offer both information and intervention activities that focus on reducing the risk of disabilities. This may include a program to review medications or nutrition, home safety review to prevent falls, or appropriate fitness programs for older people or people with disabilities.

Choice Counseling. The Resource Center provides information and counseling to assist persons who are eligible for the Family Care benefit and their families or other representatives with respect to the person's choice of whether or not to enroll in a CMO and, if so, which available CMO would best meet his or her needs. Choice counseling information must include information about: 1) The availability of mechanisms for self-management of service funding, through which an enrollee may manage the funding for some or all of his or her own services under the Family Care benefit; 2) How to find additional assistance within or outside the Resource Center, CMO, and/or the Family Care benefit; and 3) Opportunities for enrollees in a CMO to do as much for themselves as possible and desired, and opportunities for full participation in the planning and delivery of long-term care.

Enrollment Assistance. The Resource Center must assist persons who are found eligible for the Family Care benefit and wish to enroll in a CMO to enroll in the CMO of the person's choice.

Disenrollment Counseling. The Resource Center must provide information and counseling to assist persons in the process of voluntarily or involuntarily disenrolling from a CMO, including all of the following: 1) information about an enrollees' rights under the Family Care program and the Family Care grievance procedures; 2) advocacy resources available to assist the person in resolving complaints and grievances; 3) service and program options available to the person if the disenrollment occurs; and 4) information about the availability of assistance with re-enrollment.

Waiting List Management. The Resource Center must manage any waiting lists that become necessary according to the Family Care rules.

Access to Benefits Programs. The Resource Center must provide, directly or through referral, access to all of the following public benefit programs: Medicaid, federal supplemental security income (SSI) program, Wisconsin State supplemental SSI payments, SSI-E payments, and FoodShare (previously known as Food Stamps).

Elder Abuse and Adult Protective Services. The Resource Center must identify persons who may need elder abuse or adult protective services and to provide or facilitate access to services for eligible individuals. The Resource Center may provide elder abuse and adult protective services directly, if a county agency, or through cooperation with the local public agency or agencies that provide the services.

Care Management Organizations (CMOs): There are currently five Care Management Organization (CMO) sites in the following counties: Fond du Lac, La Crosse, Milwaukee (serving only residents age 60 and older), Portage, and Richland. The CMOs must meet certification standards that include case management capability, adequate availability of providers, Medicaid provider certification, and complaint and grievance processes. The CMOs are subject to performance standards and external review of the CMO’s compliance with those standards.

In order to assure access to services, CMOs must develop and manage a comprehensive network of long-term care services and support, either through purchase of service contracts with providers, or by direct service provision by CMO employees. CMOs are responsible for assuring and continually improving the quality of care and services Family Care participants receive. CMOs receive a capitated (or “per person”) payment to manage care.

Note: Except for Milwaukee, which is serving only elders, all CMOs must serve all three of the Family Care target groups: people with physical disabilities, people with developmental disabilities, and frail elders.

State law governing Family Care requires that a CMO must do the following:

1) Conduct comprehensive assessment of each enrollee, including an in-person interview with the enrollee following a standard format as developed by the Department of Health and Family Services.

2) Develop a comprehensive plan of care with the involvement of the enrollee, his or her family or representative, that reflects the values and preferences of the enrollee.

3) Provide or contract for the services under the care plan and monitor the delivery of such services.

4) Provide a structure and guidelines for an enrollee’s involvement in the arrangement, management, and monitoring of his or her Family Care benefit.

5) Provide a fee-for-service basis for case management services to persons who are functionally eligible but not financially eligible for the Family Care benefit.

6) Meet all the performance standards as required by federal law or by rules set by the Department of Health and Family Services.

7) Provide a 24-hour contact number for Family Care enrollees and medical providers. All calls to the 24-hour contact number must be returned within 30 minutes

Care Management Units (CMUs): CMOs can subcontract with Care Management Units (CMUs) to provide the necessary long-term care outlined in a Family Care participant’s care plan. Although CMUs are sub-contractors, they are held to the same standards and legal requirements of a CMO. Additionally, CMOs remain legally responsible for the care provided by a CMU. Therefore, if a CMU fails to comply with the requirements of Family Care rules, a participant can legally hold both the CMU and the CMO responsible for the failure. 


What does the program cover when you are on it?

Family Care services include, generally, the following benefits:

Long-term Care Services. Family Care provides long-term care services that have traditionally been part of other Medicaid Waiver programs, such as the Community Options Program. These services include adult day care, home modifications, home delivered meals and supportive home care.

Health Care Services. These services include home health, skilled nursing, mental health services, occupational therapy, physical therapy, and speech therapy. For Medicaid recipients, health care services not included in Family Care are available through the Medicaid fee-for-service program.

Coordination of Primary Health Care. CMO interdisciplinary teams should help Family Care participants coordinate all their health care. If needed, CMO interdisciplinary teams should help Family Care participants travel to their health care appointments, communicate with their physicians, and manage their treatments and medications.

Services to Help Achieve Employment Objectives. Services such as daily living skills training, day treatment, pre-vocational services and supported employment are included in the Family Care benefit package. Other Family Care services such as transportation and personal care also help people meet their employment goals.

Other services. The CMO is not restricted to providing only the specific services listed in the Family Care benefit package. The CMO interdisciplinary care management team and the member may decide that other services, treatments or supports are more likely to help the member achieve his or her outcomes, and the CMO would then authorize those services in the member’s care plan

A more detailed list of covered Family Care benefits follows. Remember, however, a CMO is not restricted to providing only the following benefits:

· Adaptive Aids (general and vehicle)

· Adult Day Care 

· Alcohol and Other Drug Abuse Day Treatment Services (in all settings) 

· Alcohol and Other Drug Abuse Services, except those provided by a physician or on an inpatient basis 

· Care/Case Management (including Assessment and Case Planning) 

· Communication Aids/Interpreter Services 

· Community Support Program 

· Consumer Education and Training 

· Counseling and Therapeutic Resources 

· Daily Living Skills Training 

· Day Services/Treatment 

· Durable Medical Equipment, except for hearing aids and prosthetics (in all settings) 

· Home Health 

· Home Modifications 

· Housing Counseling 

· Meals: home delivered 

· Medical Supplies 

· Mental Health Day Treatment Services (in all settings) 

· Mental Health Services, except those provided by a physician or on an inpatient basis 

· Nursing Facility (all stays including Intermediate Care Facility for People with Mental Retardation (ICF/MR) and Institution for Mental Disease 

· Nursing Services (including respiratory care, intermittent and private duty nursing) and Nursing Services 

· Occupational Therapy (in all settings except for inpatient hospital) 

· Personal Care 

· Personal Emergency Response System Services 

· Physical Therapy (in all settings except for inpatient hospital) 

· Prevocational Services 

· Relocation Services 

· Residential Services: Certified Residential Care Apartment Complex (RCAC) 

· Community-Based Residential Facility (CBRF) 

· Adult Family Home

· Children’s Foster Care and Treatment Foster Care 

· Respite Care (for care givers and members in non-institutional and institutional settings)

· Specialized Medical Supplies 

· Speech and Language Pathology Services (in all settings except for inpatient hospital) 

· Supported Employment 

· Supportive Home Care 

· Transportation: Select Medicaid covered (i.e., Medicaid covered Transportation Services except Ambulance and transportation by common carrier) and non-Medicaid covered

· Vocational Futures Planning 

What does the program exclude when you are on it?

The Family Care benefit does not cover the following services. However, the following services may be covered by Medicare, a Medicare supplement policy, or Medicaid, depending upon the specific non-Family Care covered service that is involved:

· Ambulance transportation 

· Audiology 

· Chiropractic

· Crisis intervention services 

· Dentistry 

· End-Stage Renal Disease services 

· Eyeglasses 

· Family planning services 

· Hearing aids (including batteries, accessories, and assistive listening devices; and repair and maintenance of hearing aids and assistive listening devices) 

· Hospice 

· Hospital: Inpatient (except DME) 

· Hospital: Outpatient (except physical therapy, occupational therapy, speech and language pathology, mental health services, and substance abuse treatment)

· Independent nurse practitioner services 

· Lab and X-ray 

· Mental health services provided by a physician or provided in an inpatient hospital setting

· Nurse midwife services 

· Optometry 

· Pharmaceuticals 

· Physician services 

· Podiatry 

· Prenatal care coordination 

· Prosthetics (including repair and maintenance) 

· School-based services

· Substance abuse services provided by a physician or provided in an inpatient hospital setting

· Transportation by common carrier 

What can you do if the program denies you service/payment you think should have been covered?

Family Care participants who are concerned about a denial of covered services, a reduction in covered services, or a service plan that is contrary to the participants’ wishes have several options. A participant with such concerns can 1) file a grievance; 2) file a request for a fair hearing; or 3) simultaneously file both a grievance and a request for a fair hearing. These appeal options vary from the options available if a participant is concerned about a denial of eligibility, a cost-share determination, or a determination of eligibility (for the appeal options for these concerns, please see the following section entitled “What can you do if your enrollment in the program is terminated?”). 

Grievances can be filed locally with the Care Management Organization and/or at the state level with the Department of Health and Family Services (DHFS). To file a grievance locally, contact your CMO. The following are telephone numbers for the five Family Care CMOs: 

Fond du Lac County


Creative Care Options of Fond du Lac County


(920) 906-5100

La Crosse County


La Crosse County Care Management Organization


(608) 785-6266

Milwaukee County


Milwaukee County Department on Aging



(414) 289-5738

Portage County


Community Care of Portage County




(715) 345-5968

Richland County 


Richland County Care Management Organization


(608) 647-8821

Grievances filed with DHFS are handled by a private company. DHFS subcontracts the oversight of the Family Care grievance process to a company called MetaStar. The following is the contact information to file a grievance with DHFS:

MetaStar
Family Care Grievance Hotline: 




1-888-203-8338 

Address for written grievance filings:


DHFS Family Care Grievances

c/o MetaStar

2909 Landmark Place 

Madison, Wisconsin 53713 

Fair Hearings are held by Administrative Law Judges who are employed by the Wisconsin Division of Hearings and Appeals. Requests for a fair hearing must be submitted in writing. The following is the contact information for the Division of Hearings and Appeals: 

Division of Hearings and Appeals 


Telephone number:






(608) 266-3096


Fax number:







(608) 264-9885

Address for fair hearing request submissions:

Division of Hearings and Appeals

5005 University Avenue, Suite 201

P.O. Box 7875

Madison, WI 53707-7875

According to Wisconsin Administrative Code Section HFS 10.55(3), a participant must file a request for a fair hearing within the following time limits:

A [Family Care Participant] shall request a fair hearing within 45 days after receipt of notice of a decision in a contested matter, or after a resource center or CMO has failed to respond within timeframes specified by this chapter or the department. Receipt of notice is presumed within 5 days of the date the notice was mailed . . . A hearing request shall be considered filed on the date of actual receipt by the division of hearings and appeals, or the date of the postmark, whichever is earlier.

Fair hearings requests can also be filed by facsimile. Facsimiles are considered received when the transmission is complete. However, if transmission is completed between 5:00pm and midnight, one day shall be added to the transmission date. Remember, if you are sending a fair hearing request via facsimile and a deadline is imminent, call DHA to confirm receipt of the faxed request to ensure that you request was received. 

It is better to err by filing a request for a fair hearing too soon rather than running the risk of filing too late. If you file well before the deadline, you can always request a postponement if you need more time to prepare and you can always withdraw your request if the problem is resolved prior to the hearing date. If you file the request too late, your request will be dismissed and you will automatically lose.


Please contact SeniorLAW if you are concerned about the coverage of services under the Family Care program or have questions regarding how to calculate a fair hearing filing deadline.

What can you do if your enrollment in the program is terminated?

Family Care participants who are concerned about a denial of eligibility, a cost-share determination, or a determination of eligibility have several options. A participant with such concerns must initially file a grievance, but the participant can file a request for a fair hearing if the participant is unhappy with the result of the grievance. These appeal options vary from the options available if a participant is concerned about a denial of covered services, a reduction in covered services, or a service plan that is contrary to the participants’ wishes (for the appeal options for these concerns, please see the previous section entitled “What can you do if the program denies you service/payment you think should have been covered?”).

Grievances can be filed locally with the Care Management Organization and/or at the state level with the Department of Health and Family Services (DHFS). To file a grievance locally, contact your CMO. The following are telephone numbers for the five Family Care CMOs: 

Fond du Lac County


Creative Care Options of Fond du Lac County


(920) 906-5100

La Crosse County


La Crosse County Care Management Organization


(608) 785-6266

Milwaukee County


Milwaukee County Department on Aging



(414) 289-5738

Portage County


Community Care of Portage County




(715) 345-5968

Richland County 


Richland County Care Management Organization


(608) 647-8821

Grievances filed with DHFS are handled by a private company. DHFS subcontracts the oversight of the Family Care grievance process to a company called MetaStar. The following is the contact information to file a grievance with DHFS:

MetaStar
Family Care Grievance Hotline: 




1-888-203-8338 

Address for written grievance filings:

DHFS Family Care Grievances

c/o MetaStar

2909 Landmark Place 

Madison, Wisconsin 53713 

Fair Hearings are held by Administrative Law Judges who are employed by the Wisconsin Division of Hearings and Appeals. Requests for a fair hearing must be submitted in writing. The following is the contact information for the Division of Hearings and Appeals:

Division of Hearings and Appeals 


Telephone number:






(608) 266-3096


Fax number:







(608) 264-9885

Address for fair hearing request submissions:

Division of Hearings and Appeals

5005 University Avenue, Suite 201

P.O. Box 7875

Madison, WI 53707-7875

According to Wisconsin Administrative Code Section HFS 10.55(3), a participant must file a request for a fair hearing within the following time limits:

A [Family Care Participant] shall request a fair hearing within 45 days after receipt of notice of a decision in a contested matter, or after a resource center or CMO has failed to respond within timeframes specified by this chapter or the department. Receipt of notice is presumed within 5 days of the date the notice was mailed . . . A hearing request shall be considered filed on the date of actual receipt by the division of hearings and appeals, or the date of the postmark, whichever is earlier.

Fair hearings requests can also be filed by facsimile. Facsimiles are considered received when the transmission is complete. However, if transmission is completed between 5:00pm and midnight, one day shall be added to the transmission date. Remember, if you are sending a fair hearing request via facsimile and a deadline is imminent, call DHA to confirm receipt of the faxed request to ensure that you request was received.

It is better to err by filing a request for a fair hearing too soon rather than running the risk of filing too late. If you file well before the deadline, you can always request a postponement if you need more time to prepare and you can always withdraw your request if the problem is resolved prior to the hearing date. If you file the request too late, your request will be dismissed and you will automatically lose.

Please contact SeniorLAW if you are concerned about a denial of eligibility, cost-share calculation, determination of entitlement, or have questions regarding how to calculate a fair hearing filing deadline.

What are the time lines to appeal adverse determinations?

A Family Care participant has 45 days to appeal an adverse action.

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

The short answer for Family Care cases is “the sooner, the better.” While SeniorLAW may not be able to provide direct representation, SeniorLAW can provide advice on how to represent oneself and how to create/protect issues for appeal. Remember, SeniorLAW staff must speak with the Family Care participant and/or an agent under a Power of Attorney for Finances.

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

SeniorLAW will not answer questions without speaking to the senior in need of assistance or an agent with authority under a Power of Attorney for Finances (POA-F). There are several reasons why SeniorLAW staff members need to meet with the senior or the senior’s agent under a POA-F. SeniorLAW staff members meet with a senior to identify who SeniorLAW’s client is, to determine if there are any conflicts of interest that prohibit SeniorLAW’s representation of the senior, to protect the senior’s confidentiality, and to assess the senior’s competency to retain legal representation. While SeniorLAW’s rule regarding speaking with the senior him or herself may appear as a barrier to service, we follow this rule to comply with state ethics rules and to promote the dignity, self-determination, and quality of life of the senior.
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SSI-E : Wisconsin’s Supplemental Security Income Exceptional Expense Supplement

Background

Overview of the law

Names the law is known by

Supplemental Security Income Exceptional Expense Income

SSI - E

A brief description of the law/program

SSI-E is an extra sum of money provided to individuals or couples who receive state supplement SSI benefits and who have exceptional medical expenses or care needs.

History of the law

When was it first enacted?

SSI-E was made available in its current form in 1995.

When have major modifications been made to the law?

There have been no major modifications to the law since 1995.

Are there annual updates/links to annual changes in poverty levels?

The benefit rate for SSI-E can change. The new benefit rate is released each year by the Department of Health and Family Services.

Sources of the law
U.S. Code

42 U.S.C. 1381 - 1383d

CFR parts

20 C.F.R. 416

Wisconsin statues

Section 49.77(3s)

Administrative Code

HFS 10.13

HFS 10.23

HFS 79

OPS memos

Policy memos are released periodically and are available online at
 
http://dhfs.wisconsin.gov/em/ops-memos/index.htm.

POMS

SI 005, 006, 008, 011, 012, 013, 014, 017, 018, 020, 021, 022, 023, 029, 040, 600 all relate to Federal SSI.

How the program works
How do you apply/enroll?

Individuals who receive SSI-E must be specially certified to receive the extra supplement. For Milwaukee County residents, this certification is done by the Milwaukee County Department of Human Services or the Milwaukee County Department on Aging. The county representative will perform a face-to-face functional assessment to determine the applicant’s need for long term support services and his/her eligibility for SSI-E. When the county determines that the applicant requires 40 or more hours per month of long term support services, a certification form will be sent to the state regional office for review and approval. The certification is then sent to the local Social Security office.

If the certified person is already receiving SSI, Social Security will update its computer files to reflect a higher benefit rate. If the certified person is not receiving SSI, (s)he must contact Social Security to apply for SSI. A person cannot receive SSI-E unless (s)he is currently receiving the State SSI Supplement. If the person is receiving Social Security Disability or Retirement benefits, and the amount is in excess of the level to be eligible for the STATE portion of SSI, there is no eligibility for SSI-E.

Note: In 1996, the state law changed to require that an applicant for state supplement or SSI-E benefits first be receiving SSI benefits. This law went into effect on January 1, 1996. However, those who were receiving a state supplement, including SSI-E, without concurrently receiving SSI prior to January 1, 1996, would continue to receive their state supplement as though the law had not changed.

Individuals who are receiving SSI and are on the county waiting list, or are awaiting enrollment for Family Care, COP or COP-Waiver benefits are probably eligible for SSI-E. Such individuals should contact their county department on aging and request an SSI-E assessment.

How long does the government have to process the application?

The County agency must determine eligibility within 30 days of the date on which an applicant first expresses an intent to apply.

How often are reviews allowed/required?

Individual eligibility for SSI is reviewed by the Social Security Administration, and the frequency of such reviews is based on Social Security program guidelines and the likelihood of error. The Disability Determination Bureau periodically review individual disability eligibility, and the frequency of such reviews is based on the likelihood of medical improvement, whether the person is attempting to work and the Bureau's initial determination workload. The Department of Health and Family Services reviews SSI-E eligibility on an annual basis.

What are the income/asset/work history requirements?

Eligibility for SSI triggers financial eligibility for SSI-E. The requirements of the SSI program are beyond the scope of this chapter.

What are the nonfinancial eligibility requirements?

An individual who currently receives SSI, who lives in a residential setting (or who resides in another’s household while paying his/her proportionate share of household expenses) and who needs at least 40 hours per month of primary long term support services is eligible for SSI-E. Examples of primary long term support services include: 

Supportive Home Care

· Assistance with feeding, including tube feeding 

· Positioning in bed to prevent bed sores

· Transferring from bed or wheelchair

· Assistance with personal mobility

· Assistance with toileting and/or controlling bladder or bowel

· Bathing, dressing and grooming

· Medical support, such as caring for colostomy, ileostomy or catheters

· Planning leisure time activities necessary for community integration

· Assistance with finances and bill paying

· Assistance accessing medical care

· On-site supervision for persons with dementia and severe physical limitations. Includes assistance using the telephone or other communication, adaptive or environmental aids. 

Chores

· Assistance with grocery shopping, food preparation and clean-up

· Assistance with housework and cleaning activities, including laundry

· Yard work and snow shoveling

Respite care

Daily Living Skills Training

· Training in personal hygiene, grooming and dressing

· Training in planning and preparing food and clean up

· Training in housekeeping

· Training in budgeting and household finance

· Training in socialization and developing normal leisure activities

· Training in impulse control

· Training in accessing transportation

· Medical support training

If the person applying for SSI-E resides with a spouse, only the services needed when the

spouse is out of the home for employment, or which the spouse is physically or mentally unable to provide, count toward the 40 hour requirement.

What does the program cover when you are on it?

SSI-E is a set cash benefit every month.

What does the program exclude when you are on it?

There are no exclusions. SSI-E is simply a monthly cash benefit.

What can you do if your enrollment in the program is terminated?

If your enrollment in Federal SSI is terminated, you must appeal that termination through the Social Security Administration's procedures. If the local agency decertifies you for SSI-E, you can appeal that decision through the State Division of Hearings and Appeals. You must appeal in writing, and your appeal can be submitted by mail or by facsimile. The facsimile number for the Division of Hearings and Appeals is: (608) 264-9885. The address for the Division of Hearings and Appeals is:


Division of Hearings and Appeals


5005 University Avenue, Suite 201


P.O. Box 7875


Madison, WI 53707-7875

What are the time lines to appeal adverse determinations?

You must file your request for fair hearing within 45 days of the effective date of the termination or decertification. In order to obtain continuing benefits while your appeal is pending, you must file your request for fair hearing within 10 days of the date of the notice.

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

In order to preserve continuing benefits while a fair hearing request is pending, a hearing must requested within 10 days of the date of the notice informing the beneficiary that he or she is being terminated. Therefore, a referral to SeniorLAW should be done as soon as possible after the beneficiary receives notice of termination/decertification.

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

No. Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).
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SeniorCare and Other Prescription Drug Coverage

Background

Overview of the law

Names the law is known by

Senior Care, Medicaid Waiver Program for State Prescription Assistance or State Prescription Assistance Program (SPAP)

A brief description of the law/program

SeniorCare is a prescription drug assistance program for Wisconsin residents who are 65 years of age or older who meet the eligibility criteria. The program is designed to help seniors with their prescription drug costs. Those interested may apply at any time. The Department of Health and Family Services (DHFS) administers the SeniorCare program.

The SeniorCare program is funded through both State and Federal monies. The SeniorCare program operates as a Medicaid waiver program called Pharmacy Plus, for seniors below 250% FPL.

History of the law

When was it first enacted?

SeniorCare was enacted in 2002.
When have major modifications been made to the law?

No major modifications have been made to the law since it was enacted.
Are there annual updates/links to annual changes in poverty levels? 

Yes. Senior Care follows the Federal Poverty Levels which change annually in October.


Sources of the law

Wisconsin statues

The Statutory authority for Senior Care is at: Wis. Stats. 49.688. 

Handbooks

Wisconsin Department of Health and Family Services’ Medicaid Eligibility Handbook
http://www.emhandbooks.wi.gov/meh/ 

How the program works

How do you apply/enroll?

You must fill out a simple one page application that can be mailed to you by the Senior Care Customer Service Hotline: 1-800-657-2038 or downloaded at http://www.dhfs.wisconsin.gov/seniorcare. SeniorCare requires an annual enrollment fee of $30 per person. Seniors who participate in the program may also be required to pay a $500 or $850 annual deductible depending on their income. There is no annual deductible if income is below 160% of poverty line.  A co-pay for prescription drugs is required, $5 for generic prescription drugs and $15 for brand name prescription drugs. People in “Levels 2a and 2b” of SeniorCare pay a reduced rate for drugs while they are working toward meeting the deductible.

How long does the State/Fed government get to process the application?

The State Department of Health and Family Services has 30 days to review your application.

How often are reviews allowed/required?

Reviews are given annually and benefit amounts are re-determined annually.

What are the income/asset/work history requirements?

SeniorCare Eligibility Requirements and Program Costs – 2006

	Financial Eligibility Requirements:
	(Annual Income)

	Level 1: At or below 160% FPL 
	$15,680 per individual and $21,120 per couple annually.

	Level 2a: Between 160% and 200% of FPL 
	$15,681 to $19,600 per individual and $21,121 to $26,400 per couple annually.

	Level 2b: Between 200% and 240% FPL 
	$19,601 to $23,520 per individual and $26,401 to $31,680 per couple annually

	Level 3: Over 240% FPL
	$23,521 or higher per individual and $31,681 or higher per couple annually


*These income amounts are based upon the 2006 Federal Poverty Guidelines.

What are the nonfinancial eligibility requirements?

You must be a Wisconsin resident 65 or older, a US citizen or qualifying alien and not be receiving Medicaid/ T-19.

What does the program cover when you are on it?
	Program Fees, Copays, and Deductibles:
	All Levels: $30 Annual Enrollment Fee per person

	Level 1: At or below 160% FPL 
	
No deductible or spenddown. 


Pay a $15 copay for each name brand drug and a $5 copay for generic drug. 

	Level 2a: Between 160% and 200% of FPL 
	· $500 deductible per person. 

· Pay discounted price for drugs until the $500 deductible is met. 

· After $500 deductible is met, pay a $15 copay for each covered brand name prescription drug and a $5 copay for each covered generic prescription drug. 

	Level 2b: Between 200% and 240% FPL 
	· $850 deductible per person.

· Pay discounted price for drugs until the $850 deductible is met. 

· After $850 deductible is met, pay a $15 copay for each covered brand name prescription drug and a $5 copay for each covered generic prescription drug.

	Level 3: Over 240% FPL
	· Pay retail price for drugs equal to the difference between your income and $22,969 per individual or $30,793 per couple. This is called a “spenddown.”

· Covered drug costs for spenddown will be tracked automatically. During the spenddown, there is no discount on drug costs. 

· After spenddown is met, meet an $850 deductible per person.

· Pay discounted price for most covered drugs until the $850 deductible is met.

· After the $850 deductible is met, pay $15 copay for each covered brand name prescription drug and $5 copay for each covered generic prescription drug.


Covered Drugs

SeniorCare "covered drugs" include generic prescription drugs, brand name prescription drugs, and over-the-counter insulin. There are some restrictions to coverage of brand name and generic prescription drugs. Reimbursement for most drugs is limited to a 34-day supply. Some maintenance drugs may be provided in a 100-day supply.

Coverage of drugs for SeniorCare participants in Levels 2b and 3 is limited to drugs from manufacturers that enter into a SeniorCare rebate agreement with the State. By signing a SeniorCare rebate agreement, manufacturers agree to make rebate payments to the State for those prescription drugs which were paid for by SeniorCare.

Prior Authorization

Some prescription drugs require prior approval from the SeniorCare Program. The patient’s pharmacist must obtain prior authorization before some categories of prescription drugs, and prescription drugs that appear to be for cosmetic use only, can be covered. If prior authorization is not approved, the drug(s) will not be reimbursed and expenditures for the drug will not be applied to the patient’s spenddown or deductible. 

Coordination With Existing Coverage

Individuals with prescription drug coverage under other health plans, including Medicare Parts A and B, can enroll in SeniorCare. SeniorCare will coordinate benefit coverage with all other health insurance coverage, including Medicare covered drugs, when the prescription drug claim is submitted by the pharmacy. SeniorCare is always second payor when there is coordination of coverage.

It is important to note that the future of SeniorCare is uncertain with the advent of Medicare Part D. The federal government has not indicated whether it intends to maintain the waiver which enabled Wisconsin to operate this program. SeniorLAW is recommending that all eligible seniors renew their SeniorCare application if it is time for them to do so, in order to avoid any gaps in prescription drug coverage. SeniorLAW will post updated information about the future of SeniorCare and how it will relate to Part D on the SeniorLAW website (www.seniorlaw.org) as soon as it becomes available. In the event that SeniorCare is discontinued, SeniorCare will receive a special enrollment period for Medicare Part D.

What does the program exclude when you are on it?

Prescriptions Not Covered

SeniorCare will not pay for:

· Prescription drugs administered in a physician’s office.

· Drugs that are experimental or have a cosmetic, not a medical, purpose.

·  Over-the-counter drugs such as vitamins and aspirin even if prescribed, except for insulin.

·  Prescription drugs for which prior authorization has been denied.

·  Brand name drugs unless medically necessary, as determined by physician.

·  Drugs from manufacturers who have not signed a rebate agreement with the state.

The participating pharmacy provider must notify the patient of any prescription drug that is not covered before filling the prescription. If the participant chooses to purchase a non-covered prescription, he or she will be responsible for the entire cost of the drug. In addition, any amount paid for a non-covered drug will not count toward the participant’s spenddown or deductible.

Out-of-State Prescription Benefits

Participants traveling outside of Wisconsin for an extended period will need to arrange with their local Wisconsin certified pharmacy to have prescriptions sent to them. SeniorCare will not cover prescription drugs provided by non-participating pharmacies while the participant is outside of Wisconsin except under the following circumstances:

· When the participant is within the United States, Canada, or Mexico, and an emergency arises from an accident or illness requiring covered prescription drugs and when the pharmacy completes all the necessary forms. (An out-of-state pharmacy, that is not a certified Wisconsin SeniorCare provider, should contact SeniorCare Provider Services at 1-800-947-9627 to file a claim for reimbursement.)

· When prior authorization has been granted for provision of a non-emergency prescription drug, and the participant is within the United States, Canada, or Mexico.

Participating Pharmacies

All pharmacies certified to serve patients in Wisconsin Medicaid are also certified to serve SeniorCare participants. Over 95% of all pharmacies in Wisconsin participate in Wisconsin Medicaid. To find a participating pharmacy provider, contact the SeniorCare Customer Service Hotline at 1-800-657-2038.

SeniorCare only covers services billed by participating pharmacies. Participating pharmacies are responsible for submitting claims directly to the SeniorCare Program. SeniorCare does not reimburse participants directly for covered services. Participants should not submit bills or receipts for prescriptions to the SeniorCare Program.

What can you do if the program denies you service/payment you think should have been covered? What can you do if your enrollment in the program is terminated?

You have appeal rights if you believe that: your application was not acted upon promptly, Benefits were unfairly discontinued, terminated, suspended, or reduced, Benefits or services received were not properly determined, or the Initial eligibility date for program benefits was not properly determined.
If an appeal is filed for discontinuation, termination, or suspension before the date the change was to take effect, coverage will continue pending the hearing decision. The appeal should include the important facts of the matter and the individual’s SeniorCare ID number.

What are the time lines to appeal adverse determinations?

An appeal must be made no later than 45 days after the date of the action being appealed. A request for appeal can be filed in writing with: 

Department of Administration

Division of Hearings and Appeals

PO Box 7875

Madison WI 53707-7875

1-608-266-3096 (voice)

1-608-264-9853 (TTY)

You may request a Re-hearing if you do not succeed at hearing. The request must be filed within 20 days of the written decision from the hearing examiner. 

What can SeniorLAW do to help?

When is the best time in the life of a case to refer the case to SeniorLAW?

If a senior is having any problems that would constitute an appeal he or she should contact SeniorLAW. If a senior is unsuccessful in the prior-authorization process he or she should call SeniorLAW. If a senior is unsure how SeniorCare will work with his or her current coverage he or she should call SeniorLAW.

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).

Other Prescription Drug Coverage  
Prescription Assistance Programs










Pharmaceutical Patient Assistance Programs

Many pharmaceutical manufacturers offer some form of patient assistance program (PAP) for people having difficulty paying for needed prescription medications. The brand name equivalent of a generic may be available at no cost or reduced cost through a manufacturer’s patient assistance program. Only a patient’s doctor will know if an appropriate brand name equivalent exists. It may be necessary for a doctor to assist you in completing application forms for a manufacturer’s patient assistance program. 

If you don’t know which drug manufacturer makes your medications or how to contact them, call the Partnership for Prescription Assistance at 1-888-4PPANOW or visit their website at https://www.pparx.org/Intro.php. Even if you are Medicare eligible you may still be eligible for patient Assistance Programs, for the company names and contact information look at http://rxassist.org. 

Specific Patient Assistance Programs

The following sources may help you reduce your prescription drug expenses: 

Milwaukee County is part of the National Association of Counties, or NACO prescription contract with Caremark Rx Inc. Caremark is paid a fee on every discounted transaction and is accepted at area pharmacies that agree to contract with Caremark Rx Inc. 

The cards are distributed to county residents at these offices: General Assistance Medical Program, 9501 Watertown Plank Road; Department of Health and Human Services, 1220 W. Vliet St. and 1673 S. 9th St.; Department on Aging, 310 W. Wisconsin Ave.; Delinquency and Court Services at Children's Court Center, 10201 Watertown Plank Road; Behavioral Health Division, 9455 Watertown Plank Road; Southside Health Clinic, 1639 S. 23rd St.; MLK Heritage Clinic, 2555 N. King Drive; 16th Street Health Center, 1032 S. 16th St.; Clinica Latina, 1238 S. 16th St.; Lubsey Clinic, 5300 W. Villard Ave.; Milwaukee County Parks Administration, 9480 Watertown Plank Road; Runway dog park, 1214 E. Rawson Ave.
Contact Caremark at (877) 321-2652 or naco.advancerx.com.
Badger Rx Gold is a state-sponsored partnership with Navitus Health Care to create a prescription drug discount program. The program is open to any Wisconsin resident who does not already have prescription drug coverage. Individual enrollment in the program costs $25 per year. The program aims to provide 25% - 40% discounts on all prescription medications. Call 1-866-809-9382 or visit the website at http://www.badgerrxgold.com. 

Needymeds is a website providing links to sources of free and reduced cost prescription drug programs. If you find yourself or a family member in need of a specific prescription medication, this website may help you find affordable access. Visit their website at http://www.needymeds.com. 
Together Rx Access is a free prescription discount card sponsored by 11 major drug manufacturers. It provides a 25% - 40% discount on their brand name products. Eligible individuals have no prescription drug coverage and annual household income under $60,000 for a family of four. Call 1-800-444-4106 or visit the website at http://togetherrxaccess.com. 

Partnership for Prescription Assistance (PPARx) is sponsored by 11 major drug manufacturers and provides links to sources of free and reduced cost prescription drug programs. If you find yourself or a family member in need of a specific prescription medication, this organization may help you find affordable access. Call 1-888-4PPANOW or visit the website at https://www.pparx.org/Intro.php. 

Patient Assistance Program Eligibility Criteria and Medicare Part D

Will Medicare patients be eligible for your patient assistance program?

Updates are made as they are received. Last updated July 6, 2006.

	No Medicare Patients may apply for PAPs

	American Regent 

Amgen 

Axcan 

Biogen 

Boehringer Ingleheim 

Cangene 

Celgene 

Centocor (If diagnosis is for off-label use, Medicare beneficiaries may still apply.)
	Cephalon 

Chiron/Proleukin

Daiichi Sankyo 

Dermik 

Genzyme 

IVAX 

MedImmune 

Millenium 


	Mylan 

Novo-Nordisk 

PKL Biopharm 

Purdue 

Savient 

Scios 

Teva/Gate 



	Medicare Patients without a Part D plan may apply for PAPs

	3M #

Alcon 

Allergan 

Amylin 

AstraZeneca** 

Astellas 

Bayer 

Berlex 

Biovail 

Bradley Pharmaceuticals 

Bristol Myer Squibb 

Chiron/Rabavert 

Chiron/TOBI # 

Duramed (MC Advantage 

Plans are also eligible.) 


	Eisai 

Endo 

ESP 

First Horizon 

Forest 

Galderma 

Genentech 

Gilead # 

Intermune 

Ligand # 

MedPointe 

MGI 

NABI 

NitroMed 

Novartis 


	Ortho-Biotech # 

Pfizer 

Reliant 

Roche # 

Sanofi-Aventis 

Serono 

Shire # 

Sigma-Tau # 

Solvay 

Takeda 

UCB 

Upsher-Smith 

Valeant # 

Vistakon 

Xcel 




	All Medicare Patients may apply for PAPs

	Abbott ** 

Alpharma 

Digestive Care 

Eytech 

GTx 

Johnson & Johnson** 


	Kos

Merck** 

Procter & Gamble (Part D enrollees must not be eligible for LIS*.) 


	Schering-Plough (All applicants must 

have incurred more than 3% of household income in out-of-pocket medication costs and must have LIS* denial letter) 

TAP (Prevacid only) 

Wyeth (Part D enrollees must submit a hardship letter or LIS denial letter) 



	Other

	Baxter (Medications covered through Medicare Part B.) 

Berlex/Beta Seron Fnd. (Part D enrollees cannot be eligible for LIS*.) 


	Eli Lilly** 

GlaxoSmithKline** 

NORD programs 


	Novartis** 

Watson (Medications covered through Medicare Part B. If Medicare denies payment, beneficiaries may apply for PAP.)


*LIS - Low-Income Subsidy 
**Company will consider allowing some Part D enrollees to apply for PAPs; contact the company for more information.

# Part D enrollees may apply for drugs not covered by their plan.
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GAMP: General Assistance Medical Programs

Background

Overview of the law

Names the law is known by

GAMP

General Assistance Medical Programs

GA-MP

A brief description of the law/program

GAMP is a program which purchases health care for qualified Milwaukee County residents. Thirteen community-based clinics serve as gatekeepers for the program. 

History of the law

When was it first enacted?

GAMP was enacted when cash relief was eliminated, in the 1995 Budget Bill, Act 27.

When have major modifications been made to the law?

There have not been major modifications to the law since 1995.

Are there annual updates/links to annual changes in poverty levels?

Income limits for program recipients are changed when the program administrator thinks it is appropriate. There is no regular time of year to look for new income limits.

Sources of the law
Wisconsin statues

Chapter 49

Milwaukee County Ordinance

Section 32.90

Administrative Code

DHFS Administrative Rules HSS 230

Handbooks

Milwaukee County GAMP Policies and Procedures Handbook

How the program works
How do you apply/enroll?

An applicant goes to one of two same-day application sites or to one of the thirteen community based clinics and asks to apply for GAMP services. According to the GAMP website, applications are supposed to be processed at the 13 participating clinics. However, those clinics do not all process applications every day. A $35.00 fee is required of every applicant regardless of income. The only applicants who can have the fee waived are applicants who reside in a homeless shelter and who provide a letter from the shelter stating that they are homeless and residing in the shelter.

MLK Heritage, 2555 N. Martin Luther King Drive, 372-8080 processes same day applications between 7 a.m. and 4 p.m. On Mondays and Fridays, the first 19 applications are processed. On Tuesdays, Wednesdays and Thursdays, the first 38 applications are processed. The application fee may not be made with cash: only checks or money orders are accepted.

South Side Health Center, 1639 S. 23rd Street, 286-8620 also processes same day applications between 7:30 a.m. and 4 p.m., Mondays through Thursdays. Only the first 19 applicants can have their applications processed on any given day.

How long does the program have to process the application?

The program has 15 business days from the date of receipt of a completed application to determine an applicant’s eligibility.

How often are reviews required?

GAMP eligibility is certified for 6 month periods.

What are the income/asset/work history requirements?

In order to be eligible for the GAMP program, an applicant must have gross family monthly income of no more than:

1 person
$902.00

2 people
$1,166.00

3 people
$1,429.00

4 people
$1,697.00

5 people
$1,966.00

6 people
$2,218.00

7 people
$2,484.00

8 people
$2,758.00

9 people
$3,033.00

10 people
$3,306.00

“Family” is defined as the applicant, spouse and any dependents who live together as a unit in a household. “Household” is defined as all people living together in or temporarily absent from the same residence.

There are no asset or work history requirements for the program.

What are the nonfinancial eligibility requirements?

In order to be eligible for the GAMP program, an applicant must have been a Milwaukee County resident for the last 180 days. However, if an applicant: 1) was born in Milwaukee County, 2) resided in Milwaukee County in the past for at least 365 days, 3) came to Milwaukee County to join a person who has resided in Milwaukee County for at least 180 days or 4) came to Milwaukee County to accept a bona fide offer of employment, then the 180 day residency requirement does not apply. An applicant cannot be eligible for or on any other kind of health insurance. An applicant must also have a verifiable Social Security number. An applicant must be able to produce an acceptable form of picture identification.

What does the program cover when you are on it?

Services include, but are not limited to: inpatient hospitalization, diagnostics, pharmacist, primary care, labs, emergency dental care, emergency room visits (with $20.00 co-pay) and specialty care (pre-authorization required).
What does the program exclude when you are on it?

GAMP does not provide any prescription drug coverage. GAMP does not cover hearing aids, shoes or eyeglasses. GAMP does not cover AODA treatment or psychiatric evaluation or treatment (primary diagnosis). GAMP does not cover any emergency room visit deemed not to be an emergency. Also, any service excluded by Title 19 (Medicaid) is also excluded by GAMP.

What can you do if the program denies you service/payment you think should have been covered?

If an applicant is determined not eligible for GAMP, he or she has 45 days to request a fair hearing, by calling a GAMP health care specialist at the number listed on the Approval/Denial form.

The GAMP hearing representative will send out a GAMP Request for Fair Hearing form, and a hearing procedure information sheet which states an applicant’s rights during the fair hearing process. The hearing representative notes the date on which the Request form is sent out in a record.

An applicant has 30 calendar days from the date the Request form is mailed out to complete the form and return it by mail.

The GAMP hearing representative then compiles and reviews a hearing file and schedules a hearing date within 30 calendar days of receipt of a fair hearing Request form. Notice of the hearing date and time is given by mail. A hearing can be rescheduled if circumstances beyond an applicant’s control preclude his or her attendance at the hearing.

A fair hearing decision will be issued within 10 business days from the date of the hearing and sent out by mail.

A fair hearing decision can be appealed to the Circuit Court within 30 days from the date of the decision.

Any remedy ordered in the fair hearing decision shall be implemented within 10 days of the decision.

What can you do if your enrollment in the program is terminated?

The only basis for termination during a 6 month certification period is fraud on the application or “socially inappropriate behavior.” The first termination means that the applicant loses the coverage remaining in the current six month certification period, as well as a bar from coverage in the next six month certification period. The second termination means that the applicant loses the coverage remaining in the current six month certification period, as well as a bar from coverage for the next twelve months. The third termination means that the applicant loses the coverage remaining in the current six month certification period, as well as being barred from ever receiving GAMP coverage again.

What are the time lines to appeal adverse determinations?


45 calendar days to request a fair hearing (applicant deadline)


30 calendar days to complete a hearing request form (applicant deadline)


30 calendar days to schedule a hearing date (program deadline)


10 business days to issue a decision (program deadline)


10 days to implement a decision (program deadline)


30 days to appeal to Circuit Court (applicant deadline)

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

Any time an applicant wants to appeal a GAMP issue, the 45-day clock is running to request a hearing request form. The timelines for GAMP to process a fair hearing dispute are lengthy. For this reason, if an issue of critical, timely healthy care arises, the senior may be best served by a quick referral, so that SeniorLAW can act as soon as is feasible to get a coverage determination for the sick senior.

Will SeniorLAW ever answer questions without speaking to the senior him or herself?

Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).
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HIRSP: Health Insurance Risk Sharing Plan

Background

Overview of the law

Names the law is known by

HIRSP

Health Insurance Risk Sharing Plan
A brief description of the law/program

HIRSP is a program which offers health insurance to individuals who cannot find health insurance coverage in the private market because of their health conditions or because of loss of employer-sponsored health insurance coverage. Plan 1 offers coverage for people who are not eligible for Medicare or for people who are eligible for Medicare but are not enrolled in Medicare Part A, B or D. Plan 2 is only for people who are eligible for and enrolled in Medicare Parts A, B and D.

History of the law

When was it first enacted?

HIRSP started in Wisconsin in 1979.

When have major modifications been made to the law?

HIRSP was just modified by 2005 Wisconsin Act 74. Most of this legislation’s changes are effective July 1, 2006, but additional changes are coming effective January 1, 2007. There have been a number of changes to how HIRSP works this year, and so it is a good idea to read this section carefully and note changes to how you or your clients have used the program in the past.

Overall administration of HIRSP passed from the Wisconsin Department of Health and Family Services to a public HIRSP authority on July 1, 2006. WPS will remain as the HIRSP plan administrator.

Are there annual updates/links to annual changes in poverty levels?

HIRSP premiums are changed on an annual basis. The premiums are not linked to the poverty level, but in 2006, premium and deductible reductions are available for applicants with household income below $25,000.0 per year ($2,083.33 per month), and additional reductions are available for applicants with household income below $20,000.00 per year ($1,666.66 per month). Reductions are effective for one year, and policyholders have to apply by May 1 of each year to receive them.

Sources of the law

Wisconsin statues

Wis. Stats. 149 outlines applicable state law that governs the HIRSP program.

Administrative Code

Administrative Code Chapter HFS 119 outlines the administrative code provisions that applied to the HIRSP program until July 1, 2006. This chapter refers to these administrative rules, although the new authority which took over responsibility for HIRSP is responsible to promulgate its own rules that comply with the statutory requirements of the program.

Handbooks

There is no handbook for HIRSP, although the new authority may create one.

Individual policy

HIRSP is an insurance policy, and so the terms of the policy are written in the policy provided to each applicant upon HIRSP’s approval of coverage.

Case law (court and ALJ opinions)

In the past, no circuit court review was available as a matter of course under the HIRSP program. It remains to be seen what sort of review will be made available by the new authority.

How the program works
How do you apply?

You can apply for HIRSP either by contacting HIRSP directly or by contacting an agent licensed to sell insurance in the State of Wisconsin. HIRSP customer service is available at (800) 828-4777 or (608) 221-4551 or at HIRSP, P.O. Box 8961, Madison, WI 53708-8961. You must apply in writing on the application form, and the completed application must be accompanied by a full payment for the first quarterly premium (the application will be accompanied by current HIRSP premium rate tables). You must also include supporting documentation demonstrating how you qualify for HIRSP.

Effective July 1, 2006, the rate tables for individuals 60 and older are as follows. Rates vary by applicant’s age and where the applicant resides. Zone 1 is zip codes 532__. Zone 2 includes zip codes 530__, 531__, 534__ and 537__. Zone 3 is all other zip codes.

Plan 1, Option A/Male ($1,000.00 deductible)

	Age bracket
	Zone 1
	Zone 2
	Zone 3

	60-64
	$3,606.00
	$3,246.00
	$2,889.00

	65+
	$3,606.00
	$3,246.00
	$2,889.00


Plan 1, Option A/Female ($1,000.00 deductible)

	Age bracket
	Zone 1
	Zone 2
	Zone 3

	60-64
	$2,994.00
	$2,697.00
	$2,397.00

	65+
	$2,994.00
	$2,697.00
	$2,397.00


Plan 1, Option B/Male ($2,500.00 deductible)

	Age bracket
	Zone 1
	Zone 2
	Zone 3

	60-64
	$2,595.00
	$2,337.00
	$2,079.00

	65+
	$2,595.00
	$2,337.00
	$2,079.00


Plan 1, Option B/Female ($2,500.00 deductible)

	Age bracket
	Zone 1
	Zone 2
	Zone 3

	60-64
	$2,157.00
	$1,941.00
	$1,725.00

	65+
	$2,157.00
	$1,941.00
	$1,725.00


Plan 2/Male ($500.00 deductible)

	Age bracket
	Zone 1
	Zone 2
	Zone 3

	60-64
	$1,984.75
	$1,785.00
	$1,587.00

	65+
	$1,984.75
	$1,785.00
	$1,587.00


Plan 2/Female ($500.00 deductible)

	Age bracket
	Zone 1
	Zone 2
	Zone 3

	60-64
	$1,838.75
	$1,653.00
	$1,470.00

	65+
	$1,838.75
	$1,653.00
	$1,470.00


How long does the program have to process the application?

HIRSP has 30 days to process a complete application. A policy becomes effective on the date HIRSP received a complete application or the effective date the applicant chooses on his or her application, which cannot be more than 60 days after the date the application is signed. HIRSP will reimburse covered services from Medicaid-certified providers from the policy effective date, subject to the six-month waiting period for pre-existing conditions, deductibles, coinsurance, copayments and conditions, limitations and exclusions stated in the HIRSP policy.

How often are reviews allowed/required?

HIRSP does not have reviews per se, but premiums are due on a quarterly basis. Coverage does not continue if premiums are not paid. Quarterly premium payments are due in March, June, September and December.

What are the income/asset/work history requirements?

There are no financial or work history requirements for the program.

What are the nonfinancial eligibility requirements?

There are three minimum requirements all applicants must meet:

1) Resident of Wisconsin – an applicant must have been legally domiciled (living in the state and obtaining a driver’s license, registering to vote in Wisconsin, or filing a Wisconsin tax return) in Wisconsin for at least 3 months.

2) Not eligible for employer-sponsored group health insurance

3) Not eligible for Wisconsin Medicaid or BadgerCare (QMB, SLMB, and SLMB+ are not considered as Medicaid coverage for purposes of this criterion only)

In addition, an applicant must either have a medical condition or have lost employer-sponsored group health insurance.

In order to qualify for HIRSP through a medical condition, an applicant must be younger than 65 and provide documentation of at least one of the following:

1) Eligible for Medicare because of a disability

2) Positive test result for human immunodeficiency virus (HIV)

3) Have received one of the following in the last 9 months:

a) notice of rejection from 2 or more insurers

b) notice of cancellation of a health insurance policy

c) notice of significant reduction of coverage

d) notice of an increase in your premium of at least 50% or more

e) 2 or more offers of insurance with premiums at least 50% higher than what you would be charged for a standard individual policy with substantially the same coverage and deductibles as HIRSP

In order to qualify for HIRSP through the insurance loss provision, an applicant must:

1) Have lost employer-sponsored group health insurance coverage (and be able to provide a certificate of creditable coverage with an application

2) Not have voluntarily canceled coverage

3) Have exhausted continuation coverage including state continuation coverage or COBRA coverage

4) Have had continuous health insurance coverage for at least 18 months with no more than a 63 day gap in coverage

5) Have applied for HIRSP within 63 days of losing employer-sponsored group health insurance

6) Not be eligible for Medicare

What does the program cover when you are on it?

Medically necessary and appropriate services consistent with the HIRSP policy when those services are received from Wisconsin Medicaid certified providers are covered by HIRSP. Some covered services are: hospital services, basic medical-surgical services, inpatient treatment and outpatient services for alcohol or drug abuse and nervous and mental disorders (outpatient treatment for these conditions will not be covered effective January 1, 2007), prescription drugs and insulin, home care, durable medical equipment, disposable medical supplies, diagnostic X-rays and laboratory tests, physical therapy services, emergency ambulance services, skilled nursing facility services, hospice care, services and supplies for treatment of diabetes, chiropractic services and maternity or newborn services.

For a Plan 2 policyholder, HIRSP pays the Medicare deductible and co-insurance for HIRSP covered services. HIRSP covered services are not always the same as Medicare covered benefits. All claims for prescription drug coverage must be submitted to a policyholder’s Part D plan before being submitted to HIRSP. HIRSP drug co-insurance up to the annual $125.00 amounts apply even though a policyholder is enrolled in a Part D plan. Also, if a policyholder’s Part D plan does not cover a drug on its formulary, the drug will not be payable by HIRSP. However, if the non-covered drug appears on HIRSP’s formulary and is a benzodiazepine, a barbiturate, a vitamin, over the counter medication, cosmetic agent, smoking deterrent, fertility drug, anti-obesity or anorexic (weight loss drugs), HIRSP will pay for that drug.


Pre-certification is required for any inpatient, emergency or non-emergency hospitalization. Pre-authorization must be requested 14 days in advance of any “high-cost medical procedure.”

What does the program exclude when you are on it?

Any pre-existing condition during your first 6 months of coverage, unless you qualify for HIRSP under the insurance loss provision, is excluded. HIRSP defines pre-existing condition as a condition, whether physical or mental, regardless of the cause of the condition, which was diagnosed or for which medical advice, care, or treatment was recommended or received during the six months immediately preceding the policy effective date.

Also excluded are routine exams and related services, cosmetic treatments, eyeglasses, hearing aids, routine dental care, custodial care, infertility, impotence and sterility services or drugs, charges for procedures or services that are determined as not medically necessary and appropriate, expenses incurred for procedures or services that are of questionable medical value, experimental, or investigative (except drugs for the treatment of HIV infection).

What can you do if the program denies you service/payment you think should have been covered?

Procedures for coverage denial or termination are covered under HFS 119.14, per HFS 119.05. New rules are supposed to be coming out soon but are not available as of the date this manual went to print. Under the old rules, an applicant must submit a written request to the plan administrator within 60 days of the date of the letter of determination. The plan administrator then has 10 days from the date of receipt of a request for review to issue a letter of decision or a letter to the participant asking for additional information. If the plan administrator’s decision is adverse, a written request for review by the grievance committee of the board must be made in writing within 30 days of the adverse determination. The grievance committee shall issue a written decision within 45 days of receipt the request for review. The committee decision is final, unless the secretary of the department decides a different decision is in the best interests of the State of Wisconsin.

What can you do if your enrollment in the program is terminated?

Under the old rules, the procedures that apply to coverage denials are the same as the procedures for termination of enrollment in the program. New rules are supposed to be coming out soon but are not available as of the date this manual went to print. A request for review does not stay termination of coverage. An applicant must submit a written request to the plan administrator within 60 days of the date of the letter of determination. The plan administrator then has 10 days from the date of receipt of a request for review to issue a letter of decision or a letter to the participant asking for additional information. If the plan administrator’s decision is adverse, a written request for review by the grievance committee of the board must be made in writing within 30 days of the adverse determination. The grievance committee shall issue a written decision within 45 days of receipt the request for review. The committee decision is final, unless the secretary of the department decides a different decision is in the best interests of the State of Wisconsin.

What are the time lines to appeal adverse determinations?
60 days from date of adverse letter of determination (applicant deadline+

10 days to issue letter of determination/request for more information (HIRSP deadline)

30 days from date of adverse administrator decision (applicant deadline)

45 days to issue written decision (HIRSP deadline)

What can SeniorLAW do to help
When is the best time in the life of a case to refer the case to SeniorLAW?

As soon after an adverse determination is made as is feasible is a good time for a referral to SeniorLAW. A well-written request for review can set the groundwork for a successful outcome, and supporting documentation can take time to gather from medical offices.
Will SeniorLAW ever answer questions without speaking to the senior him or herself?

No. Because SeniorLAW is a legal services provider, SeniorLAW advocates must speak directly with the older individual in need of assistance or with a legally authorized representative of that individual (i.e., an agent under a Power of Attorney for Finances or a court-appointed guardian).
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Benefit Screening Resources

The following internet sites are tools used to screen individuals for a range of public benefits. These tools can assist advocates in identifying specific programs for which a senior may be eligible.

***************************************************************

National Council on Aging Benefits Check-up tool.

www.benefitscheckup.org

This website is a national service, and it can also be used to screen for low-income assistance for the upcoming Medicare Prescription benefit.

***************************************************************

***************************************************************

ACCESS - The State of Wisconsin’s benefit screening tool. ADVANCE \d 4
http://access.wisconsin.gov
This website is specific to Wisconsin residents, and it screens for a wide range of public assistance programs relating to health and nutrition.

***************************************************************
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Important Phone Numbers and Websites for Dealing with Medical Bills

Medicare
Medicare Part A Intermediary,

United Government Services (UGS)(BC/BS) (www.ugsmedicare.com) ..............................(800) 531-9695

Medicare Part B Carrier,

Wisconsin Physicians Service (WPS) (www.wpsic.com)......................................................(800) 633-4227

Medicare Durable Medical Equipment Carrier,

AdminaStar Federal (www.adminastar.com).........................................................................(800) 633-4227
Medical Assistance
Milwaukee County Department of Human Services........................................................(414) 289-6000

(For Medical Assistance information & applications; persons already on MA should call their caseworkers, whose numbers are on the notices they receive)
EDS......................................................................................................................................(800) 362-3002

(To verify MA, QMB, SLMB certification)
Office of Administrative Hearings(http://dha.state.wi.us/home/)......................................(608) 266-7709

Private Insurance
Office of the Commissioner of Insurance (OCI)(http://oci.wi.gov/oci_home.htm) .........(800) 236-8517

(To order booklets listing Medicare supplements and long term care policies, or to file a complaint about an insurance company)
Medigap Helpline(http://longtermcare.state.wi.us/home/medigap_helpline.htm) ..............(800) 242-1060

(For information on private health insurance options)

Other

SeniorLAW(www.seniorlaw.org)..........................................................................................(414)278-1222

(For information on health care benefits, and assistance in getting benefits which have been denied or terminated)

SeniorCare Customer Service Hotline (www.dhfs.state.wi.us/seniorcare/information.htm)..................... ................................................................................................................................................(800) 657-2038
General Assistance Medical Program (GAMP)................................................................(414) 257-7200

Interfaith Older Adult Programs(Milwaukee)..................................................................(414) 291-7500

Milwaukee County Department on Aging Elder Link......................................................(414) 289-6874

(To receive information and assistance or for homebound elders to request a home visit to complete MA, QMB, SLMB, Family Care applications)
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Common Acronyms

AEP

Annual Coordinated Election Period

ALJ

Administrative Law Judge

ALMB
Additional Low-Income Medicare Beneficiary

ASC

Ambulatory Surgical Center

CFR

Code of Federal Regulations

CMS

Centers for Medicare & Medicaid Services

COB

Coordination Of Benefits

DHFS
(Wisconsin) Department of Heath and Family Services

DME

Durable Medical Equipment

ESRD

End Stage Renal Disease

FBR

Federal Benefit Rate (SSI)

FDA

Food and Drug Administration

FPL

Federal Poverty Level

FR

Federal Register

FSA 

Flexible Savings Account

HHS

Department of Health and Human Services

HMO

Health Maintenance Organization

HRA

Heath Reimbursement Account

HSA

Health Savings Account

IEP

Initial Enrollment Period

IRE

Independent Review Entity

LIS

Low-Income Subsidy

LTC

Long Term Care

MA

Medicare Advantage (formerly Medicare+Choice)

MA-PD
Medicare Advantage Prescription Drug Plans

MAC

Medicare Appeals Council

MMA

Medicare Prescription Drug, Improvement, and Modernization Act of 2003

MSA

Medicare Savings Account

MSN

Medicare Summary Notice (Part B)

OBRA
Omnibus Budget Reconciliation Act

PDP

Private Prescription Drug Plan

PFFS

Private Fee-For-Service Plan

PPO

Preferred Provider Organization

PSO

Provider-Sponsored Organization

QDWIs
Qualified Disabled and Working Individuals

QI

Qualified Individuals

QIO

Quality Improvement Organization

QMB

Qualified Medicare Beneficiary

RRB

Railroad Retirement Benefits

RSDI

Retirement, Survivors and Disability Insurance (Social Security)

SEP

Special Enrollment Period

SHIP

State Health Insurance Assistance Program

SLMB

Specified Low Income Medicare Beneficiary

SLMB+
Specified Low Income Medicare Beneficiary Plus

SNF

Skilled Nursing Facility

SPAP

State Pharmaceutical Assistance Program

SSA

Social Security Administration

SSI 

Supplemental Security Income

TrOOP
True Out-Of-Pocket

U&C

Usual and Customary

UCR

Usual, Customary and Reasonable

URAC
Utilization Review Accreditation Commission

VA

Department of Veterans Affairs
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Glossary

Medicare Glossary

Actual Charge
The charge billed by a physician or other supplier of Medicare Part B medical services.

Administrative Law Judge
A hearings officer who presides over appeal conflicts between providers of services, or beneficiaries, and Medicare contractors.

Alien
A person who is not a citizen of the United States. For purposes of Medicare, the United States includes the 50 states, the District of Columbia, Puerto Rico, Guam, and American Samoa.

Approved Charge
In the absence of unusual medical circumstances, it is the lowest of: 1) the physician's or supplier's customary charge for that service; 2) the prevailing charge for similar services in the locality; 3) the actual charge made by the physician or supplier, and 4) the carrier's private business charge for a comparable service. Also called "allowed charge" or "reasonable charge".

Assignment
When a physician or other health care practitioner or supplier agrees to "accept assignment", that individual agrees to be paid directly by Medicare and not to charge the Medicare patient any more for his or her service than the reimbursement rate allowed by Medicare. Medicare pays 80 percent of the reasonable charge; the beneficiary is only responsible for the remaining 20 percent.

Beneficiary
A person who has been approved to receive Medicare.

Benefit Period
See "Spell of Illness".

Carrier
An agent of the federal government, usually an insurance company, which makes Part B Medicare claim determinations, establishes reasonable charge rates and issues payments. The carrier is also responsible for making decisions when a claimant requests a review of a Part B denial. Hearing officers employed by the carrier are responsible for hearing cases involving claims of $100 to $500. In Wisconsin the carrier is WPS.

Chronically Dependent
An individual who is dependent, on a daily basis, on a primary caregiver

Individual
who is living with the individual and is assisting the individual, without monetary compensation, in at least two of the following activities of daily living (and without this assistance, the patient could not perform these activities): eating, bathing, dressing, toileting, and transferring in and out of bed or in and out of a chair.

Claimant
In the appeals process, a Medicare enrollee who has requested reimbursement from Medicare for a medical expense or has someone else request a reimbursement on his or her behalf.

Co-insurance
The amount a beneficiary must pay as his or her share of the cost of a given service, usually 20%.

Conditional Payment
Medicare payment for services for which another insurer is primary payor. The basis for other coverage could include workers' compensation, liability or no-fault insurance, ESRD beneficiaries under an employer group health plan, employed aged and aged spouses of employed individuals under an employer group health plan. Or it could be because the intermediary or carrier did not know that the other coverage existed.

Conservatorship
An appointment made by the court in which one person manages the property and/or personal affairs of another individual. Conservatorships are voluntary proceedings.

Customary Charge
In the absence of unusual medical circumstances, the maximum amount that the Medicare carrier will approve as payment for a particular service. 

Deductible
The fixed sum which a Medicare recipient must pay for each year under Parts A and B before the insurance company will pay for medical expenses.

Diagnosis Related Groups
A system for defining types of hospital care and treatment based upon (DRGs)
classifying patients in one of 475 diagnosis groupings. These groupings can be modified by the patient's age, the presence or absence of complications or secondary diagnosis, and other criteria. DRGs are used to establish how much Medicare pays the hospital.

Durable Medical Equipment
Equipment that has been prescribed as medically necessary by a physician, is able to withstand repeated use, is primarily and customarily used for a medical purpose, and is generally not useful to a person who is not ill or injured. For example, a wheelchair.

Explanation of Medicare 
The written notice issued by the carrier explaining how much, if anything, Benefits (EOMB)
Medicare will pay on a Part B claim. The EOMB serves as the initial determination for Part B. A dissatisfied Medicare beneficiary may appeal if he disagrees with Medicare's decision.                       
Extended Care Facility
See "Skilled Nursing Facility".

Fiscal Intermediary
An agent of the federal government, usually an insurance company, that makes Part A Medicare claim determinations for skilled nursing facility, home health care, and hospice coverage, and issues payments to these providers and to hospitals. The intermediary is also responsible for making decisions when a claimant requests a reconsideration of a Part A Medicare denial.

Good Cause
When a claimant files a request for reconsideration or requests a hearing or Appeals Council review after the expiration of the appeal time, the claimant must establish good cause for filing the appeal late. Good cause is defined by federal regulations and includes illness that prevented the beneficiary from making the request on time, the loss of important records, and incorrect information given by Medicare concerning the requirements for the timely filing of an appeal.

Health Care Financing
The federal agency of the U.S. Department of Health and Human Services Administration (CMS)
which runs the Medicare program.

Health Insurance Claim 
The number under which one receives benefits and which appears on the

Number
health insurance (Medicare) card. The word Medicare does not appear on the card. 

Health Insurance Manuals
CMS's manual of policy and instructions for administration of the (HIMs) Medicare program.

Health Maintenance 
An agency which provides health services on a prepayment basis to its Organization (HMO)
enrolled members either on an inpatient or outpatient basis or at the patient's 
home. An HMO is designed to meet most, if not all, of a patient's medical 
needs.

Homebound
A patient who does not have the sustained capability to receive medical care outside the home. For example: a patient cannot leave home with the use of a wheelchair or walker, or with the assistance of another person, or leaving home is contraindicated. A patient does not have to be bed-bound in order to be homebound.

Home Health Agency
An agency, public or private, that provides home health services (e.g., nursing, therapy, aide services) to patients who are homebound. To receive Medicare coverage for home health services, the services must be provided by, or under arrangement with, a Medicare-certified home health agency.

Home Health Aide
An individual trained in methods of assisting patients who, under supervision of a registered nurse, performs simple procedures for patients, including extensions of therapy services, ambulation and exercises, personal care, assistance with medications that are ordinarily self-administered, household services essential to health care at home, reporting changes in the patient's condition and needs, and completing appropriate records.

Hospice
A public agency or private organization that is primarily engaged in providing palliative (comfort-oriented) care to terminally ill individuals.

Hospital Inpatient
Medicare defines this person as a beneficiary who has been formally admitted to a hospital. It does not include a beneficiary who is in the process of being transferred from one hospital to another.

Initial Enrollment Period
A period of seven months beginning three months before beneficiary is first eligible for Medicare and ending three months after beneficiary is first eligible.

Initial Determination
The first formal decision regarding Medicare coverage or entitlement. A beneficiary may appeal an unfavorable initial determination. Part A initial determinations are issued by the fiscal intermediary or Quality Improvement Organization. Part B initial determinations are issued by the carrier. A decision regarding Medicare coverage by the provider's utilization review committee or similar group is not an initial determination. Generally, an individual must have received an initial determination in order to appeal a Medicare denial.

Inpatient
One who is admitted to a hospital or extended-care facility for services and bed occupancy.

Intermittent
A term from the Medicare Act provisions governing home health care. Nursing care provided as much as once per day for a predictable period of time, or as little as once every 60 days, is considered intermittent.

Medigap Insurance
Private, supplementary medical insurance covering some, but not all, out-of-pocket expenditures of Medicare beneficiaries.

Outliers
Extra payment for Medicare cases in which special circumstances require an unusually long or expensive hospital stay.

Outpatient
One who is not admitted to a hospital for bed occupancy, but who is registered on the hospital records and receives services (and not just supplies) from hospital or skilled nursing facility personnel.

Participating Provider
Any hospital, skilled nursing facility (SNF), hospice, home health agency, or other provider of health services under Part A of the Medicare program authorized by Health and Human Services (HHS) to participate in Medicare and to receive payment for covered services rendered to a Medicare patient.

Part Time
A term from the Medicare Act provisions governing home health care. Nursing and/or home health aide care provided for eight hours or less per day is part time. If other qualifying criteria are met, Medicare coverage is available, even for services provided seven days per week, if the care is provided for eight hours or fewer per day.

Plan
Any arrangement, oral or written, by one or more entities, to provide health benefits or medical care or assume legal liability for injury or illness.

Program Operations 
Social Security's manual of policies and instructions for administration of Manual System (POMS)
the Social Security Program.

Prompt or promptly 
When payment is to be made by a third-party payor, it means payment within 120 days after receipt of the claim (except for payments by liability insurers).

Prospective Payment System
The reimbursement method used by the Medicare program to pay for most inpatient hospital services. Payment is made according to a predetermined diagnosis-related group amount figured according to the average cost of caring for patients with the same diagnosis in the past. Rehabilitation hospitals and rehabilitation distinct-part units, long-term care hospitals and certain other specialty hospitals are exempted from the PPS.

Quarters of Coverage
A calendar quarter (January to March, April to June, etc.) that is counted towards the number of quarters required for Social Security or Medicare eligibility. A quarter counts if the individual earned a required minimum amount of money and worked in employment covered by Social Security.

Quality Improvement 

Organization (QIO)
The QIO is a private medical organization which is under contract with federal government to review the appropriateness of patient admissions to a hospital or SNF. It also reviews the appropriateness of services a patient receives and whether a continued stay in the facility is necessary. If a QIO determines that a medical procedure or service is not medically necessary, Medicare will deny or discontinue payment.

Reasonable Charge
The Medicare reimbursement rate established by the Medicare carrier for physicians, health care practitioners, and suppliers (sometimes referred to as the approved or allowable charge) that is the lesser of the actual charge, the customary charge made by the practitioner or supplier for similar services, or the prevailing charge in the locality for similar services. It is almost always less than the provider's actual charge.

Respite Care
Short-term inpatient or home care designed to provide a break for family members providing home care to a terminally ill patient.

Representative Payee
An individual authorized by SSA to receive Social Security or Medicare payments on behalf of a beneficiary for the use and benefit of the beneficiary.

Secondary
Benefits which are payable only if payment has not been made and cannot reasonably be expected to be made under other coverage that is primary to Medicare.

Secondary Payments 
Payments made for Medicare covered services or portions of services that are not payable under other coverage that is primary to Medicare.

Skilled Nursing Facility
A SNF is a nursing home that delivers a substantial degree of skilled nursing

(SNF)
and rehabilitative care and personal care. In order to receive Medicare coverage for nursing home care, a patient must receive daily skilled care in a Medicare-certified SNF.

Spell of Illness or
A period beginning the first day a patient receives Medicare-covered

Benefit Period 
hospital care or post-hospital skilled nursing care and ending when the patient has spent 60 consecutive days outside the institution or remains in the institution but does not receive Medicare-coverable care for 60 consecutive days.

Third Party Payor 
An insurance policy, plan, or program that is primarily responsible for coverage of the beneficiary (the plan is "primary to Medicare").

Third Party Payment
Payment by a third party payor for services also covered under Medicare.  

Utilization Review
A URC is composed of at least two physicians. It reviews the medical Committee (URC)
necessity for continued stays in hospitals and skilled nursing facilities.

Voluntary Enrollee
An individual not eligible for free Medicare Part A who must apply for Medicare and pay a monthly premium.
  

Insurance Glossary
Coordination of benefits- A system to eliminate duplication of benefits when you are covered under more than one group plan. Benefits under the two plans usually are limited to no more than 100 percent of the claim.

Copayment- Another way of sharing medical costs. You pay a flat fee every time you receive a medical service (for example, $5 for every visit to the doctor). The insurance company pays the rest.

Covered expenses- Most insurance plans, whether they are fee-for-service, HMOs, or PPOs, do not pay for all services. Some may not pay for prescription drugs. Others may not pay for mental health care. Covered services are those medical procedures the insurer agrees to pay for. They are listed in the policy.

Exclusions- Specific conditions or circumstances for which the policy will not provide benefits.

Managed Care- Ways to manage costs, use, and quality of the health care system. All HMOs and PPOs, and many fee-for-service plans, have managed care.

Maximum out-of-pocket- The most money you will be required pay a year for deductibles and coinsurance. It is a stated dollar amount set by the insurance company, in addition to regular premiums.

Non-cancellable policy- A policy that guarantees you can receive insurance, as long as you pay the premium. It is also called a guaranteed renewable policy.

Preferred Provider Organization (PPO)- A combination of traditional fee-for-service and an HMO. When you use the doctors and hospitals that are part of the PPO, you can have a larger part of your medical bills covered. You can use other doctors, but at a higher cost.

Preexisting Condition- A health problem that existed before the date your insurance became effective. Many insurance plans will not cover preexisting conditions. Some will cover them only after a waiting period.

Premium- The amount you or your employer pays in exchange for insurance coverage.

Primary Care Doctor- Usually your first contact for health care. This is often a family physician or internist, but some women use their gynecologist. A primary care doctor monitors your health and diagnoses and treats minor health problems, and refers you to specialists if another level of care is needed.

Provider- Any person (doctor, nurse, dentist) or institution (hospital or clinic) that provides medical care.

Third-party payor- Any payor for health care services other than you. This can be an insurance company, an HMO, a PPO, or the federal government.

Medicare Part D Glossary
Annual Coordinated Election Period: The Annual Coordinated Election Period allows individuals to change their Medicare prescription drug plan, enroll in a prescription drug plan, or disenroll from a Medicare prescription drug plan. For the first year, the Annual Coordinated Election Period is the same as the Initial Enrollment Period: from November 15, 2005 through May 15, 2006. In 2006 and after, the Annual Coordinated Election Period is from November 15 through December 31 of each year. 

Beneficiary: The name for a person who has health care insurance through the Medicare or Medicaid program.

Brand name drugs: prescription drugs that are sold under a trade-marked brand name.

Catastrophic coverage: A name for the step of a Part D plan (after a beneficiary reaches $3,600 in out-of-pocket costs) in which the plan pays nearly all of a beneficiary’s drug expenses until the end of the year, with no upper limit. In this step, the beneficiary pays only a small share of their drug expenses. 

Centers for Medicare and Medicaid Services (CMS): The federal agency that runs the Medicare program, and works with the states to manage the Medicaid program. CMS sets standards for Part D insurance plans. 

Co-insurance: A kind of cost sharing where costs are split on a percentage basis. For example, a plan might pay 75% and the beneficiary would pay 25%. 

Co-payment: A kind of cost sharing where you pay a predetermined, flat amount for each service. In a Part D plan, for example, a beneficiary might pay $10 for each prescription she/he receives and the plan would pay the remaining cost of the drug. 

Coverage: The benefits a person receives from an insurance plan. In a Part D plan, the prescription drug costs that are paid by the insurance plan is the person’s benefit or coverage. 

Coverage gap: A name for the step in a Part D plan in which the beneficiary pays all their expenses for eligible drugs, until the beneficiary has spent $2,850. This is also referred to as the doughnut hole. 

Creditable Coverage: Prescription drug coverage, from a plan other than a Part D plan, which meets certain Medicare standards. Creditable coverage is coverage that has been determined to be at least as good or better than Medicare Part D. 
Deductible: In an insurance plan, the term for an amount the beneficiary pays first, before their plan starts to pay. In a Part D plan, the beneficiary may have to pay the first $250 of their eligible drug expenses for the year as their deductible. 

Deemed Eligible: These are people that do not have to apply for extra help assistance because they will automatically qualify. These people include full-benefit dual eligibles (people with Medicare who also get full Medicaid benefits); people with Medicare who get Supplemental Security Income (SSI) but no Medicaid benefits; and people with Medicare who qualify for a Medicare Savings Program (MSP) such as QMB (Qualified Medicare Beneficiary), SLMB (Specified Low-Income Medicare Beneficiary) or QI (Qualifying Individual).  
Disenroll: Ending your health coverage with a health plan.  

Doughnut hole: Another name for the step in a Part D plan in which the beneficiary pays all of their expenses for eligible drugs until the beneficiary has spent $2,850. 

Dual Eligibles: People who are eligible for both Medicare and Medicaid. 

Eligible drugs: Drugs that are covered by a prescription drug plan. In a Part D plan, eligible drugs are listed on the plan’s formulary. 

End-Stage Renal Disease (ESRD): Permanent kidney failure requiring dialysis or a kidney transplant.
Enrollment: The period of time in which a person joins a health plan.
Exceptions process: The process by which Medicare Part D enrollees may have access to medically necessary Medicare covered prescription drugs. There are two types of exceptions: tiering exceptions and formulary exceptions. An enrollee may request a tiering exception to obtain a Medicare covered prescription drug at a more favorable cost-sharing level. An enrollee may request a formulary exception to obtain a Medicare covered prescription drug that is not on a plan’s formulary. 
Exclusions: Items that are not covered by an insurance policy. Part D drugs have two types of exclusions. The first type are drugs that Medicare has excluded from coverage under Part D, such as weight-loss drugs. The second type are drugs that are excluded from a plan’s list of covered drugs, or formulary. 

Formulary: A list of prescription drugs that are covered by a Part D plan. 

Full Benefit Dual Eligibles: Persons who are entitled to Medicare (Part A and/or Part B) and who are also eligible for full Medicaid benefits.
Generic drugs: Prescription drugs that have the same active ingredient formula as a brand name drug. Generic drugs usually cost less than brand name drugs and are rated by the Food and Drug Administration (FDA) to be as safe and effective as brand name drugs. 

Initial Enrollment Period: The Initial Enrollment Period is the first chance a beneficiary has to enroll in Medicare Part D. The Initial Enrollment Period starts is from November 15, 2005, through May 15, 2006, for individuals who are currently eligible, or who will become eligible in November and December 2005 and January 2006. For people who become eligible for Medicare after January 2006, the initial enrollment period includes the three months before eligibility for Medicare prescription drug coverage, the month of eligibility, and the three months after eligibility for Medicare prescription drug coverage. 
Late Enrollment Penalty: The late enrollment penalty is a fee of approximately one percent of the base premium cost per month for every month a beneficiary delays enrollment when they are eligible to join Medicare Part D. There is no limit to the percentage, and it lasts as long as the beneficiary is enrolled in a Part D prescription drug plan. The late enrollment penalty will not apply if the beneficiary moves from an insurance plan that offers creditable coverage to a Part D prescription drug plan. 


Medicaid: A joint federal and state program that helps with medical costs for some people with low incomes and limited resources. Medicaid programs vary from state to state, but most health care costs are covered if you qualify for both Medicare and Medicaid.

Medicare Advantage: The Medicare Advantage program was created as part of the Medicare Prescription Drug, Improvement and Modernization Act (MMA) of 2003. The Medicare Advantage program replaced the Medicare+Choice program. It gives beneficiaries the option to receive their healthcare through a variety of private health plans.
Medicare: The federal health insurance program for: people 65 years of age or older, certain younger people with disabilities, and people with End-Stage Renal Disease (permanent kidney failure with dialysis or a transplant, sometimes called ESRD).

Medicare Savings Program: Medicaid programs that help pay some or all Medicare premiums and deductibles.

Medicare Supplement Insurance: Medicare supplement insurance is a Medigap policy. It is sold by private insurance companies to fill "gaps" in Original Medicare Plan coverage.

Network: A group of doctors, hospitals, pharmacies, and other health care experts hired by a health plan to take care of its members.

Out-of-pocket costs: Health care costs that the beneficiary must pay on their own because they are not covered by Medicare or other insurance. Out-of-pocket costs include deductibles, co-insurance, and the amounts that a beneficiary pay in the coverage gap. 

Premium: The money that a beneficiary must pay to have an insurance plan. 

Qualified Medicare Beneficiary (QMB): This is a Medicaid program for beneficiaries who need help in paying for Medicare services. The beneficiary must have Medicare Part A and limited income and resources. For those who qualify, the Medicaid program pays Medicare Part A premiums, Part B premiums, and Medicare deductibles and coinsurance amounts for Medicare services.
Qualifying Individual-1 (QI-1): This is a Medicaid program for beneficiaries who need help in paying for Medicare Part B premiums. The beneficiary must have Medicare Part A and limited income and resources and not be otherwise eligible for Medicaid. For those who qualify, the Medicaid program pays full Medicare Part B premiums only.

Rx: A symbol that means prescription drugs.

Social Security Administration (SSA): The Federal agency that, among other things, determines initial entitlement to and eligibility for Medicare benefits.

Special Enrollment Period: A set time when a Part D eligible beneficiary may enroll in a Medicare prescription drug plan or disenroll from a Medicare prescription drug plan and enroll in another prescription drug plan or Medicare Advantage prescription drug plan. Full-benefit dual eligibles have a continuous Special Enrollment Period. 

Specified Low Income Medicare Beneficiaries (SLMB): A Medicaid program that pays for Medicare Part B premiums for individuals who have Medicare Part A, a low monthly income, and limited resources.

Tricare: A health care program for active duty and retired uniformed services members and their families.

Tricare For Life: Expanded medical coverage available to Medicare-eligible uniformed services retirees age 65 or older, their eligible family members and survivors, and certain former spouses.
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Quick Check: Medicare 

Medicare 2006 Premiums and Deductibles

(original Medicare Parts A & B)

	PART A Premium


	Free for qualified beneificiaries.

$238 per month if worked 30 - 39        quarters under Social Security.

$393 per month if worked fewer

than 30 quarters under Social

Security.

	PART A SNF Co-insurance
	$119 per day for days 21 - 100.

	PART A Inpatient Hospital

Deductible/Co-insurance

Lifetime Reserve Day
	$952 per spell of illness plus
$238 per day for days 61 - 90.

$476 per day for days 91 - 150

	PART B Deductible
	$124 per year.

	PART B Premium
	$88.50 per month.


*All of the figures used are revised annually and are generally 

published in the November issue of the Federal Register.
Medicare Part A Application Prodedure

	BENEFICIARY
	COST
	CONDITIONS
	APPLICATION
	COVERAGE

	Retired person age 65 or older
	None
	Eligibility for social security retirement or railroad retirement benefits; this can either be on an individual’s own record, spouse’s record, or ex-spouse’s record or age 65 but not eligible for SS due to increase in SS eligibility age.
	• Application for social security retirement or railroad retirement benefits is considered an application for Medicare.

• If a person does not wish to draw cash benefits at age 65, s/he must then submit an application for Part A Hospital Insurance.
	• Effective 1st day of the month applicant turns age 65, if applied before age 65.

• If applied after turning 65, but within initial enrollment period, benefits retroactive to month s/he turned 65, but not more than 6 months before application.

• If applied during gen. enr. period, benefits begin July 1.

	Disabled person of any age.
	None
	Disabled for 29 mos. and elig. for soc. sec. dis. or rr. ret. dis. ben’s for at least 24 months, incl: disabled worker; dis. spouse age 62 - 65; dis. widow age 50 - 65; person age 18 or over who receives soc. sec. due to dis. which began before 22; some persons 50 or older entitled to mother's or father's benefits.
	• Application for social security or railroad retirement disability benefits is considered an application for Medicare.

• Must establish entitlement to soc. sec. or railroad retirement disability benefits whether or not s/he elects to receive cash benefits.
	• Effective the 1st day of the 25th month of entitlement based on disability.

• Ends on the last day of month following the month when notice of termination of disability is mailed.

	Person of any age with end-stage renal disease.
	None


	Undergoing dialysis for at least three months.
	• Written application is made at Social Security office.
	• Begins with 3rd month after month dialysis begins and ends 36 months after transplant or 12 months after dialysis ends.

	Civil Service employee age 65 or older
	None
	Eligibility for federal retirement benefits after 1/01/83.
	• Application for Soc. Sec. benefits is considered an application for Medicare.

• If person plans to work past 65, must apply for Part A so coverage will begin on time.
	• Begins with the month in which applicant becomes eligible for federal civil service retirement benefits after 1/01/83.

	State or local government employee age 65 or older.
	None
	Worked for Medicare-qualified employer and newly hired after 4/01/86.
	• Application for Social Security cash benefits is considered an application for Medicare.

• If person intends to continue working, s/he must formally apply for hospital benefits so coverage will begin on time.
	• Same as coverage for retired person age 65 or older.

	Working person age 65 or older.
	None
	For those who work after age 65 for employer of 20 or more persons, employer must offer same coverage as offered younger workers.
	• Must apply at Soc. Sec. office.

• Must formally apply for Part A so coverage begins on time.
	• Usually Medicare is a secondary payor if applicant is insured by his/her employer.

	Person age 65 or older who does not qualify for S.Sec. benefits.
	None


	Includes persons who did not work in employment covered by the Social Security program.
	• Must make written application to Social Security office.
	• Based in month in which s/he enrolls and is determined eligible.

• Application date determines effective date coverage begins.


Summary: Medicare Part A Benefits

When all of Medicare’s requirements are met, Part A pays for the following services:
Inpatient Hospital Charges


Covered: semi-private room (or private if needed due to medical condition), meals, regular nursing services, rehabilitation services, drugs, medical supplies, laboratory tests and X-rays. Also includes use of operating and recovery rooms, intensive care and coronary care units, and all other medically necessary services and supplies.


Not covered: personal convenience items such as telephone or T.V., private duty nurses, or private room unless medically necessary. Note: Physician’s services are covered separately under Part B.


Psychiatric hospital limitation: coverage in a Medicare-participating psychiatric hospital has a lifetime limit of 190 days. Psychiatric treatment in a general hospital is not subject to this limitation.

Skilled care in Medicare-Certified Nursing Home 


Covered: skilled nursing or rehabilitation services, semi-private room, dietary services, an activities program, medically related social services, and routine personal hygiene services and items (“routine items” for which a nursing home cannot charge separately include comb, brush, soap, razor, shaving cream, lotion, toothpaste, incontinence supplies, sanitary napkins, deodorant, linens, hospital gown, over the counter drugs, bathing and personal laundry).


Not Covered: personal convenience items such as telephone or T.V., personal clothing, personal reading material, smoking materials, flowers and plants, private rooms, specially prepared meals not generally prepared by the facility, gifts, and cosmetic items.


Limitation: The nursing home benefit is very limited and has strict prerequisites for coverage. 

Home Health Care


Covered: For individuals who are enrolled in both Medicare Parts A and B, Part A will cover up to 100 visits of home health care for individuals needing care at home within 14 days of a discharge from a hospital stay of at least 3 days. If a beneficiary is only enrolled in Part A, home health services above and beyond the 100 visits are financed by Part A. Covered services include: skilled nursing services on a part-time or intermittent basis, skilled therapy, home health aide, medical social services, and approved medical supplies used by home health agency staff. For more information, see pages 17-20 of this manual.


Eligibility: To receive home health care, an individual must have Medicare Part A or B, be homebound, and need help from a skilled nurse or a skilled therapist. 


Limitation: Coverage for home health care beyond 100 visits and in additional circumstances will be provided under Part B. 

Hospice Care


Covered: Services provided by a hospice organization to a terminally ill patient including home care, inpatient care, respite care, homemaker services, counseling, and certain drugs.


Important limitations: Hospice care is of unlimited duration, but subject to certification and re-certification. Coverage is for “palliative” care to provide comfort and relief from pain, not for curative treatment of the terminal illness. Patient must revoke regular Medicare coverage; however, if patient needs treatment for condition other than the terminal condition (e.g. hip fracture) regular Medicare rules apply. Physicians must certify the patient’s life expectancy will be six months or less if the illness runs its normal course. For more information, see page 21 of this manual.

Blood


Part A covers blood (after a 3-pint “deductible”) as part of an inpatient hospital or skilled nursing stay.
Medicare Home Health Care Coverage

Coverage requirements:
· The beneficiary needs intermittent or part-time skilled nursing care, physical therapy, speech therapy, or continuing occupational therapy services if the beneficiary initially requires occupational therapy in conjunction with physical therapy or speech therapy, (exception: beneficiaries are no longer entitled to home health benefits based solely on drawing blood); and
· The beneficiary is confined to the home (homebound); and
· The beneficiary must be under the care of a physician who sets up a home health care plan; and
· The home-health agency is Medicare certified.

For individuals who are enrolled in both Medicare Parts A and B, Part A will cover up to 100 visits of home health care for individuals needing care at home within 14 days of a discharge from a hospital stay of at least 3 days. As a result of legislative changes in 1997, Part B will cover all other qualifying home health care. If a beneficiary is only enrolled in Part A, home health services above and beyond the 100 visits are financed by Part A. 
	Benefits:
	BENEFICIARY PAYS   
	MEDICARE PAYS

	Part-time skilled nursing care
	NOTHING
	100% of approved cost

	Physical therapy
	NOTHING
	100% of approved cost 

	Occupational therapy
	NOTHING
	100% of approved cost 

	Some aide services
	NOTHING
	100% of approved cost  

	Durable Medical Equipment
	20% of approved amount
	80% of approved cost.


Beneficiaries who need home-health care should have their doctor make a referral to a Medicare-certified home health agency. The home health agency will do an evaluation to determine if Medicare requirements are met. 

Medicare will not pay for: 24-hour-a-day care at home, drugs and biologicals, home-delivered meals, homemaker services and blood transfusions.


Medicare Part A Hospice Coverage

	COVERED HOSPICE

CARE 
	BENEFICIARY PAYS
	MEDICARE PAYS

	Routine home care
	NOTHING
	100% of approved amount

	Continuous home care
	NOTHING
	100% of approved amount

	Inpatient respite care
	NOTHING
	100% of approved amount



	General inpatient care (provided only under limited circumstances)
	NOTHING
	100% of approved amount

	Drugs and Biologicals
	Up to 5% of cost, but no more than $5 per prescription
	BALANCE

	Respite care
	5% of approved amount


	95% of approved amount


Note: A Medicare beneficiary receiving hospice benefits for a terminal condition may still receive benefits under regular Medicare for conditions not relating to his/her terminal condition. For example, a person who is receiving hospice benefits for leukemia may receive Medicare covered services for a broken hip.

Note: A Medicare beneficiary who resides in a skilled nursing facility or nursing facilities residents may elect hospice benefits if the residential care is paid for by the beneficiary. This means the person who is receiving hospice benefits pays for the room and board charges.

	QUESTIONS TO ASK ABOUT HOSPICE
	YES
	NO

	1.
Is the hospice currently licensed?
	
	

	2.
Is the hospice Medicare/Medical Assistance certified?
	
	

	3.
Is the hospice accredited by a national association?
	
	

	4.
Does the hospice have written statements outlining its services, eligibility criteria, costs, and payment procedures?
	
	

	5.
Does the hospice have malpractice and liability insurance?
	
	

	6.
Does the hospice provide the variety of services the patient and family needs?
	
	

	7.
Can the hospice provide references from hospitals or community agency social workers who have used the hospice?
	
	

	8.
Can the hospice provide references from families who have used the hospice?
	
	

	9.
Does the Better Business Bureau or local consumer bureau have any complaints about the hospice?
	
	

	10.
Will an experienced registered nurse or social worker prepare the evaluation of the services the patient needs?
	
	

	11.
Will the patient and family participate in preparing the patient's care plan?
	
	

	12.
Is the care plan in writing and available to all service providers?
	
	

	13.
Is there a written schedule of fees?
	
	

	14.
Are there minimum hours per day or days per week for services?
	
	

	15.
Does the agency pay the workers' social security?
	
	

	16.
Are there additional costs for:

worker travel to the home?

supervision or evaluation?

medical supplies?
	
	

	17.
Does the hospice handle all billing and insurance claims?
	
	

	18.
Does the hospice provide a written agreement of services?
	
	

	19.
Does the agency have established procedures for handling complaints about workers?
	
	


Adapted from All about Hospice: A Consumer's Guide by the Foundation for Hospice and Home care.

Medicare Part B Benefits

	Providers Services
	Hospital & Other Facilities
	Diagnostic Testing & Preventive Care
	Medical Equipment & Supplies
	Ambulance Services

	•Physicians' Services

•Services & Supplies Furnished Incident to Physicians' Services

•Mental Health Services

•Qualified Psychologist & Social Worker

 Services

•Certified Registered Nurse

 Anesthetist (CRNA) Services

•Nurse Midwife Services

•Speech Pathology Services

•Home Health Services
	•Outpatient Hospital Services

•Inpatient Ancillary Services

•Ambulatory Surgical Services

•Hospital Outpatient

•Partial Hospitalization Services

•Comprehensive Outpatient Rehabilitation Facility Services

•Physical and Occupational


Rehabilitation Facility Services

•Rural and Community Health Clinic Services


	•Most Diagnostic X-Ray, Laboratory and Other Diagnostic Tests

•Annual Mammogram

•Pap Smear Once Every 3 Years and Annually For High- Risk

•Colorectal Screening Tests

•Glaucoma Screening Tests

•Flu and Pneumonia Vaccinations
	•Durable Medical Equipment (see Appendix H for DME coverage list)

•Braces and Trusses

•Prosthetic Devices

•X-Ray, Radium and Radioactive Isotope Therapy

•Oral Cancer Drugs

•Surgical Dressings and Devices for Reduction of Fractures

•Blood Glucose Monitoring and Test Strips, Regardless Of Type Of Insulin Dependence, & Diabetic Education & Training
	•From home to nearest appropriate facility, where ambulance meets Medicare requirements and transportation by other means would endanger safety.


Medicare Exclusions from Coverage

A significant number of services are excluded completely from Medicare coverage.  These include:

	Non-Covered Services
	Services Covered by Other Payors
	Other Exclusions

	• All services not  reasonable and    necessary

• Blood (First 3 Pints)

• Cosmetic surgery

• Custodial care in hospitals,     psychiatric hospitals and skilled nursing facilities

• Routine dental services

• Less-than-effective drugs

•  Most foot care and supportive devices for the feet

• Most immunizations

• Most optical services

• Outside services provided to hospital patients

• Personal comfort items

• Most preventative care

• Most routine services and       appliances

Home health care where only service is drawing blood
	•Services paid for by federal, state or local government

•Services provided by the Federal Employees Health Benefits Program

•Services no one has an obligation to pay (like charity care or free-clinic care)

•Services provided by the Veterans  Administration, Public Health Service, or Indian Health Service

•Medicare as secondary payor for services covered by:

Automobile or liability insurance;

Employer group health plans;

Workers Compensation


	· Most Services in foreign countries 

· Charges by immediate     relatives/members of a patient's household   

· Military Medicare  

· Reimbursement penalties

· Termination of payments because of program abuse

· War claims                  




Medicare Part B Application Procedure

	BENEFICIARY
	COST
	CONDITIONS
	APPLICATION
	COVERAGE

	Retired person entitled to Part A Medicare benefits at age 65 or older.
	$88.50 in 2006
	• Eligibility for and      entitlement to Social      Security retirement or      railroad retirement      benefits.
	• Automatically enrolled and covered when eligible and receiving Social Security   retirement or RR  retirement cash benefits ,unless s/he declines enrollment in writing.

• If Part B initially is          declined, can apply during general          enrollment period (January - March of each year). Coverage will start in July of that year.


	• If a person is enrolled within 3 months of attaining age 65, coverage is effective the month of attaining age 65.

• If a person applies     during general enrollment period, coverage begins July 1 of that year.

• Beginning of  coverage depends upon the month of enrollment, and     coverage is never  retroactive.

	Person entitled to Medicare Part A benefits based on disability.
	$88.50 in 2006
	• Eligibility for Social  Security or railroad  retirement disability benefits.

• Includes disabled     worker, disabled spouse or widow(er) between ages 50 and 65, persons age 18 or  over who receive Social Security benefits because of a disability which began before age 22, and under certain circumstances, a      parent age 50 or older  who is entitled to mother's or father's  benefits.
	• Automatically enrolled and covered when eligible and receiving Social Security or         railroad retirement        disability cash benefits unless declined             enrollment in writing.
	• Begins with the 25th month that beneficiary has been receiving disability cash benefits (or is "deemed" to have     received disability    benefits, in the case of certain disabled persons who receive    widow(er)s' or  parents' benefits instead of disability benefits).

• Application date     determines when     coverage begins (if application not made within the three months prior to initial month of  eligibility, enrollment will be  delayed).

	Person age 65 who is not eligible for Social Security or railroad retirement benefits.
	$88.50 in 2006
	• When a person elects  to voluntarily enroll in Part A Hospital Benefits and purchases benefits, s/he must also purchase Part B.

• But s/he can purchase     Part B without     purchasing Part A.
	• Written application     during appropriate    enrollment period.
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Quick Check: Medicaid

2006 Financial EligIbility Requirements for Community Medicaid

Community Medicaid for Non-SSI Recipients with Shelter Expenses


	Income Limits

Either receiving SSI / SSI-E or have income

of:
	Individual:

$485.78/mo.

+ $201.00 shelter costs =

$686.78/mo.

Couple:

$734.72/mo.

+ $301.33 shelter costs =

$1,036.05

	Asset Limits
	Individual: 
$2,000


Couple: 
$3,000


Medically Needy (Deductible or Spend-Down)

Applicants for Medically Needy Medicaid whose income exceeds the income limits listed below will still be eligible if they have medical expenses that reduce their income below the income limits.

	Income Limits
	Individual : 
$591.67


Couple: 
$591.67

	Asset Limits
	Individual: 

$2,000


Couple: 

$3,000


 SEQ CHAPTER \h \r 12006 Financial EligIbility for Institutional Medicaid

Categorically Needy

	Income Limits
	Individual:

$1,809/mo.*

Couple 
(both spouses institutionalized**):
Each spouse-- $1,809/mo. 

Couple 
(One spouse in community, 

one spouse institutionalized):
$2,200 up to $2,488.50 /mo.



	Asset Limits
	Individual: 
$2,000

Couple (both spouses institutionalized**):

$2,000 each

Couple (one spouse in community,

one spouse institutionalized):

$50,000-99,540 plus $2,000




*The categorical Medical Assistance income limit for institutionalized persons is three times the SSI federal benefit rate. Persons who are institutionalized and who have income above these levels are eligible for Medical Assistance if their cost of care exceeds their income. Usually, they will pay part of the cost of their institutional care, with Medical Assistance paying for the remainder.

**If both spouses are institutionalized, income and asset eligibility is determined as if each were a single person.

Benefits under SSI, SSI-E and SSI C-Supp

Year 2006

	Living arrangements
	2006 SSI
Federal Payment
	2006 SSI
State Payment
	2006
Total Payments

	Independent living

	Eligible Individual
	$603.00
	$ 83.78
	$686.78

	Eligible Couple
	$904.00
	$ 132.05
	$1,036.05

	Couple/One Spouse Eligible
	$603.00
	$ 130.43
	$733.43

	Living in the Household of Another

	Eligible Individual
	$386.00
	$ 83.78
	$ 469.78

	Eligible Couple
	$579.34
	$ 132.05
	$ 711.39

	Couple/One Spouse Eligible
	$ 386.00
	$ 135.05
	$ 521.05

	Natural Residential or Substitute Care SSI-E Exceptional Expense Supplement

	Eligible Individual
	$ 603.00
	$ 179.77
	$ 782.77

	Eligible Couple
	$ 904.00
	$ 477.41
	$ 1,381.41

	SSI Caretaker Supplement

	Effective November 1, 1999
	$ 250.00 for the first eligible child and $150.00 for each additional eligible child
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Family Care Flow Chart
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Request for Fair Hearing

[image: image2.png]DIVISION OF HEARINGS AND APPEALS STATE OF WISCONSIN
DHA-28 (01/04)

REQUEST FOR FAIR HEARING
PHONE NUMBER *SOCIAL SECURITY NO.

MAILING ADDRESS (Street, Apt. # RFD, etc) *CARES NO.

ZIP CODE COUNTY OR AGENCY CASE WORKER OR W-2
WORKER

EFFECTIVE DATE OF ADVERSE ACTION

< DATE YOUR BENEFITS WILL CHANGE

If the action affects your MA or Food Stamp benefits and your request is received before the effective date, your benefits in
most cases, will not stop or be reduced. (Overpayment of benefits may be recovered by the county agency.) Do you wish your
benefits to be continued? [ YES [ONO

Y CHECK TYPE OF BENEFIT AND ACTION TAKEN THAT YOU ARE APPEALING

APPLICATION TERMINATED BENEFIT
APPLICATION PROCESS (BENEFITS OVER- AMOUNT
DENIED DELAYED ENDING) PAYMENT REDUCED
O MEDICALASSISTANCE . . . . . . . . .. .. oc..... .o.....o0.....0... 0

O LEVEL OF CARE (Nursing Home)
00  PRIOR AUTHORIZATION (What was denied? )
O SSI-MA

0O MA-DISABILITY

O FOODSTAMPS . . . . ... ... .. .... o......0.....0.....0...0
0O NOT RECEIVED
O DENIED ‘EXPEDITED SERVICE’
O MIGRANTHOUSEHOLD . . . . . . . . .. c......0o.....0.....0... 0

0O ENERGY ASSISTANCE . . . . . . .. ....o. ... ...0.....0.....0...0

O FOSTER HOME RELATED (Name of Agency who took the Action: )
0O LICENSE DENIAL
O LICENSE REVOCATION
O REMOVAL OF CHILD

O CARETAKERSUPPLEMENT . . . . . . ... .. ] o .0 n) o
D KINSHIPCARE . . . ... ... ... .... o [} .0 ] O
O AFDC-Recoveryof PastBenefits . . . . . . . . . . o . [m] . a a [w]
O CHILDCARE . .. ... ... ....... a .. . .. o. ... .0.. m] ]
0O W-2 - Fact-Finding Decision Review (Must have fact-finding review with W-2 agency before requesting this.)

Why are you asking for a hearing? (continue on other side if nceded)

Signature (Specify if guardian, POA, ectc.)

" *THE FNFORl\:iATION REQUESTED IS NEEDED TO IDENTIFY YOUR CASE AND PROCESS YOUR REQUEST. INCOMPLETE OR
INACCURATE INFORMATION WILL DELAY THE PROCESSING OF YOUR REQUEST.

Retum this completed form to:  DIVISION OF HEARINGS AND APPEALS, P.O. IiOX 7875, MADISON, W1 53707-7875
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2006 POVERTY LEVEL GUIDELINES
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�.  United States Pharmacopeial Convention, Inc., Medicare Prescription Drug Benefit Model Guidelines: Drug Categories and Classes in Part D, (December 31, 2004)


�. 	42 C.F.R. § 423.566 (2005)


�. 	For more information about this process, see	� http://www.cms.hhs.gov/medicarereform/issuepapers/title1and2/files/


issue_paper_33_-_cms_further_strengthens_beneficiary_protections_in_part_d.pdf


�.	Some Medicaid recipients who receive Supplemental Security Income (SSI) or SSI-related Medicaid must enroll in a managed care organization for a trial period of at least 60 days. Medicaid recipients who are also Medicare beneficiaries may but are not required to enroll in a Medicaid managed care organization.


�.	Although Medicaid does not offer a comprehensive drug benefit to “dual-eligible” individuals, Medicaid will cover benzodiazepenes, barbiturates and certain over-the-counter medications for dual-eligible individuals.


�. 	For current information on the Family Care program statewide expansion, visit the Wisconsin Department of Health and Family Service’s “Statewide Expansion of Managed Long-Term Care” website at	� � HYPERLINK "http://dhfs.wisconsin.gov/managedltc/" ��http://dhfs.wisconsin.gov/managedltc/�.


�. 	For current information on the Family Care program statewide expansion, visit the Wisconsin Department of Health and Family Service’s “Statewide Expansion of Managed Long-Term Care” website at	�� HYPERLINK "http://dhfs.wisconsin.gov/managedltc/" ��http://dhfs.wisconsin.gov/managedltc/�.


�.	The Community Waivers Basic Needs Allowance can be found in the Medicaid Eligibility Handbook in Table 8.1.5.1. The Medicaid Handbook can be found online at � HYPERLINK "http://www.emhandbooks.wi.gov/meh/" ��http://www.emhandbooks.wi.gov/meh/�. 


�. 	The Wisconsin Medicaid Eligibility Handbook can be found online at � HYPERLINK "http://www.emhandbooks.wi.gov/meh/" ��http://www.emhandbooks.wi.gov/meh/�. 


�. 	Operations Memos can be found online at � HYPERLINK "http://dhfs.wisconsin.gov/em/ops-memos/index.htm" ��http://dhfs.wisconsin.gov/em/ops-memos/index.htm�. 


�. 	The current Wisconsin Family Care Resource Center contract can be found online at	 � HYPERLINK "http://www.dhfs.state.wi.us/ltcare/StateFedReqs/FC-RC-CMO-Contracts.htm" ��http://www.dhfs.state.wi.us/ltcare/StateFedReqs/FC-RC-CMO-Contracts.htm�. 


�. 	The current Wisconsin Family Care Management Organization contract can be found online at	 �� HYPERLINK "http://www.dhfs.state.wi.us/ltcare/StateFedReqs/FC-RC-CMO-Contracts.htm" ��http://www.dhfs.state.wi.us/ltcare/StateFedReqs/FC-RC-CMO-Contracts.htm�. 


�. 	The Wisconsin Medicaid Eligibility Handbook can be found online at � HYPERLINK "http://www.emhandbooks.wi.gov/meh/" ��http://www.emhandbooks.wi.gov/meh/�.





