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Evidence of Coverage:

Your Medicare Health Benefits and Services and Prescription Drug Coverage
as a Member of Mass General Brigham Advantage Premier (PPO)

This document gives you the details about your Medicare health care and prescription drug
coverage from January 1 — December31, 2023. This is animportantlegal document. Please
keep it in a safe place.

For questions about this document, please contact Customer Service at 1-855-833-3668.
(TTY users should call 711). Hours are October 1 throughMarch31, 8:00 a.m. — 8:00 p.m.
EST, seven days a week. April 1 through September 30, 8:00 a.m. — 8:00 p.m., Monday
through Friday.

This plan, Mass General Brigham Advantage Premier (PPO) is offered by Mass General
Brigham Health Plan, Inc. (When this Evidence of Coveragesays “we,” “us,” or “our,” itmeans
Mass General Brigham Health Plan). When it says “plan” or “our plan,” itmeans Mass General
Brigham Advantage Premier (PPO). This document is available for free in Spanish. This
documentis also available in braille and large print.

Benefits, premiums, deductibles,and/or copayments/coinsurance may change on January 1,
2024.

The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary. We will notify affected enrollees aboutchanges at least 30 days
in advance.

This document explains your benefits and rights. Use this document to understand about:
¢ Your plan premium and cost sharing;
¢ Your medical and prescription drug benefits;
e Howto file a complaintif you are notsatisfied with a service or treatment;
e Howto contactus if you need further assistance; and,

Otherprotections required by Medicare law.

H9485 0504PDT C OMB Approval 0938-1051 (Expires: February 29, 2024)
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SECTION 1 Introduction

Section 1.1 You are enrolled in Mass General Brigham Advantage Premier
(PPO), which is a Medicare PPO

You are covered by Medicare, and you have chosen to get your Medicare health careand your
prescription drug coverage through our plan, Mass General Brigham Advantage Premier (PPO).
We are required to cover all Part A and PartB services. However, costsharingand provider
access in this plan differ from Original Medicare.

Mass General Brigham Advantage Premier (PPO) is a Medicare Advantage PPO Plan (PPO
stands for Preferred Provider Organization). Like all Medicare health plans, this Medicare PPO
is approved by Medicare and run by a private company.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies the
Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at: www.irs.gov/affordable-
care-act/individuals-and-families for more information.

Section 1.2 What is the Evidence of Coverage document about?

This Evidence of Coverage document tells you how to get your medical care and prescription
drugs. It explains your rights and responsibilities, what is covered, what you pay as amember of
the plan, and how to file a complaint if you are not satisfied with a decision or treatment.

The words “coverage” and “covered services” refer to the medical care and services and the
prescription drugs available to you asamember of Mass General Brigham Advantage Premier

(PPO).

It’s important for you to learn what the plan’s rules are and what services are available to you.
We encourage you to set aside some time to look through this Evidenceof Coveragedocument.

If you are confused, concerned, or just have a question, please contact Customer Service.

Section 1.3 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how Mass General Brigham
Advantage Premier (PPO) covers your care. Other parts of this contract include your enrollment
form, the Listof Covered Drugs (Formulary), and any notices you receive from us aboutchanges
to your coverage or conditions that affect your coverage. These notices are sometimes called
“riders” or “amendments.”



http://www.irs.gov/affordable-care-act/individuals-and-families
http://www.irs.gov/affordable-care-act/individuals-and-families
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The contractis in effect for themonths in which you are enrolledin Mass General Brigham
Advantage Premier (PPO)between January 1, 2023, and December 31, 2023.

Each calendaryear, Medicare allows us to make changes to the plans thatwe offer. This means
we can change the costs and benefits of Mass General Brigham Advantage Premier (PPO)after
December 31, 2023. We can also choose to stop offering the plan, or to offer it in a different
service area, after December 31, 2023.

Medicare (the Centers for Medicare & Medicaid Services) must approve Mass General Brigham
Advantage Premier (PPO) each year. You can continue each year to get Medicare coverage as a
member of our plan as longas we choose to continue to offer the plan and Medicare renews its
approval of the plan.

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

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as longas:

e You have both Medicare Part A and Medicare Part B

e --and--youlivein ourgeographic service area (Section 2.2 below describes our service
area). Incarcerated individuals are not considered livingin the geographic service area
even if they are physically located in it.

e --and--you are a United States citizen or are lawfully presentin the United States.

Section 2.2 Here is the plan service area for Mass General Brigham
Advantage Premier (PPO)

Mass General Brigham Advantage Premier (PPO)is available only to individuals who live in our
plan service area. To remain a member of our plan, you must continue to reside in the plan
service area. The service area is described below.

Our service area includes these countiesin Massachusetts: Bristol, Essex, Middlesex, Norfolk,
Plymouth, Suffolk, and Worcester.

If you plan to move out of the service area, you cannot remain a member of this plan. Please
contact Customer Service to see if we havea plan in your new area. When youmove, you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enrollin
a Medicare health or drug plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailingaddress.
You can find phone numbers and contact information for Social Security in Chapter2, Section 5.
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Section 2.3 U.S. citizen or lawful presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
States. Medicare (the Centers for Medicare & Medicaid Services) will notify Mass General
Brigham Advantage Premier (PPO) if you are noteligible to remain amember on this basis. We
must disenroll you if you do not meet this requirement.

SECTION3 Importantmembership materials youwill receive

Section 3.1 Your plan membership card

While you are a member of our plan, you must use your membership card whenever you get
services covered by this plan and for prescription drugs you get at network pharmacies. You
should also show the provider your Medicaid card, if applicable. Here’s a sample membership
card to show you what yours will look like:

Mass General Brigham Mass General Brigham Members
Health Plan Advantage Premier (PPO) Customer Service: 855-833-3668 (TTY 711)

For plan information, sign in at member.mgbhealthplan.org
Mass General Brigham Health Plan

JOHN A SAMPLE MedicareR 399 Revolution Drive, Somerville, MA 02145
0000000000

RXBIN: Providers

RXPCN: Where to submit claims

RXGROUP: Mass General Brigham Health Plan: 617-526-1905 | Payer ID: 04293

Optum Behavioral Health: 844-357-0946 | Payer ID: 87726

IN-NETWORK OUT-OF-NETWORK For more information, visit mgbhealthplan.org/claims
Primary Care/Specialist: $ Primary Care/Specialist: $10/$40 Pharmacy Help Desk: CVS Caremark | 866-693-4620
Emergency Room: $ Emergency Room: $ Medicare Limiting Charges apply to non-contracted providers and

out-of-network services. Do not bill original Medicare.
Other providers/pharmacies are included in our network H9485-002
This plan is underwritten by Mass General Brigham Health Plan, Inc.

This card does not guarantee coverage. ID-017 (09/22)

Do NOT use your red, white, and blue Medicare card for covered medical services while youare
a member of this plan. If you useyour Medicare card instead of your Mass General Brigham
Advantage Premier (PPO) membership card, you may have to pay the full cost of medical
services yourself. Keepyour Medicare card in a safeplace. You may be asked to show it if you
need hospital services, hospice services, or participate in Medicare approved clinical research
studies also called clinical trials.

If your plan membership card is damaged, lost, or stolen, call Customer Service right away and
we will send you a new card.

Section 3.2 Provider Directory

The Mass General Brigham Medicare Advantage Provider Directory lists our network providers
and durable medical equipment suppliers. Network providers are the doctors and other health
care professionals, medical groups, durable medical equipment suppliers, hospitals, and other
health care facilities that have an agreement with us to accept our payment and any plan cost
sharingas payment in full.
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You must use network providers to get your medical care and services. If you go elsewhere
without proper authorization you will have to pay in full. The only exceptions are emergencies,
urgently needed services when the network is not available (that is, in situations when it is
unreasonable or not possible to obtain services in-network), out-of-area dialysis services, and
cases in which Mass General Brigham Advantage Premier (PPO) authorizes use of out-of-
network providers. As this is a PPO plan, you are authorized to use out-of-network providers
but please note the cost differentials listed in this document for their use. Please call the
customer service department with any questions.

The mostrecentlist of providers and suppliers is available on our website at
MassGeneralBrighamAdvantage.org.

If you don’thaveyour copy ofthe Mass General Brigham Medicare Advantage Provider
Directory, you can request a copy from Customer Service.

Section 3.3 Pharmacy Directory

The pharmacy directory lists our network pharmacies. Network pharmacies are all of the
pharmaciesthathave agreed to fill covered prescriptions for our plan members. You can use the
Pharmacy Directory to find the network pharmacy you want to use. See Chapter 5, Section 2.5
for information on when you can use pharmacies that are not in the plan’s network.

If you don’thave the Pharmacy Directory, you can get a copy from Customer Service. Y ou can
also find this information on our website at MassGeneralBrighamAdvantage.org

Section 3.4 Theplan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “DrugList” for short. It tells
which Part D prescription drugs are covered under the Part D benefitincluded in your plan. The
drugs on this list are selected by the plan with the help of a team of doctors and pharmacists. The

list mustmeet requirements setby Medicare. Medicare has approved the Mass General Brigham
Advantage Premier (PPO) Drug List.

The Drug List also tells you if there are any rules thatrestrict coverage for your drugs.

We will provide you a copy of the DrugList. The Drug List we provide you includes
information for the covered drugs that are most commonly used by our members. However, we
cover additional drugs thatare notincluded in the provided DrugList. If one of your drugs is not
listed in the DrugList, you should visitour website or contact Customer Service to find outif we
cover it. To get the most complete and current information about which drugs are covered, you
can visit the plan’s website at MassGeneralBrighamAdvantage.org or call Customer Service.




2023 Evidence of Coveragefor Mass General Brigham Advantage Premier (PPO) 9
Chapter1 Getting started as amember

SECTION4 Your monthly costs for Mass General Brigham
Advantage Premier (PPO)

Your costs may include the following:
e Plan Premium (Section 4.1)
e Monthly Medicare Part B Premium (Section 4.2)
e Optional Supplemental Benefit Premium (Section 4.3)
e PartD Late EnrollmentPenalty (Section 4.4)

e Income Related Monthly Adjusted Amount (Section 4.5)

There are programs to help people with limited resources pay for their drugs. These include
“Extra Help” and State Pharmaceutical Assistance Programs. Chapter2, Section 7 tells more
about this program. If you qualify, enrolling in the program might lower your monthly plan
premium.

If you are already enrolled and gettinghelp from one of these programs, the information
about premiums in this Evidence of Coveragemay not apply to you. We sentyou a
separate insert, called the “Evidence of Coverage Rider for People Who Get Extra Help
Paying for Prescription Drugs” (also known as the “Low Income Subsidy Rider” orthe “LIS
Rider”), which tells you about your drugcoverage. If you don’t have this insert, please call
Customer Service, and ask for the “LIS Rider.”

Medicare Part B and Part D premiums differ for people with different incomes. If you have
questions about these premiums review your copy of Medicare & You 2023 handbook, the
section called “2023 Medicare Costs.” If you need a copy you can download it from the
Medicare website (www.medicare.gov). Oryou can ordera printed copy by phone at 1-800-
MEDICARE (1-800-633-4227),24 hours a day, 7 days a week. TTY users call 1-877-486-
2048.

Section 4.1 Plan premium

As a member of our plan, you pay a monthly plan premium. For 2023, the monthly premium for
Mass General Brigham Advantage Premier (PPO) is $140.

Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums.

Y ou mustcontinue paying your Medicare premiums to remain a member of the plan. This
includes your premium for Part B. It may also include a premium for Part A which affects
members who aren’t eligible for premium free Part A.



http://www.medicare.gov/
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Section 4.4 Part D Late Enroliment Penalty

Some members are required to pay a PartD late enrollment penalty. The Part D late enrollment
penalty is an additional premiumthat must be paid for Part D coverage if at any time after your
initial enrollment period is over, there is a period of 63 days or more in a row when you did not
have Part D or other creditable prescription drug coverage. “Creditable prescription drug
coverage” is coverage that meets Medicare’s minimum standards since it is expected to pay, on
average, at least as much as Medicare’s standard prescription drugcoverage. The cost of the late
enrollmentpenalty depends on how long you went without Part D or other creditable prescription
drug coverage. You will have to pay this penalty for as long as you have Part D coverage.

The Part D late enrollmentpenalty is added to your monthly premium. When you firstenrollin
Mass General Brigham Advantage Premier (PPO), we let you know the amount of the penalty.

You will not have to pay itif:

e Youreceive “Extra Help” from Medicare to pay for your prescription drugs.

¢ You have gone less than 63 days in a row withoutcreditable coverage.

e You have had creditable drugcoverage through another source such as a former
employer, union, TRICARE, or Department of Veterans Affairs. Yourinsureror your
human resources department will tell you each year if your drug coverage is
creditable coverage. This information may be sent to you in a letter or included in a
newsletter from the plan. Keepthis information because you may need itif you joina
Medicare drug plan later.

o Note: Any notice must state that you had “creditable” prescription drug coverage
thatis expected to pay as much as Medicare’s standard prescription drug plan

pays.

o Note: The followingare notcreditable prescriptiondrug coverage: prescription
drug discount cards, free clinics, and drug discount websites.

Medicare determines the amount of the penalty. Here ishow it works:

If you went 63 days or more without Part D or other creditable prescription drug
coverage after you were firsteligible to enrollin Part D, the plan will countthe number
of full months that you did not have coverage. The penalty is 1% for every month that
you did not have creditable coverage. For example, if you go 14 monthswithout
coverage, the penalty will be 14%.

Then Medicare determines the amountof the average monthly premium for Medicare

drug plans in the nation from the previous year. For2023, this average premium amount
is $34.71

To calculate your monthly penalty, you multiply the penalty percentage and the average
monthly premium and then round itto the nearest 10 cents. In the example here, it would
be 14% times $34.71,which equals $4.86. This rounds to $4.90. This amount would be

added to the monthly premium for someone with a Part D late enrollment penalty.
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There are three important things to note about this monthly Part D late enrollment penalty:

e First, the penalty may change eachyear becausethe average monthly premiumcan
change each year.

e Second, youwill continue to pay a penalty every month foras longas you are enrolled
in a plan that has Medicare Part D drug benefits, even if you change plans.

e Third, if you are under 65 and currently receiving Medicare benefits, the PartD late
enrollment penalty will reset when you turn 65. After age 65, your Part D late enrollment
penalty will be based only on the months that you don’t have coverage after your initial
enrollment period for aging into Medicare.

If you disagree about your Part D late enrollment penalty, youor your representative can
ask for a review. Generally, you must request this review within 60 days from the date on the
first letter you receive statingyou have to pay a late enrollment penalty. However, if you were
payinga penalty before joiningour plan, you may not have another chance to request areview of
that late enrollment penalty.

Section 4.5 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related
Monthly Adjustment Amount, also known as IRMAA. The extra charge is figured outusingyour
modified adjusted gross incomeas reported on your IRS tax return from 2 yearsago. If this
amount is above a certain amount, you’ll pay the standard premium amount and the additional
IRMAA. For more informationon the extra amountyou may haveto pay based on your income,
visit https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-
coverage/monthly-premium-for-drug-plans.

If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a
letter telling you what that extra amount will be. The extra amount will be withheld from your
Social Security, Railroad Retirement Board, or Office of Personnel Management benefit check,
no matterhow you usually pay your plan premium, unless your monthly benefit isn’t enough to
coverthe extra amountowed. If yourbenefitcheck isn’tenough to cover the extra amount, you
will get a bill from Medicare. Youmust pay the extra amount to the government. It cannot
be paid with your monthly plan premium. If youdo not pay the extra amountyouwill be
disenrolled from the plan and lose prescription drug coverage.

If you disagree about payingan extraamount, you can ask Social Security to review the decision.
To find out more about how to do this, contact Social Security at 1-800-772-1213 (TTY 1-800-
325-0778).

SECTIONS More information about your monthly premium

Section 5.1 There are several ways you can pay your plan premium

There are three ways you can pay your plan premium.



https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans
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Option 1: Paying by check

You can pay yourplan premium by check on amonthly basis. Checks should be made payable to
Mass General Brigham Health Plan (and not to CMS or the Department of Health and Human
Services) and mailed to the following address:

Mass General Brigham Health Plan
P.O.Box 411444
Boston MA 02241-1444

Payment is due by the first of the month.

Option 2: Automatic withdrawals fromyour bank accountor automatic charges to your
credit card

You can choose to pay your plan premium automatically from your checking orsavings account
through an on-line ACH. If you choose this option, funds will be withdrawn from youraccount
on a monthly basis.

You can also choose to have your premium automatically chargedto yourcreditcard ona
monthly basis.

In orderto automatically withdraw funds from your bank account orto charge your credit card
please first setup a member portal account at Member.MassGeneralBrighamHealthPlan.org.
Once in the member portal there will be instructions for how to set up the automatic premium
payment option. You can also call Customer Service for assistance.

Option 3: Having your plan premium taken out of your monthly Social Security check
You can have the plan premium taken out of your monthly Social Security check. Contact Customer

Service for more information on how to pay your plan premium this way. We willbe happyto help you
set this up. (The phone number for Customer Service is printed on the back cover of this booklet.)
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Changing the way you pay your plan premium. If you decide to change the way you pay
your premium, it can take up to three months for your new payment methodto take effect. While
we are processing your request for a new payment method, you are responsible for making sure
that your plan premium is paid on time. If youwould like to change the way you payyour plan

premium, please contact Customer Service.

What to do if you are having trouble paying your plan premium

Your plan premium is due in our office by the 15t of the month. If we have not received your
payment by the 15t of the month, we will send you a notice telling you that your Penalty is
overdue. If you arerequired to pay a PartD late enrollment penalty, you mustpay the penalty to
keep your prescription drug coverage.

If you are havingtrouble payingyour plan premium, if owed, on time, please contact Customer
Service to see if we can direct you to programs that will help with your costs.

Section 5.2 Can we change your monthly plan premium during the year?

No. Weare notallowed to change the amountwe charge for the plan’s monthly plan premium
duringthe year. If the monthly plan premium changes for next year, we will tell you in
September and the change will take effect on January 1.

However, in some cases the part of the premiumthat you haveto pay can change duringthe year.
This happens if you become eligible for the “Extra Help” program or if you lose your eligibility
for the “Extra Help” program duringthe year. If a member qualifies for “Extra Help” with their
prescription drug costs, the “Extra Help” program will pay part of the member’s monthly plan
premium. A member who loses their eligibility duringthe year will need to start payingtheir full
monthly premium. Youcan find out more about the “Extra Help” program in Chapter 2, Section
7.

SECTION 6 Keepingyour plan membership recordup to date

Yourmembership record has information fromyour enrollment form, includingyouraddress and
telephone number. It shows your specific plan coverage, including your Primary Care Provider.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have
correct informationabout you. These network providers use your membership record to
know what services and drugs are covered and the cost-sharing amounts for you. Because
of this, it is very important that you help us keep your information up to date.
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Let us know about these changes:
e Changes to your name, your address, or your phone number

e Changes in any otherhealth insurancecoverage you have(such as from youremployer,
your spouse’s employer, Workers” Compensation, or Medicaid)

e Ifyouhave any liability claims, such as claims from an automobile accident

e If you have been admitted to a nursinghome

e If youreceive care in an out-of-area or out-of-network hospital or emergencyroom
e Ifyourdesignated responsible party (such as a caregiver) changes

e If you are participatingin a clinical research study. (Note: You are not required to tell
your plan aboutthe clinicalresearch studies you intendto participate in, but we
encourage you to do so)

If any of this information changes, please let us know by calling Customer Service or by logging
in to ourmember portalat Member.MassGeneralBrighamHealthPlan.org. Additionally, some
of this information can be updated online through the member portal at
Member.MassGeneralBrighamHealthPlan.org. The Member portal can be used for updated e-
mail, your mobile number, and PCP selection.

It is also important to contact Social Security if you move or change your mailingaddress. You
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

SECTION7 How other insurance works with our plan

Other insurance

Medicare requires that we collect information from you about any other medical or drug
insurance coverage thatyou have. That’sbecause we must coordinate any other coverage you
have with your benefits under our plan. This is called Coordination of Benefits.

Once each year, we will send you a letter that lists any other medical or druginsurance coverage
that we know about. Please read over this informationcarefully. If itis correct, you don’tneed to
do anything. If the information is incorrect, orif you have other coverage thatis notlisted, please
call Customer Service. You may need to give your plan member ID number to your other
insurers (once you have confirmed their identity) so your bills are paid correctly and on time.

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

e If you have retiree coverage, Medicarepays first.

e If your group health plan coverage is based on your or a family member’s current
employment, whopays first depends on your age, the number of people employedby
youremployer, and whether you have Medicare based on age, disability, or End-Stage
Renal Disease (ESRD):

If you’re under 65 and disabled and you or your family member is still working, your group
health plan pays firstif the employer has 100 or more employees or atleastone employer in a
multiple employer plan that has more than 100 employees.

If you’re over 65 andyouor your spouse is still working, your group health plan pays firstif the
employer has 20 or more employees or at least one employer in a multiple employer plan that
has more than 20 employees.

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

These types of coverage usually pay first for services related to each type:

e No-faultinsurance (includingautomobile insurance)
e Liability (including automobile insurance)
e Black lungbenefits

e Workers’ Compensation

Medicaid and TRICARE never pay firstfor Medicare-covered services. They only pay after
Medicare, employer group health plans, and/or Medigap have paid.



CHAPTER 2:

Importantphone numbers
and resources
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SECTION1 Mass General Brigham Advantage Premier
(PPO)contacts
(how to contactus, includinghow to reach Customer
Service)

How to contact our plan’s Customer Service

For assistance with claims, billing, or member card questions, please call or write to Mass
General Brigham Advantage Premier (PPO)Customer Service. We will be happy to help you.

Method Customer Service — Contact Information

CALL 1-855-833-3668

Calls to this number are free. October 1 through March 31, sevendays
aweek from 8:00 am — 8:00 pm EST and April 1 through September
30, Monday through Friday from 8:00 am — 8:00 pm EST. After
hours, please leave a message and a representative will return your
call on the next business day.

Customer Service also has free language interpreter services available
for non-English speakers.

TTY 711

Calls to this number are free. October 1 through March 31, sevendays
a week from 8:00 am — 8:00 pm and April 1 through September 30,
Monday through Friday from 8:00 am — 8:00 pm

WRITE Mass General Brigham Health Plan
Medicare Advantage
399 Revolution Drive, Suite 850
Somerville, MA 02145

healthplanmedadvcustomerservice@mgb.org

WEBSITE www.MassGeneralBrighamAdvantage.org


http://www.massgeneralbrighamadvantage.org/
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How to contact us when you are asking for a coverage decision or appeal about
your medical care

A coverage decision is adecision we make about your benefits and coverage or about the amount
we will pay for your medical services or Part D prescription drugs. An appeal is a formal way of
asking us to review and change a coverage decision we have made. For more information on
asking for coverage decisions or appeals about your medical care or Part D prescription drugs,
see Chapter 9 (What to do if you have a problem or complaint (coveragedecisions, appeals,
complaints).

Method Coverage Decisions and Appeals for Medical Care— Contact
Information
CALL 1-855-833-3668

Calls to this number are free. October 1 through March 31, sevendays
aweek from 8:00 am — 8:00 pm and April 1 through September 30,
Monday through Friday from 8:00 am — 8:00 pm

TTY 711

Calls to this number are free. October 1 through March 31, sevendays
a week from 8:00 am — 8:00 pm and April 1 through September 30,
Monday through Friday from 8:00 am — 8:00 pm

FAX 617-526-1980
WRITE Mass General Brigham Health Plan
Medicare Advantage

399 Revolution Drive, Suite 850
Somerville, MA 02145
healthplanappealsgrievance@mbg.org

WEBSITE MassGeneralBrighamAdvantage.org



mailto:healthplanappealsgrievance@mbg.org
http://massgeneralbrighamadvantage.org/
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Method Coverage Decisions and Appeals for PartD prescriptiondrugs —
Contact Information
Call 1-855-344-0930

Calls to this number are free.

Hours of operation are 24 hours a day, seven days a week

TTY 711
Calls to this number are free.

Hours of operation are 24 hours a day, seven days a week

WRITE CVS Caremark Prior Authorization
P.O.Box 52000, MC 109
Phoenix, Arizona 8507202000

How to contact us when you are making a complaint about your medical care

You can make a complaint about us or oneof our network providers or pharmacies, includinga
complaint about the quality of your care. This type of complaint does not involve coverage or
payment disputes. For more information on making a complaint about your medical care, see
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints).
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Method

CALL

TTY

FAX
WRITE

MEDICARE
WEBSITE

Complaints about Medical Care — Contact Information

1-855-833-3668

Calls to this numberare free. October I throughMarch 31, seven days
a week from 8:00 am — 8:00 pm and April I through September 30,
Monday through Friday from 8:00 am — 8:00 pm

711

Calls to this numberare free. October I throughMarch 31, seven days
a week from 8:00 am — 8:00 pm and April I through September 30,
Monday through Friday from 8:00 am — 8:00 pm

617-526-1980

Mass General Brigham Health Plan

Medicare Advantage

399 Revolution Drive, Suite 850

Somerville, MA 02145

E-mail: HealthPlan AppealsGrievance(@mgb.org.

You can submit a complaint about Mass General Brigham Advantage
Premier (PPO)directly to Medicare. To submitan online complaintto

Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.



http://www.medicare.gov/MedicareComplaintForm/home.aspx
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Where to send a request asking us to pay for our share of the cost for medical
care or a drug you have received

If you have received a bill or paid for services (suchas a provider bill) thatyou think we
should pay for, you may need to ask us for reimbursementor to pay the provider bill. See
Chapter 7 (4Asking us to pay our share of a bill you have received for covered medical
services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can
appeal ourdecision. See Chapter9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)) for more information.

Method Medical Payment Requests — Contact Information
WRITE Mass General Brigham Health Plan
Medicare Advantage

399 Revolution Drive, Suite 850
Somerville, MA 02145

WEBSITE .MassGeneralBrighamAdvantage.org

Method PartD prescriptiondrugs Payment Requests — Contact
Information

FAX 1-855-230-5549

WRITE CVS Caremark

P.O.Box 52066
Phoenix, AZ 85072-2066

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

Medicare is the Federal health insurance program for people 65 years of age or older, some
peopleunderage 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The Federalagency in charge of Medicare is the Centers for Medicare & Medicaid Services
(sometimes called “CMS”). This agency contracts with Medicare Advantage organizations
includingus.


http://.massgeneralbrighamadvantage.org/
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Method

CALL

TTY

WEBSITE

Medicare — Contact Information

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

1-877-486-2048

This number requires special telephone equipmentand is only for people who
have difficulties with hearing or speaking.

Calls to this number are free.

www.medicare.gov

This is the official government website for Medicare. It gives you up-to-date
information about Medicare and current Medicare issues. It also has
information about hospitals, nursinghomes, physicians, home health
agencies, and dialysis facilities. It includes documents you canprint directly
from your computer. You can also find Medicare contacts in your state.

The Medicare website also has detailed information about your Medicare
eligibility and enrollment options with the following tools:

e Medicare Eligibility Tool: Provides Medicare eligibility status
information.

e Medicare Plan Finder: Provides personalized information about
available Medicare prescription drugplans, Medicare health plans,
and Medigap (Medicare Supplement Insurance) policies in yourarea.
These tools provide an estimate of what your out-of-pocket costs
might be in different Medicare plans.

You can also use the website to tell Medicare aboutany complaints you have
about Mass General Brigham Advantage Premier (PPO):

e Tell Medicare about your complaint: You can submita complaint
about Mass General Brigham Advantage Premier (PPO)directly to
Medicare. To submit a complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx. Medicare
takes your complaints seriously and will use this information to help
improve the quality of the Medicare program.

If you don’thave a computer, your local library or senior center may be able
to help you visit this website usingits computer. Or, you can call Medicare
and tell them what information you are looking for. They will find the
information on the website and review the information with you. (You can
call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should call 1-877-486-2048.


http://medicare.gov/
http://www.medicare.gov/MedicareComplaintForm/home.aspx
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SECTION3 State HealthInsurance Assistance Program
(free help, information, and answers to your questions
about Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state. In Massachusetts, the SHIP is called SHINE.

SHINE is an independent (notconnected with any insurance company or health plan) state
program that gets money from the Federal government to give free localhealth insurance
counseling to people with Medicare.

SHINE counselors can help you understand your Medicare rights, help you make complaints
about your medical care or treatment, and help you straighten out problems with your Medicare
bills. SHINE counselors can also help you with Medicare questions or problems and help you
understand your Medicare plan choices and answer questions about switching plans.

METHOD TO ACCESS SHIP and OTHER RESOURCES:

e Visit www.medicare.gov
e C(lick on “Talkto Someone” in the middle of the homepage

e Younow have the followingoptions

o Option#1:Youcanhavea live chat witha 1-800-MEDICARE
representative

o Option #2: You can select your STATE from the dropdown
menu and click GO. This will take youto a page with phone
numbers and resources specific to your state.

Method SHINE (“Serving the Health Information Needs of Everyone”)—
Massachusetts SHIP Contact Information

CALL 1-800-243-4636

TTY (800)439-2370

This numberrequires special telephone equipmentand is only for
people who have difficulties with hearing or speaking.

WRITE SHINE _ _
Executive Office of Elder Affairs

One Ashburton Place, 5th floor
Boston, MA 02108

WEBSITE www.mass.gov/health-insurance-counseling


http://www.medicare.gov/
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SECTION4 Quality Improvement Organization

Thereis a designated Quality Improvement Organizationfor serving Medicare beneficiaries in
each state. For Massachusetts, the Quality Improvement Organization is called KEPRO.

KEPRO has a group of doctors and other health care professionals whoare paid by Medicare to
check on and help improve the quality of care for people with Medicare. KEPRO is an
independent organization. It is not connected with our plan.

You should contact KEPRO in any of these situations:

¢ Youhave a complaint about the quality of care youhavereceived.

e You think coverage for your hospital stay is endingtoo soon.

¢ You think coverage for your home health care, skilled nursingfacility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are endingtoo soon.

Method KEPRO Massachusetts’s Quality Improvement Organization—
Contact Information
CALL 1-888-319-8452

Weekdays: 9:00 a.m. to 5:00 p.m.
Eastern, Central, Mountain, Pacific, Alaska, and Hawaii-Aleutian time

Weekends and Holidays : 11:00 a.m. to 3:00 p.m. Eastern, Central,
Mountain, Pacific, Alaska, and Hawaii-Aleutiantime

TTY 711

WRITE KEPRO
BFCC-QIO Program

5700 Lombardo Center Dr.
Suite 100
Seven Hills, OH 44131

WEBSITE https://www.keprogio.com/

SECTIONS Social Security

Social Security is responsible for determiningeligibility and handlingenrollment for Medicare.
U.S. citizens and lawful permanentresidents who are 65 or older, or whohave a disability or
End-Stage Renal Disease and meet certain conditions, are eligible for Medicare. If you are
already getting Social Security checks, enrollmentinto Medicare is automatic. If you are not


http://www.keproqio.com/
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getting Social Security checks, you haveto enrollin Medicare. To apply for Medicare, you can
call Social Security or visit your local Social Security office.

Social Security is also responsible for determiningwho has to pay an extraamount for their Part
D drug coverage because they have a higher income. If you got a letter from Social Security
telling you thatyou have to pay the extraamountand have questions aboutthe amountor if your
income went down because of a life-changing event, you can call Social Security to ask for
reconsideration.

If you move or change your mailingaddress, it is important that you contact Social Security to
let them know.

Method Social Security — Contact Information

CALL 1-800-772-1213
Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

You can use Social Security’s automated telephone services to get
recorded information and conduct some business 24 hours a day.

TTY 1-800-325-0778

This numberrequires special telephone equipmentand is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

WEBSITE WWW.SSa.20V

SECTION 6 Medicaid

Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources. Some people with Medicare are also eligible
for Medicaid. The programs offered through Medicaid help people with Medicare pay their
Medicare costs, such as their Medicare premiums. These “Medicare Savings Programs” include:

¢ Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and other cost sharing (like deductibles, coinsurance, and copayments). (Some
people with QMB are also eligible for full Medicaid benefits (QMB+).)

e Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

¢ Qualifying Individual (QI): Helps pay Part B premiums.
¢ Qualified Disabled & Working Individuals (QDWTI): Helps pay Part A premiums.


http://www.ssa.gov/
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To find outmore about Medicaid and its programs, contact MassHealth.

Method MassHealth Massachusetts’ Medicaid program— Contact
Information
CALL 1-800-841-2900

Monday - Friday, 8 a.m. - 5 p.m.
TTY 1-800-497-4648

This numberrequires special telephone equipmentand is only for
people who have difficulties with hearing or speaking. ]

WRITE MassHealth Customer Service Center
100 Hancock St, 6thFloor

Quincy, MA 02171
WEBSITE www.mass.gov/orgs/masshealth

SECTION7 Informationabout programs to help people pay for
their prescription drugs

The Medicare.gov website (https:/www.medicare.gov/drug-coverage-part-d/costs-for-medicare-
drug-coverage/costs-in-the-coverage-gap/S-ways-to-get-help-with-prescription-costs) provides
information on howto lower your prescription drugcosts. For people with limited incomes, there
are also other programs to assist, described below.

Medicare’s “ExtraHelp” Program

Medicare provides “Extra Help” to pay prescription drug costs for people who have limited
income and resources. Resources include your savings and stocks, but not yourhomeor car. If
you qualify, you get help paying for any Medicare drug plan’s monthly premium, yearly
deductible, and prescriptioncopayments. This “Extra Help” also counts toward your out-of-
pocketcosts.

If you automatically qualify for “Extra Help” Medicare will mail you a letter. You will nothave
to apply. If you do not automatically qualify you may be able to get “Extra Help” to pay foryour
prescription drug premiums and costs. To see if you qualify for getting “Extra Help,” call:

e 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours
a day, 7 days a week.

e The Social Security Office at 1-800-772-1213, between 8 am to 7 pm, Mondaythrough
Friday. TTY users should call 1-800-325-0778 (applications); or

e Your State Medicaid Office (applications). (See Section 6 of this chapter for contact
information.)


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs
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If you believe you have qualified for “Extra Help”and you believe that you are payingan
incorrect cost-sharingamount when you get your prescription at apharmacy,ourplanhas a
process for you to either requestassistance in obtainingevidence of your proper copayment
level, or, if you already have the evidence, to provide this evidenceto us.

e If you think you qualify for extra help with your prescription drugcosts, butdonothave
or cannot find proof, please contact Customer Service at (855) 833-3668. TTY users
should call 711 for assistance. We will work with you to update your Extra Help
program status based on the best available evidence.

e  When we receive the evidenceshowingyour copaymentlevel, we willupdate our system
so that you can pay the correct copayment when you get your next prescription at the
pharmacy. If you overpay your copayment,we will reimburse you. Either we will
forward a check to youin the amount of your overpayment, or we will offset future
copayments. If the pharmacy hasn’t collected a copayment from you and is carryingyour
copayment as adebt owed by you, we may make the payment directly to the pharmacy. If
a state paid on your behalf, we may make payment directly to the state. Please contact
Customer Service if you have questions.

Whatif youhave coverage froma State Pharmaceutical Assistance Program (SPAP)?

Many states and the U.S. Virgin Islands offer help payingfor prescriptions, drugplan premiums
and/or other drug costs. If you are enrolled in a State Pharmaceutical Assistance Program
(SPAP), or any other program that provides coverage for Part D drugs (other than “Extra Help”),
you still get the 70% discounton covered brandname drugs. Also, the plan pays 5% of the costs
of brand drugs in the coverage gap. The 70% discount and the 5% paid by the plan are both
applied to the price of the drugbefore any SPAP or other coverage.

What if you have coverage froman AIDS Drug Assistance Program (ADAP)?
What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. MedicarePart D prescription drugs that
are also on the ADAP formulary qualify for prescription cost-sharing assistance. In
Massachusetts, the State ADAP is Massachusetts HIV Drug Assistance Program — HDAP.

Note: To be eligible for the ADAP operating in your State, individuals must meet certain
criteria, includingproof of State residenceand HIV status, low income as defined by the State,
and uninsured/under-insured status. If you change plans, please notify your local ADAP
enrollment worker so you can continue to receive assistance. For information on eligibility
criteria, covered drugs, orhow to enroll in the program, pleasecall 1-800-228-2714. The address
for the Massachusetts HIV Drug Assistance Program — HDAP is:

Community Research Initiative of New England/HDAP
The Schrafft’s City Center

529 Main Street, Suite 301

Boston, MA 02129
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State Pharmaceutical Assistance Programs

Many states have State Pharmaceutical Assistance Programs that help some people pay for
prescription drugs based on financial need,age, medical condition, or disabilities. Each state has
different rules to provide drug coverage to its members.

In Massachusetts, the State Pharmaceutical Assistance Program is Prescription Advantage.

Method Prescription Advantage (Massachusetts’ State Pharmaceutical
Assistance Program) — Contact Information

CALL 1-800-AGE-INFO (1-800-243-4636
Monday through Friday, 9 AM — 5 PM EST

TTY 1-877-610-0241 This number requires special telephone equipment
and 1s only forpeople whohave difficulties with hearing or speaking.

WRITE Prescription Advantage
P.O.Box 15153

Worcester, MA 01615-0153

WEBSITE https://www.mass.gov/prescription-drug-assistance

SECTION S8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
receive your Medicare through the Railroad Retirement Board, it is important that you let them
know if you move or change your mailingaddress. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.


https://www.mass.gov/prescription-drug-assistance
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Method Railroad Retirement Board — Contact Information

CALL 1-877-772-5772
Calls to this number are free.

If you press “0,” you may speak with an RRB representative from 9:00
am to 3:30 pm, Monday, Tuesday, Thursday, and Friday, and from
9:00 am to 12:00 pm on Wednesday.

If you press “1”, youmayaccess the automated RRB Helpline and
recorded information 24 hours a day, including weekends and
holidays.

TTY 1-312-751-4701

This numberrequires special telephone equipmentand is only for
people who have difficulties with hearing or speaking.

Calls to this number are notfree.

WEBSITE rrb.gov/

SECTIONY9 Do you have “group insurance” orother health
insurance from an employer?

If you (or your spouse) get benefits from your (or your spouse’s) employer or retiree group as
part of this plan, you may call the employer/union benefits administrator or Customer Serviceif
you have any questions. You can ask about your (or your spouse’s) employer or retiree health
benefits, premiums, or the enrollmentperiod. (Phone numbers for Customer Serviceare printed
on the back cover of this document.) You may also call 1-800-MEDICARE (1-800-633-4227;

TTY: 1-877-486-2048) with questions related to your Medicare coverage under this plan.

If you have other prescription drug coverage through your (or your spouse’s) employer or
retiree group, please contactthat group’s benefits administrator. The benefits administrator
can help you determine how your current prescription drugcoverage will work with our plan.


https://rrb.gov/
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SECTION1 Thingsto know aboutgetting your medical care as a
member of our plan

This chapter explains what youneed to know about using the plan to get your medical care
covered. It gives definitions of terms and explains the rules you will need to follow to get the
medical treatments, services,equipment, prescription drugs, and other medical care that are
covered by the plan.

For the details on what medical care is covered by our plan and howmuch you pay when you
get this care, use the benefits chartin the nextchapter, Chapter4 (Medical Benefits Chart, what
is covered and what you pay).

Section 1.1 What are “network providers” and “covered services”?

e “Providers” are doctors and other health care professionals licensed by the state to
provide medical services and care. The term “providers” also includes hospitals and
other health care facilities.

e “Networkproviders” are the doctors and other health care professionals, medical
groups, hospitals, and other health care facilities thathave an agreement with us to accept
our payment and your cost-sharing amount as payment in full. We have arranged for
these providers to deliver coveredservices to members in our plan. The providersin our
network bill us directly for care they give you. When you see a network provider, you
pay only your share of the cost for their services.

e “Coveredservices” include all the medical care, health care services, supplies
equipment, and Prescription Drugs that are covered by our plan. Your covered services
for medical care are listed in the benefits chartin Chapter 4. Your covered services for
prescription drugs are discussed in Chapter 5.

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

As a Medicare health plan, Mass General Brigham Advantage Premier (PPO) must cover all
services covered by Original Medicare and must follow Original Medicare’s coverage rules.

Mass General Brigham Advantage Premier (PPO) will generally cover your medical care as
longas:

e The care youreceive is included in the plan’s Medical Benefits Chart (this chartis in
Chapter 4 of this document).

e The care youreceive is considered medically necessary. “Medically necessary” means
that the services, supplies, equipment, or drugs are needed for the prevention, diagnosis,
or treatment of your medical condition andmeet accepted standards of medical practice.

e Youreceive your care from a provider who is eligible to provide services under
Original Medicare. As a memberofourplan, youcan receiveyour carefrom eithera




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 32
Chapter 3 Using the plan for your medical services

network provider oran out-of-network provider (for more about this, see Section 2 in this
chapter).

The providers in our network are listed in the Provider Directory.

If you use an out-of-network provider, your share ofthe costs for your coveredservices may be
higher.

Please note: While you can getyour care from an out-of-network provider, the provider mustbe
eligible to participate in Medicare. Except for emergency care, we cannot pay a provider who is

noteligible to participate in Medicare. If you go to a provider who is noteligible to participate in
Medicare, you will be responsible for the full cost of the services youreceive. Check with your

provider before receiving services to confirm that they are eligible to participate in Medicare.

SECTION 2 Using network and out-of-network providersto get
your medical care

Section 2.1 You may choose aPrimary Care Provider (PCP) to provide and
oversee your medical care

What is a “PCP” and what does the PCP do for you?
Whatis a “PCP”?

A “PCP” is your Primary Care Provider. Your PCP is a provider who meets state requirements
and is trained to give you basic medical care. As a member of our plan, we strongly encourage
you to choose a PCP from the choices listed in the Mass General Brigham Medicare Advantage
Provider Directory. You can get your routine or basic care fromyour PCP. Many types of
providers can be PCPs, including:

. Family practice doctors

. General practice doctors

. Internal Medicine doctors or internists, who treat people over theage of 18
. Nurse Practitioners

. Physician Assistants

The role of your PCP includes managingyour overall health care. Your PCP does

this by seeing you on a regular basis and coordinating the use of specialists. Your

PCP will also help you plan continued health care services following a

hospitalization, surgery, emergencies, urgent care, and other services that require follow up care.

Your PCP will provide most of your care includingroutine and preventive services.
Your PCP will also coordinate other services you get, including referrals to other
specialists as needed, requesting additional tests and procedures as needed, and
monitoring the care you receive from other providers.

Your PCP should be aware of all care you receive in order to help you make well informed
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decisions about your health care. This includes inpatient hospitalizations, outpatient procedures,
and specialistvisits. In some cases, your PCPwill need to get prior authorization (priorapproval)
from us before certain treatment and procedures are covered.

Your PCP will provide routine or basic health care for you and help arrange or coordinate your
care if you need specialty orother healthcare services. Ourplan does not require that your PCP
provide a referralin order for you to see a specialist, butitis a good idea to work with your PCP
to help manage and coordinate the healthcare services you require.

How do you choose your PCP?

When you become a member of our plan, you can choose aprovider to be your PCP. You can
find available PCPs in the Mass General Brigham Medicare Advantage Provider Directory or
call Customer Service to discuss available PCPs.

Changing your PCP

You may change your PCP for any reason at any time. Also, it’s possible that your PCP might
leave our plan’s network of providers and you would have to find a new PCPin our plan or you
will pay more for covered services.

To change your PCP, call Customer Service. They will check to be sure the PCP you want to
switch to is acceptingnew patients. Member Service will change your membership record to
show the name of your new PCP. You can also log into the member portal at
Member.MassGeneralBrighamHealthPlan.organd change your PCP there. The change will
be made on the date we get your request.

Section 2.2 How to get care from specialists and other network providers

A specialistis a doctor who provides health care services for a specific disease or partof the
body. There are many kinds of specialists. Here are a few examples:

e Oncologists care for patients with cancer.
e Cardiologists care for patients with heart conditions.

e Orthopedists care for patients with certain bone, joint, or muscle conditions.

As a member of Mass General Brigham Advantage Premier (PPO) you are notrequired to obtain
areferral from your PCPin orderto see a specialist, though itis a good idea foryou to keep your
PCP informed and awareof the care you are getting from specialists so that he or she is able to
help assist if needed. Your PCP selection will not impact what specialists you are able to see.

You must use network providers to get your medical care and services. If you go elsewhere without proper
authorization you will have to pay in full. The only exceptions are emergencies, urgently needed services
when the network is not available (that is, in situations when it is unreasonable or not possible to obtain
services in-network), out-of-area dialysis services, and cases in which Mass General Brigham Advantage
(PPO) authorizes use of out-of-network providers. As this is a PPO plan, you are authorized to use out-of-
network providers but please note the cost differentials listed in this document for their use. Please call the
customer service department with any questions.
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Prior authorization process In some cases, your PCP or other provider may need to get approval in
advance from our Clinical Department for certain types of services or tests that you receive in-network
(this is called getting “prior authorization”). Obtaining prior authorization is the responsibility of the
PCP or treating provider. Services and items requiring prior authorization are listed in the Medical
Benefits Chart in Chapter 4, Section 2.1. Prior authorization is not required for covered services
received out-of-network; however, if we later determine that the services you received were not covered
or were not medically necessary, we may deny coverage and you will be responsible for the entire cost.
You or your doctor may ask for a pre-visit coverage decision to confirm that the services you are
getting are covered and are medically necessary by calling Customer Service.

What if a specialist or another network provider leaves our plan?

We may make changes to the hospitals, doctors, and specialists (providers) thatare partof your
plan during the year. If your doctor or specialist leaves your plan you have certain rights and
protections that are summarized below:

e Eventhough ournetwork of providers may change duringthe year, Medicare requires
that we furnish you with uninterrupted access to qualified doctors and specialists.

e We will make a good faith effortto provide you with atleast30 days’ notice thatyour
provider is leaving our plan so that you have time to select a new provider.

e We will assist you in selectinganew qualified provider to continuemanaging your health
care needs.

e If youareundergoingmedical treatmentyou havetherightto request, and we will work
with you to ensure, that the medically necessary treatment you are receiving is not
interrupted.

e If our network doesnothave a qualifiedspecialistfora plan-covered service, we must
cover that service at in-network cost sharing. Prior authorization is required.

e Ifyou find outthatyour doctor or specialistis leavingyour plan, please contactus so we
can assist you in finding a new provider to manage your care.

e If you believe we have not furnished youwith a qualified provider to replace your
previous provider or that your care is not being appropriately managed, you have the
right to file a quality of care complaintto the QIO, a quality of care grievance to the plan,
or both. Please see Chapter 9.

Section 2.3 How to get care from out-of-network providers

As a member of our plan,you can choose to receive care from out-of-network providers.
However, please noteproviders that do not contract with us are under no obligation to treat you,
except in emergency situations. Our plan will cover services from either network or out-of-
network providers, as long as the services are covered benefits and are medically necessary.
However, if you use an out-of-network provider, your share of the costs for your covered
services may be higher. Here are other important things to know about using out-of-network
providers:
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e Mass General Brigham Health Plan will give members currently seeinga specialistwho
is not in our network a 30-day transition period at the in-network cost-share and will
assist you in finding a provider who is in our network to continue your care after the
transition period ends.

e You can get your care from an out-of-network provider; however, in most cases that
provider must be eligible to participate in Medicare. Except for emergency care, we
cannot pay a provider who is not eligible to participate in Medicare. If you receive care
from a provider who is noteligible to participate in Medicare, you will be responsible for
the full cost of the services youreceive. Check with your provider before receiving
services to confirm thatthey are eligible to participate in Medicare.

You don’tneed to get a referral or prior authorization when you get care from out-of-
network providers. However, before gettingservices from out-of-network providers you
may want to ask for a pre-visit coverage decision to confirm that the services you are
getting are covered and are medically necessary. (See Chapter9, Section 4 for
information about asking for coverage decisions.) This is important because:

o Withouta pre-visit coverage decision, if we later determine that the services are
notcovered or were notmedically necessary, we may deny coverage and you will
be responsible for the entire cost. If we say we will not cover your services, you
have the right to appeal our decisionnot to cover your care. See Chapter 9 (What
to do if you have a problem or complaint) to learn how to makean appeal.

e Itis bestto ask an out-of-network provider to bill the plan first. But, if you have already
paid for the covered services, we will reimburse you for our share of the cost for covered
services. Or if an out-of-network provider sends you a bill that you think we should pay,
you can send itto us forpayment. See Chapter 7 (Asking us to pay our share of a bill you
have received for covered medical services or drugs) for information about what to do if
you receive a bill or if you need to ask for reimbursement.

e If you are usingan out-of-network provider for emergency care, urgently needed
services, or out-of-area dialysis, youmaynothaveto pay a higher cost-sharingamount. See Section
3 for more information about these situations.

SECTION3 How to get serviceswhen you have an emergency or
urgent need for care or during a disaster

Section 3.1 Getting care if you have a medical emergency

What is a “medical emergency” and what should you do if you have one?

A “medical emergency” is when you, or any other prudent layperson with an average
knowledge of health and medicine, believe that you have medical symptoms that require
immediate medical attention to prevent your loss oflife (and, if you are a pregnant woman, loss
of an unborn child), loss of a limb or function of a limb, or loss of or serious impairment to a
bodily function. The medical symptoms may be an illness, injury, severe pain,or a medical
condition that is quickly getting worse.
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If you have a medical emergency:

e Get help as quickly as possible. Call 911 for help or go to the nearestemergency room
or hospital. Call for an ambulance if youneed it. You do not need to get approval or a
referral first from your PCP. You do not need to use a network doctor. You may get
covered emergency medical care whenever you need it, anywhere in the United States or
its territories, and from any provider with an appropriate state license evenif they are not
part of our network. Our plan also coversworldwideemergency, ambulance, and urgent
care coverage when you are outside of the United States. For more information, see the
Medical Benefits chart in Chapter 4 of this EOC.

e Assoon as possible, make sure that our plan has been told about your emergency.
We need to follow up on your emergency care. You or someone else should callto tell us
aboutyour emergency care, usually within 48 hours. The number to callis on the back of
your membership ID card.

What is covered if you have a medical emergency?

Our plan covers ambulance services in situations where gettingto the emergency room in any
other way could endanger your health. We also cover medical services duringthe emergency.

The doctors who are givingyou emergency care will decide when your condition is stable,
and the medical emergency is over.

After the emergency is over, you are entitled to follow-up care to be sure your condition
continues to be stable. Your doctors will continue to treat youuntil your doctors contact us
and make plans for additional care. Your follow-up care will be covered by our plan.

If you getyour follow-up care from out-of-network providers, you will pay the higher out-of-
network cost sharing.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go
in for emergency care — thinkingthat your health is in serious danger — and the doctor may say
that it wasn’ta medical emergency after all. If it turns out that it was not an emergency, as long
as you reasonably thought your health was in serious danger, we will cover your care.

However, after the doctor has said that it was nof an emergency, the amount of cost sharingthat
you pay will depend on whether you get the care from network providers or out-of-network
providers. If youget the care from network providers, your share of the costs will usually be
lower than if you get the care from out-of-network providers.
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Section 3.2 Getting care when you have an urgent need for services

What are “urgently needed services”?

An urgently needed service is a non-emergency situationrequiringimmediate medical care but
given your circumstances, it is not possible or not reasonable to obtain these services from a
network provider. The plan mustcoverurgently needed services provided out of network. Some
examples of urgently neededservices are 1) a severe sore throat that occurs over the weekend or
11) anunforeseen flare-up of aknownconditionwhen you are temporarily outsidethe service
area.

There are several ways that you can access urgently needed services. You can contact your
provider, go to an urgent care center, or contact On Demand, whichprovides telehealth services
24 hours a day, seven days a week. Please visit MassGeneralBrighamAdvantage.org for more
information on how to access OnDemand. If you would like to go to an urgent care center, you
can look in the provider directory to find one near to you or youcan call Customer Service and
they will be able to help you.

Our plan covers worldwide emergency and urgent services outside the United Statesunder the
following circumstances: medical emergencies and urgently needed services. These are limited
to services that would be classified as emergency or post stabilization care had they been
provided in the United States or its territories. Part D prescription drugs obtained ata retail
pharmacy outside of the U.S. and its territories are not covered. Foreign taxes and fees
(includingbut not limited to currency conversionor transaction fees) are not covered. And
transportation back to the U.S. or its territories, from another country is not covered.

Section 3.3 Getting care during a disaster

If the Governorof yourstate, the U.S. Secretary of Health and Human Services, orthe President
of the United States declares a state of disaster or emergency in your geographic area,you are
still entitled to care from your plan.

Please visit the followingwebsite: www.MassGeneralBrighamAdvantage.orgfor information on
how to obtain needed care during a disaster.

If you cannot use a network provider duringa disaster, your plan willallow you to obtain care
from out-of-network providers atin-network costsharing. If you cannotuse anetwork pharmacy
duringa disaster, you may be able to fill your prescription drugs atan out-of-network pharmacy.
Please see Chapter 5, Section 2.5 for more information.

SECTION4 What if you are billed directly for the full cost of your
services?

Section 4.1 You can ask us to pay our share of the cost of covered
services

If you have paid more than yourplan cost sharing for covered services, or if you have received a
bill for the full cost of covered medical services, go to Chapter 7 (4sking us to pay our share ofa
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bill you have received for covered medical services or drugs) for information about what to do.

Section 4.2 If services are not covered by our plan, you must pay the full
cost

Mass General Brigham Advantage Premier (PPO) covers all medically necessary services as
listed in the Medical Benefits Chartin Chapter4 of this document. If you receive services not
covered by our plan, you are responsible for paying the full cost of services.

For covered services that havea benefit limitation, you also pay the full cost of any services you
get after you have used up your benefit for that type of covered service. The cost you pay once
you haveused up the benefit fora specific service will not apply to your out-of-pocket maximum.

SECTIONS How are yourmedical services coveredwhen you are
in a “clinical research study”?

Section 5.1 What is a “clinical research study”?

A clinicalresearch study (also called a “clinical trial”’) is a way that doctors and scientists test
new types of medical care, like how well a new cancer drug works. Certain clinical research
studies are approved by Medicare. Clinical research studies approved by Medicare typically
request volunteers to participate in the study.

Once Medicare approves the study, and you express interest, someone who works on the study
will contact you to explain more about the study and seeif you meet the requirements set by the
scientists who are running the study. You can participate in the study as long as you meet the
requirements for the study and you have a full understandingand acceptance of what is involved
if you participate in the study.

If you participate in a Medicare-approved study, Original Medicare pays mostofthe costs forthe
covered services youreceive as partofthe study. If you tellus thatyou are in a qualified clinical
trial, then you are only responsible for the in-network costsharing for the services in thattrial. If
you paid more, for example, if youalready paid the Original Medicare cost-sharingamount, we
will reimburse the difference between what you paid and the in-network cost sharing. However,
you will need to provide documentation to showus how much you paid. When you are in a
clinical research study, you may stay enrolledin our plan and continue to get the rest of your
care (the care that is not related to the study) through our plan.

If you want to participate in any Medicare-approved clinical research study, youdo not need to
tell us or to get approval from us or your PCP. The providers thatdeliver your care as partof the
clinicalresearch study do notneed to be part of our plan’s network of providers.

Although you do notneed to get our plan’s permission to be in a clinical research study, we
encourage you to notify us in advance when you choose to participate in Medicare-qualified
clinicaltrials.

If you participate in a study that Medicare hasnot approved, you will be responsible for paying
all costs for your participation in the study.
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Section 5.2 When you participate in a clinical research study, who pays for
what?

Onceyou join a Medicare-approved clinical research study, Original Medicare covers the routine
items and services you receive as part of the study, including:

e Room and board for ahospital stay that Medicare would pay forevenif youweren’tin a
study.

e An operation or other medical procedure if itis partof the research study.

o Treatmentof side effects and complications of the new care.

After Medicare has paid its share of the cost for these services, our plan will pay the difference
between the costsharingin Original Medicare and your in-network costsharingas amember of
our plan. This means you will pay the same amount for the services you receive as part of the
study as you would if you received these services from our plan. However, you are required to
submitdocumentation showinghow muchcostsharingyou paid. Please see Chapter 7 for more
information for submitting requests for payments.

Here’s an example of how the cost sharing works: Let’s say that you havea lab test that
costs $100 as partof the research study. Let’s also say thatyour share of the costs for this
test is $20 under Original Medicare, but the test would be $10 under our plan’s benefits.
In this case, Original Medicare would pay $80 for the test and you would pay the $20
copay required under Original Medicare. You would then notify your plan that you
received a qualified clinical trial service and submit documentation, such as a provider
bill, to the plan. The plan would then directly payyou$10. Therefore, your net payment
is $10, the same amount you would pay under our plan’s benefits. Please note that in
order to receive payment fromyour plan, youmust submit documentation to your plan,
such as a provider bill.

When you are partofa clinical research study, neither Medicare nor our planwill pay for any
of the following:

e Generally, Medicare willnotpay for the new item or service thatthe study is testing
unless Medicare would cover the item or service even if you were not in a study.
Items or services provided only to collect data, and not used in your direct health care. For
example, Medicare would notpay for monthly CT scans doneas partof'the study if your medical
condition would normally require only one CT scan.
Do you want to know more?

You can get more information about joining a clinical research study by visiting the Medicare
website to read or download the publication “Medicare and Clinical Research Studies.” (The
publication is available at: www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-
Studies.pdf.) Youcan also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

SECTIONG Rules forgetting care in a “religious non-medical
health care institution”
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Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care fora condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or
a skilled nursing facility is againsta member’s religious beliefs, we will instead provide
coverage for care in areligious non-medical health care institution. This benefitis provided only
for Part A inpatient services (non-medical health care services).

Section 6.2 Receiving Care from a Religious Non-Medical Health Care
Institution

To get care from a religious non-medical health care institution, you mustsign alegal document
that says you are conscientiously opposed to getting medical treatment that is “non-excepted.”

e “Non-excepted”’medical care or treatment is any medical care or treatment that is
voluntary and not required by any federal, state, or local law.

e “Excepted” medical treatment is medical care or treatment that you get that is not¢
voluntary or is required under federal, state, or local law.

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

e The facility providingthe care must be certified by Medicare.
e Ourplan’s coverage of services you receive is limited to non-religious aspects of care.

e If you getservices from this institution thatare provided to you in a facility, the
followingconditions:

o You must have amedical condition that would allow you to receivecovered services
for inpatient hospital care or skilled nursing facility care.

o —and—you mustget approvalin advance from our plan before youare admitted to
the facility, or your stay will not be covered.

Yourcoverage and benefit limits forreligious non-medical health care institution services are
the same as for inpatient hospital care, skilled nursing facility care or home health agency care
as described in the Medical Benefits Chartin Chapter 4 of this booklet.

SECTION7 Rules for ownership of durable medical equipment

Section 7.1 Will you ownthe durable medical equipment after making a
certain number of payments under our plan?

Durable medical equipment (DME) includes items such as oxygen equipment and supplies,
wheelchairs, walkers, powered mattress systems, crutches, diabetic supplies, speech generating
devices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider for use in the
home. The member alwaysowns certain items, such as prosthetics. In this section, we discuss
other types of DME that you must rent.
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In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of Mass General Brigham Advantage
(PPO), youmay be able to own certain types of DME equipmentonce your copayments equal
the purchase price of the DME item. Please call your DME provider for more information.

What happens to payments you made for durable medical equipment if you
switch to Original Medicare?

If you did not acquire ownership of the DME item while in ourplan, you will have to make 13
new consecutive payments after you switch to Original Medicare in orderto own the item. The
payments made while enrolled in your plan do not count.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined ourplan. The payments youmade in Original Medicare do not count. You will have
to make 13 payments to our plan before owning the item.

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. You were in our plan but did not obtain ownership while in our plan. You
then go back to Original Medicare. You will have to make 13 consecutive new payments to own
the item once you join Original Medicare again. All previous payments (whether to our plan or
to Original Medicare) do not count.

Section 7.2 Rules for oxygen equipment, supplies, and maintenance

What oxygen benefits are you entitled to?

If you qualify for Medicare oxygen equipment coverage Mass General Brigham Advantage
Premier (PPO)will cover:

e Rental of oxygen equipment
e Delivery of oxygen and oxygen contents
e Tubingand related oxygen accessories for the delivery of oxygen and oxygen contents

¢ Maintenance and repairs of oxygen equipment

If you leave Mass General Brigham Advantage Premier (PPO) orno longer medically require
oxygen equipment, then the oxygen equipment must be returned.

What happens if you leave your plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provideyou services for five years. Duringthe
first 36 months you rent the equipment. The remaining 24 months the supplier provides the
equipment and maintenance (you are still responsible for the copayment for oxygen). After five
years you may choose to stay with the same company or go to another company. At this point,
the five-year cycle begins again, even if you remain with the same company, requiring you to
pay copayments for the first 36 months. If you join or leave our plan, the five-year cycle starts
over.




CHAPTER 4:

Medical Benefits Chart
(what is coveredand what you pay)
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SECTION1 Understanding yourout-of-pocket costs forcovered
services

This chapter provides a Medical Benefits Chart that lists your covered services and shows how
much you will pay for each covered service as a member of Mass General Brigham Advantage
Premier (PPO). Later in this chapter, you can find information aboutmedical services thatare not
covered. It also explains limits on certain services.

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

To understand the paymentinformation, we give you in this chapter, youneed to know about the
types of out-of-pocket costs youmay pay for your covered services.

e A “copayment” is the fixed amount you pay each time you receive certain medical
services. You pay a copayment at the time you get the medical service. (The Medical
Benefits Chart in Section 2 tells you more about your copayments.)

e “Coinsurance” is the percentage you pay of the total cost of certain medical services.
You pay a coinsurance at the time you get the medical service. (The Medical Benefits
Chart in Section 2 tells you more about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB)
program should never pay deductibles,copayments, or coinsurance. Be sure to show your proof
of Medicaid or QMB eligibility to your provider, if applicable.

Section 1.2 What is the most you will pay for Medicare Part A and Part B
covered medical services?

Underourplan, there are two different limits on what you haveto pay out-of-pocket for covered
medical services:

e Yourin-network maximum out-of-pocket amount is $3,450. This is the most you pay
duringthe calendar year for covered plan services received from network providers. The
amounts you pay for copayments, and coinsurance for covered services from network
providers count toward this in-network maximum out-of-pocket amount. The amounts
you pay for Part D prescription drugs, and services from out-of-network providers do not
count toward your in-network maximum out-of-pocket amount. In addition, amounts you
pay for some services do not count toward your in-network maximum out-of-pocket
amount. These services are marked with an asterisk in the Medical Benefits Chart. If you
have paid $3,450 for covered Part A and Part B services from network providers, you
will not have any out-of-pocket costs for the rest of the year when you see our network
providers. However, you must continue to pay the Medicare Part B premium (unless your
Part B premium is paid for you by Medicaid or another third party).
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Your combined maximum out-of-pocket amount is $5,450. This is the mostyou pay
during the calendar year for covered plan services received from both in-network and
out-of-network providers. The amounts you pay for copayments, and coinsurance for
covered services count toward this combined maximum out-of-pocket amount. (The
amounts you pay foryour Part D prescription drugs do not count toward your combined
maximum out-of-pocket amount. In addition, amounts you pay for some services do not
counttoward your combined maximum out-of-pocketamount. These services are marked
with an asterisk in the Medical Benefits Chart.) If you have paid $5,450 for covered
services, you will have 100% coverage and will not have any out-of-pocket costs for the
rest of the year for covered Part A and Part B services. However, you must continueto
pay the Medicare Part B premium (unless your Part B premium is paid for you by
Medicaid or another third party).

Section 1.6 Our plan does not allow providers to “balance bill” you

As a member of Mass General Brigham Advantage Premier (PPO), an important protection for
you is that you only have to pay your cost-sharingamountwhen you getservices covered by our
plan. Providers may not add additional separate charges, called “balance billing.” This protection
applies even if we pay the provider less than the provider charges for a service and even if there
is a dispute and we don’t pay certain provider charges.

Here is how this protection works.

If your cost sharingis a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for any covered services from a network provider. You will
generally have higher copays when you obtain care from out-of-network providers.

If your cost sharing is a coinsurance (a percentage of the total charges), then you never
pay more than that percentage. However, your cost depends on which type of provider
you see:

o Ifyou obtain covered services fromanetwork provider,you pay the coinsurance
percentage multiplied by the plan’s reimbursement rate (as determined in the
contract between the provider and the plan).

o Ifyouobtain covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare
payment rate for participating providers.

o If'you obtain covered services from an out-of-network provider who does not
participate with Medicare, then you paythe coinsurance amountmultiplied by the
Medicare payment rate for non-participating providers.

If you believe a provider has “balancebilled” you, call Customer Service.
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SECTION 2 Use the Medical Benefits Chartto find out whatis
covered and how much you will pay

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

The Medical Benefits Chart on the following pages lists the services Mass General Brigham
Advantage Premier (PPO)covers and what you pay out-of-pocket for each service. Part D
prescription drugcoverage is covered in Chapter 5. The services listed in the Medical Benefits
Chart are covered only when the following coverage requirements are met:

e YourMedicarecovered services mustbe provided accordingto the coverage guidelines
established by Medicare.

e Yourservices (includingmedical care, services, supplies, equipment, and Part B
prescription drugs) must be medically necessary. “Medically necessary” means that the
services, supplies, ordrugs are needed for the prevention, diagnosis, or treatment of your
medical condition and meet accepted standards of medical practice.

e Some of the services listed in the Medical Benefits Chartare covered as in-network
services only if your doctor or other network provider gets approval in advance

(sometimes called “prior authorization”) from Mass General Brigham Advantage
Premier (PPO).

o Coveredservices thatneed approval in advance to be covered as in-network
services are marked in italics in the Medical Benefits Chart.

o Youneverneed approval in advance for out-of-networkservices fromout-of-
network providers.

While you don’t need approval in advance for out-of-network services, you or your doctor can
ask us to make a coverage decision in advance.

Other important things to know about our coverage:

e For benefits where your costsharing is a coinsurance percentage, the amount you pay
depends on what type of provider youreceive the services from:

e If youreceivethe covered services from anetwork provider, you pay the coinsurance
percentage multiplied by the plan’s reimbursement rate (as determined in the contract
between the provider and the plan).

e Ifyoureceive the covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare payment
rate for participating providers.

e Ifyoureceive the covered servicesfrom an out-of-network provider who doesnot
participate with Medicare, you pay the coinsurance percentage multipliedby the
Medicare payment rate for non-participating providers.
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e Like all Medicare health plans, we cover everythingthat Original Medicare covers. For
some of these benefits, you pay more in our plan thanyouwould in Original Medicare.
For others, you pay /less. (If you want to know more about the coverage and costs of
Original Medicare, look in your Medicare & You 2023 handbook. View it online at
www.medicare.gov or ask fora copy by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

e Forall preventive services thatare covered atno costunder Original Medicare, we also
coverthe service atno cost to you. However, if you also are treated or monitored for an
existing medical condition during the visit when you receive the preventive service, a
copayment will apply for the care received for the existing medical condition.

e If Medicare adds coverage for anynew services during2023, either Medicare or our plan
will cover those services.

e Please contactus to find outexactly which benefits you may be eligible for.

S . . . . .
) You will see this apple nextto the preventive services in the benefits chart.


http://www.medicare.gov/
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Medical Benefits Chart

Services that are covered for you

What youmust pay when you getthese services

é Abdominal aortic aneurysmscreening

A one-time screening ultrasound for people at
risk. The plan only covers this screeningif you
have certain risk factors and if you getareferral
for it from your physician, physician assistant,
nurse practitioner, or clinical nurse specialist

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for members eligible for this preventive screening.
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Acupuncture for chronic lowbackpain
Covered services include:

Up to 12 visits in 90 days are covered for
Medicare beneficiariesunder the following
circumstances:

For the purpose of this benefit, chronic low back
pain is defined as:

e lasting 12 weeks or longer;

e nonspecific, inthatithasno identifiable
systemic cause (i.e., not associated with
metastatic, inflammatory, infectious,
disease, etc.;

e notassociated with surgery; and
e notassociated with pregnancy.

An additional eight sessions will be covered for
those patients demonstratingan improvement. No
more than 20 acupuncture treatments may be
administered annually.

Treatment mustbe discontinued if the patientis
not improving or is regressing.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social
Security Act (the Act) may furnish acupuncture in
accordance with applicable state requirements.

Physician assistants (PAs), nurse practitioners
(NPs)/clinical nurse specialists (CNSs) (as
identified in 1861(aa) (5) of the Act), and
auxiliary personnel may furnish acupuncture if
they meetall applicable state requirements and
have:

e a masters or doctoral level degree in
acupuncture or Oriental Medicine from a
school accredited by the Accreditation
Commission on Acupunctureand Oriental
Medicine (ACAOM); and,

e acurrent, full, active, and unrestricted
license to practice acupuncture in a State,
Territory, or Commonwealth (i.e., Puerto
Rico) of the United States, or District of
Columbia.

Auxiliary personnel furnishingacupuncture must
be under the appropriate level of supervision of a

In-Network:

You pay a $20 copayment for each visit
for Medicare-coveredservices.

Out-of-Network

You pay a $40 copayment foreach visit
for Medicare-coveredservices.
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Services that are covered for you

What youmust pay when you getthese services

Acupuncture for chronic low back pain,
continued

physician, PA, or NP/CNS required by our
regulationsat42 CFR §§410.26and410.27.

Ambulance services

e Covered ambulance services include fixed
wing, rotary wing, and ground ambulance
services, to the nearest appropriate facility that
can provide care only if they are furnished to a
member whose medical condition is such that
other means of transportation could endanger
the person’s health or if authorized by the
plan.

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

In-Network and Out-of-Network

You pay a $200 copayment for each one-way trip
for Medicare-covered ambulance services.

Before you receive non-emergency ambulance
services in-network, prior authorization must first be
obtained.

\,‘
& Annual physical exam

The covered annual physical exam includes a
detailed medical/family historyand a thorough
head to toe assessment with hands-on examination
of all the body systems to assess overall general
health alongwith providing recommendations for
preventive screenings, vaccination(s), and
counselingabout healthy behaviors. This is
covered once every 12 months. If youreceive
services that address a medical condition during
the same office visit, additional cost-share may

apply.

In-Network and Out-of-Network:

There is no coinsurance or copayment for the annual
physicalexam.
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Services that are covered for you

What youmust pay when you getthese services

} Annual wellness visit

If you’ve had Part B for longer than 12 months,
you can getan annual wellness visitto develop or
update a personalized prevention plan based on
your currenthealth and risk factors. This is
covered once every 12 months.

Note: Your first annual wellness visit can’t take
place within 12 months of your “Welcome to
Medicare” preventivevisit. However, you don’t
need to have had a “Welcometo Medicare” visit
to be covered for annual wellness visits after
you’ve had Part B for 12 months.

In-Network and Out-of-Network:

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

3 Bone mass measurement

For qualified individuals (generally, this means
people atrisk of losing bone mass or at risk of
osteoporosis), the followingservices are covered
every 24 months or more frequently if medically
necessary: procedures to identify bone mass,
detect bone loss, or determine bone quality,
including a physician’s interpretation of the
results.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for Medicare-covered bone mass measurement.

5 Breast cancer screening (mammograms)
Covered services include:

One baseline mammogram between the ages of35
and 39

One screening mammogram every 12 months for
women aged 40 and older

Clinical breast exams once every 24 months

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for covered screening mammograms.
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Services that are covered for you

What youmust pay when you getthese services

Cardiac rehabilitationservices

Comprehensive programs of cardiac rehabilitation
services that include exercise, education, and
counseling are covered for members who meet
certain conditions with a doctor’s order.

The plan also covers intensive cardiac
rehabilitation programs thatare typically more
rigorous or more intense than cardiac
rehabilitation programs.

In-Network:
You pay a $0 copayment for each visit for
Medicare-covered cardiac rehabilitation services

Out-of-Network:
You pay a $0 copayment for each visit for
Medicare-covered cardiac rehabilitation services

\f
' Cardiovascular diseaseriskreduction visit
(therapy for cardiovascular disease)

We cover one visit per year with your primary
care doctor to help lower your risk for
cardiovascular disease. During this visit, your
doctor may discuss aspirin use (if appropriate),
check yourblood pressure, and give you tips to
make sure you’re eating healthy.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for the intensive behavioral therapy cardiovascular
disease preventive benefit.

\f
& Cardiovascular disease testing

Blood tests for the detection of cardiovascular
disease (or abnormalities associated with an
elevated risk of cardiovascular disease) once every
5 years (60 months).

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for cardiovascular disease testing that is covered
once every 5 years.

\r
& Cervical and vaginal cancer screening
Covered services include:

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

If you are athigh risk of cervical or vaginal cancer
or you are of childbearing age and have had an
abnormal Pap test within the past 3 years: one Pap
test every 12 months

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for Medicare-covered preventive Pap and pelvic
exams.
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Services that are covered for you

What youmust pay when you getthese services

Chiropractic services
Covered services include:

We coveronly Manual manipulation ofthe spine
to correct subluxation

In-Network:

You pay a $20 copayment for each visit for
Medicare-coveredservices.

Prior authorization is required after the 20" visit..
Out-of-Network:

You pay a $40 copayment for each visit for
Medicare-coveredservices

é Colorectal cancer screening

For people 50 and older, the followingare
covered:

Flexible sigmoidoscopy (or screening barium
enema as an alternative) every 48 months
One of the followingevery 12 months:
Guaiac-based fecal occult blood test (gFOBT)
Fecal immunochemical test (FIT)

DNA based colorectal screening every 3 years
For people at high risk of colorectal cancer, we
cover:

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

For people notathigh risk of colorectal cancer,
we cover:

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

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
fora Medicare-covered colorectal cancer screening
exam.

If a polyp or other tissue is found and removed
duringthe colorectal cancer screening exam you
may pay your outpatient surgery copayment.
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|| Services that are covered for you

What youmust pay when you getthese services

Dental services

In general, preventive dental services (such as
cleaning, routine dental exams, and dental x-rays)
are not covered by Original Medicare.

Ourplan coversroutine and comprehensive dental
coverage through Liberty Dental Plan. Their
Customer Service phone number is: 888-352-
7556. TTY/TDD users should call 1-877-855-
8039. Special equipment is required to talk to
agents via TTY. Their Customer Service hours are
October 1-March 31, 8:00 a.m.-8:00 p.m. seven
days a week and April 1-September 30, 8:00 a.m.-
8:00 p.m., Monday through Friday.

Diagnostic and preventive services, including:

e Periodic oralevaluation—two every
calendar year

e Intraoralx-rays— onceevery three
calendar years

e Bitewing x-rays — one time per calendar
year

e Panoramic x-rays— once every three
calendar years

e (leanings (prophylaxis) —two visits per
calendar year

e Topical application of fluoride,
excluding varnish—two times per
calendar year
e Teledentistry — two times per calendar year
Comprehensive dental, including:
e Restorative services:

o Basic and resin-based amalgam —
one per surface tooth every
calendar year

o Crowns — one per tooth every five
calendar years

o Re-cementorrebondinlay —one
per tooth per calendar year

e Endodontic services— one per tooth per
calendar year

In-Network:

Diagnostic and preventiveservices - There is no
copayment for covered services.

Comprehensive dental services:

There is no copayment for covered services.

Out-of-Network:

Diagnostic and preventiveservices - There is no
copayment for covered services.

Comprehensive dental services:

You pay 20% coinsurance for coveredservices.

There is a $1,500 combined in-network and out-of-
network annual maximum for

comprehensive dental services. Any unused dollars
will expire at the end of the calendar year.

Out-of-network dentists may submit a claim on
your behalf. If not, then you can submit

the reimbursement request yourself to:

nevadaclaims@libertydentalplan.com

LIBERTY Dental Plan
P.O.Box 401086
Las Vegas, NV 89140

*Your costfor non-Medicare covered dental
services do not count towards your maximum out-
of-pocket amount.
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Services that are coveredfor you What youmust pay when you getthese services

Dental services, continued
e Periodontal services:

o Periodontal scaling and root
planning— one per site/quadrant
every three calendar years

o Scaling in presence of moderate or
severe inflammation — 2 every
calendar year

o Full mouth debridement—one
every three calendar years

o Periodontal maintenance— 2
every calendar year
e Dentures:

o Complete and partial dentures —
once every five years

o Adjustments—once perarch per
calendar year

e Oral and Maxillofacial Services:

o Extraction, erupted tooth, or
exposed root

o Extraction, erupted tooth requiring
removal of bone and/or sectioning
of tooth

In-Network and Out-of-Network:
There is no coinsurance, copayment, or deductible

We coverone screening for depression per year. for an annual depression screening visit.
The screening must be done in a primary care

setting that can provide follow-up treatment
and/or referrals.

éDepression screening

In-Network and Out-of-Network:
There is no coinsurance, copayment, or deductible
for the Medicare covered diabetes screeningtests.

5Diabetes screening

We cover this screening (includes fasting glucose
tests) if you have any of the followingrisk factors:
high blood pressure (hypertension), history of
abnormal cholesterol and triglyceride levels
(dyslipidemia), obesity, or a history of high blood
sugar (glucose). Tests may also be covered if you
meet other requirements, like being overweight
and having a family history of diabetes.

Based on the results of these tests, you may be
eligible forup to two diabetes screenings every 12
months.
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Services that are covered for you

What youmust pay when you getthese services

\f
& Diabetes self-management training, diabetic
services, and supplies

For all people who have diabetes (insulin and
non-insulin users). Covered services include:

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

e Forpeople with diabetes who have severe
diabetic foot disease: One pair per calendar
year of therapeutic custom-molded shoes
(including inserts provided with such
shoes) and two additional pairs of inserts,
or one pair of depth shoes and three pairs of
inserts (notincludingthe non-customized
removable inserts provided with such
shoes). Coverage includes fitting.

e Diabetes self-management trainingis
covered under certain conditions.

In-Network:

You pay a $0 copay fordiabetic supplies and
services.

There is no coinsurance, copayment, or
deductible for diabetes self-management training.

Prior authorization may be required for diabetic
supplies. Please contact Customer Service for more
information.

Out-of-Network:

You pay 20% diabetic supplies andservices.

There is no coinsurance, copayment, or
deductible for diabetes self-management training.

Durable medical equipment (DME) and related
supplies

(For a definition of “durable medical equipment,”
see Chapter 12 as well as Chapter 3, Section 7 of
this document.)

Covered items include, but are not limited to:
wheelchairs, crutches, powered mattress systems,
diabetic supplies, hospital beds ordered by a
provider for use in the home, IV infusionpumps,
speech generating devices, oxygen equipment,
nebulizers, and walkers.

We cover all medically necessary DME covered
by Original Medicare. If our supplierin yourarea
doesnotcarry a particular brand or manufacturer,
you may ask them if they can special order it for

you. CareCentrix is our preferred supplier for
sleep-related DME.

The mostrecentlist of suppliers is availableon
our website at
MassGeneralBrighamAdvantage.org

In-Network and Out-of-Network:

You pay a 20% coinsurance for durable medical
equipment (DME) and related supplies.

Yourcost sharing for Medicare oxygen equipment
coverage is 20% coinsurance, every month.

Yourcost sharing will not change afterbeing
enrolled for 36 months.

Prior Authorization is required for in-network
DME. Please contact Customer Service for more
information.
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Services that are covered for you

What youmust pay when you getthese services

Emergency care

Emergency care refers to services that are:

e Furnished by aprovider qualifiedto furnish
emergency services, and

e Needed to evaluate orstabilize an
emergency medical condition.

A medical emergency is when you, or any other
prudentlayperson with an average knowledge of
health and medicine, believe that you have
medical symptoms thatrequire immediate medical
attention to prevent loss of life (and, if youare a
pregnant woman, loss of an unborn child), loss of
a limb, or loss of function of a limb. The medical
symptoms may be an illness, injury, severe pain,
or a medical condition that is quickly getting
worse.

Cost sharing for necessary emergency services
furnished out-of-network is the same as for such
services furnished in-network.

This plan also includes coverage for emergency
care worldwide if you are travelingoutsideof the
United States.
1. Coverage is limited to services thatwould
be classified as emergency or post
stabilization care had they beenprovidedin
the US or its territories.
2. Part D prescription drugs obtained at a
retail pharmacy outside ofthe U.S. and its
territories are not covered.
3. Foreign taxes and fees (including but not
limited to currency conversion or transaction
fees) are not covered.

4. Transportation back to the U.S. or its
territories, from another country is not
covered.

In-Network and Out-of-Network:

You pay a$90 copayment for each emergency room
visit. If you are admitted to the hospital within 24
hours for the same condition you willnothave to
pay this copayment.

If youreceive emergency care at an out-of-network
hospital and need inpatient care after your
emergency condition is stabilized, you must have
your inpatient care at the out-of-network hospital
authorized by the plan and your cost is the cost
sharingyou would pay at a network hospital.
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Services that are covered for you

What youmust pay when you getthese services

\r
" Health and wellness education programs

Fitness Benefit:

e Virtual/online fitness memberships,
subscriptions, programs, or classes that
provide cardiovascular and strength
training using a digital platform.

e Health clubs with a variety of
cardiovascular and strength-training
exercise equipment, e.g., traditional health
clubs, YMCAs, YWCAs, and community
fitness centers.

e Fitness classes atparticipating Councils on
Aging (COA) facilities; fitness studios
with instructor-led groups such as yoga,
Pilates, Zumba®, kickboxing, CrossFit®,
and indoor cycling/spinning and other
exercise classes.

Items that are excluded from the Fitness Benefit
are:

e Wearables/fitness trackers

e Sports equipment (bicycles, skis, tennis
rackets, for example)

e Initiation fees ata country club orsports
club

e Fees for personal training

e Fees fordance studios or martial arts
schools

Weight Loss Benefit:

The Weight Loss Benefit provides reimbursement
of up to $150 per year for participation in a
qualified weight loss program. A qualified weight
loss program includes both hospital and non-
hospital based multi-session weightloss programs
that focus on changing eating and activity habits
and is led by nutritionists, registered dieticians or
other certified health care professionals. The
program may be in person or virtual. The
reimbursement does not cover costs of foodor
meals.

In-Networkand

Out-of-Network:

There is no coinsurance or copayment for health
education arranged through the plan’s disease
management programs.

For eligible health club membership, classes or Home
Fitness Equipment (weights, stationary bikes, for
example), Mass General Brigham Advantage
Premier (PPO) will reimburse you up to $300 per
calendar year. Any amount above $300is the
responsibility of the member.

For eligible weight loss programs, Mass General
Brigham Advantage Premier (PPO)will reimburse
you up to $150 per calendar year. Any amount
above $150 is the responsibility of the member.

Please submit your reimbursement request with
name and address of fitness facility, months of
participation, total amount paid, and frequency
and type of payment.

There are two ways to submityour fitness and
weight loss reimbursement requests:

e Complete an online form which canbe found
on the member portal at:
Member.MassGeneralBrighamHealthPlan.org

e Complete the reimbursement form which can be
found online at
MassGeneralBrighamAdvantage.org/forms or
by calling our Customer Service department and
requesting one. Once completed, the form can
be mailed to:

Mass General Brigham Health Plan
Medicare Advantage, Suite 8§50
399 Revolution Drive

Somerville, MA 02145
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Services that are covered for you

What youmust pay when you getthese services

Healthand wellness education programs, continued

Items that are excluded from the weight loss

program include:

Individual weight loss counseling

Pre-packaged meals

Books and videos

Scales
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Hearing services

Diagnostic hearing and balance evaluations
performed by your provider to determine if you
need medical treatment are covered as outpatient
care when furnished by a physician, audiologist,
or other qualified provider.

Covered services also include:
e Routine hearingexam once every 12

months and related hearing tests furnished
as part of a covered hearing exam.

e Up to two TruHearing branded hearing
aids every 12 months (onehearingaid per
ear). Benefit is limited to TruHearing’s
Advanced and Premium hearing aids.
Premium hearingaids are available in
rechargeable style options foran additional
$50 per aid.

e Youmustsee a TruHearing provider to
use this benefit. Call 1-(888) 937-2017 to
schedule an appointment (for TTY, dial
711).

e Hearingaid purchase includes:

o First yearof follow-up provider
visits for fittingand adjustments

o 60-day trial period

o 3-year extended warranty

o 80 batteries peraid fornon-
rechargeable models

e Benefitdoes notinclude or cover any
of the following:

o Additional cost foroptional
hearing aid rechargeability

Over-the-Counter hearing aids

Ear molds

Hearingaid accessories

Additional provider visits

Additional batteries; batteries when

arechargeable hearing aid is

purchased

o Hearingaids that are not
TruHearing-brandedhearingaids

o Costsassociated with loss &

damage warranty claims

o Costs associated with excluded
items are the responsibility of the

OO O O O

In-Network:

There is no coinsurance or

copayment for routine hearing exams or related
hearingtests by a TruHearing provider.

You must use a TruHearing provider for routine
hearing exams and related hearingtests.

For Medicare-covered hearing exams, your
coverage is described in the “Physician
/Practitioner services, including doctor’s office
visits” section later in this Medical Benefits
Chart.

For hearingaids, you pay a
$699 copayment peraid for Advanced Aids or a
$999 copayment peraid for Premium Aids.

*Your costs for routine hearing services
(includinghearingaids, fittings, and
evaluations) do not count toward your
maximum out-of-pocket amount.

Out-of-Network:

Routine hearing exams and hearingaids are not
covered. You mustusea TruHearing provider
for routine hearing benefit.

For Medicare-covered hearing exams, your
coverage is described in the
“Physician/Practitioner services, including
doctor’s office visits” section later in this
Medical Benefits Chart.

*Your costs for non-Medicare covered hearing
services do notcount towards your maximum-
out-of-pocketamount.
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Services that are covered for you

What youmust pay when you getthese services

Hearing services, continued

memberand notcovered by the
plan.

3 HIV screening

For people who ask foran HIV screeningtest or
who are at increased risk for HIV infection, we
cover:

One screening exam every 12 months
For women who are pregnant, we cover:

Up to three screeningexams duringa pregnancy

In-Network and Qut-of-Network:

There is no coinsurance, copayment, or deductible
for members eligible for Medicare-covered
preventive HIV screening.

Home health agency care

Prior to receivinghome health services, a doctor
must certify that you need home health services
and will order home health services to be provided
by a home health agency. Youmustbe
homebound, which means leavinghome is a major
effort.

Covered services include, but are not limited to:

e Part-time or intermittentskilled nursingand
home health aide services (To be covered
under the home health care benefit, your
skilled nursingand home health aide
services combined must total fewerthan 8
hours perday and 35 hours per week)

e Physical therapy, occupational therapy,
and speech therapy

e Medical and social services

e Medical equipment and supplies

In-Network:

There is no copayment forhome health services in-
network.

Yourprovider must obtain prior authorization from
the plan before youreceive care.

Out of Network:

You pay 20% coinsurance forhome health care
services when you use a non-network provider.
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Home infusion therapy

Home infusion therapy involves the intravenous or
subcutaneous administration of drugs or
biologicals to an individual at home. The
components needed to perform home infusion
include the drug (for example, antivirals, immune
globulin), equipment (for example, a pump), and
supplies (for example, tubing and catheters).

In-Network:
20% Coinsurance for home infusiontherapy when
you use an in-network provider.

Prior Authorization may be required for in-network
care. Please contact Customer Service for more

. . information.
Covered services include, but are not limited to: f
e Professional services, includingnursing Out-of-Network:
services, furnished in accordance with the ~ 20% coinsurance for home infusion therapy when youl
plan of care. use an out-of-network provider.

e Patient training and education not otherwise
covered under the durable medical
equipment benefit.

e Remote monitoring services forthe
provision of home infusion therapy and
home infusion drugs furnished by a
qualified home infusion therapy supplier.




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 63
Chapter4 Medical Benefits Chart (whatis covered and what you pay)

Services that are covered for you

What youmust pay when you getthese services

Hospice care

You are eligible for the hospice benefit when your
doctor and the hospice medical director have
given you a terminal prognosis certifyingthat
you’re terminally illand have 6 months or less to
live if your illness runs its normal course. You
may receive care from any Medicare-certified
hospice program. Your plan is obligated to help
you find Medicare-certified hospiceprograms in
the plan’s service area, including those the MA
organization owns, controls, or has a financial
interest in. Your hospice doctor can be a network
provider or an out-of-network provider.

Covered services include:

e Drugs forsymptom control and
pain relief

Short-term respite care
Home care

When you are admitted to a hospice youhave the
right to remain in your plan; if you chose to
remain in your plan you mustcontinueto pay plan
premiums.

For hospice services and for services that are
covered by Medicare Part A or B and are related
to your terminal prognosis: Original Medicare
(rather than our plan) will pay your hospice
provider for your hospice services and any Part A
and Part B services related to your terminal
prognosis. While you are in the hospice program,
your hospice provider will bill Original Medicare
for the services that Original Medicare pays for.
Youwill be billed Orif_ginal Medicare costsharin g

When you enroll in a Medicare-certified hospice
program, your hospiceservices and your Part A and
Part B services related to your terminal prognosis are
paid for by Original Medicare, not Mass General
Brigham Advantage Premier (PPO).

For non-hospice covered services you pay the same
cost sharingthat is described in this medical benefits
chart.

You pay nothing for a hospice consultation.
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Hospice care (continued)

For services that are covered by Medicare Part A
or B and are not related to your terminal
prognosis: If you need non-emergency, non-
urgently needed services that are covered under
Medicare Part A or B and that are not related to
your terminal prognosis, your cost for these
services depends on whether you use aproviderin
our plan’s network and follow planrules (such as
if there is a requirement to obtain prior
authorization).

e If youobtainthe covered services froma
network provider and follow plan rules
for obtaining service, you only pay the
plan cost-sharing amount for in-network
services

e [fyouobtainthecoveredservicesfroman
out-of- network provider, you pay the
plan cost sharing for out-of-network
services

For services that are covered by Mass General
Brigham Advantage Premier (PPO)but are not
covered by Medicare Part A or B: Mass General
Brigham Advantage Premier (PPO)will continue
to cover plan-covered services that are not
coveredunder Part A or B whetherornotthey are
related to your terminal prognosis. You pay your
plan cost-sharing amount for these services.

For drugs that may be covered by the plan’s Part
D benefit: If these drugs are unrelated to your
terminal hospice condition youpay cost sharing.
If they are related to yourterminal hospice
condition then vou pay Original Medicare cost
sharing. Drugs are nevercovered by both hospice
and our plan at the same time. For more
information, please see Chapter 5, Section

9.4 (What if you 're in Medicare-certified hospice).

Note: If you need non-hospice care (care that is
notrelated to your terminal prognosis), youshould
contactus to arrange the services.

Our plan covers hospice consultationservices
(one time only) for a terminally ill person who
hasn’t elected the hospice benefit.
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5Immunizations

Covered Medicare Part B servicesinclude:

Pneumonia vaccine

Flu shots, once each flu season in the falland
winter, with additional flu shots if medically
necessary

Hepatitis B vaccine if you are at high or
intermediate risk of getting Hepatitis B
COVID-19 vaccine

Othervaccines if you are atrisk and they meet
Medicare Part B coverage rules

We also cover some vaccines under our Part D
prescription drug benefit.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for the pneumonia, influenza, Hepatitis B, and
COVID-19 vaccines.
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Inpatient hospital care

Includes inpatient acute, inpatient rehabilitation,
long-term care hospitals, and other types of
inpatient hospital services. Inpatient hospital care
starts the day you are formally admitted to the
hospital with adoctor’s order. The day before you
are discharged is your last inpatient day.

Mass General Brigham Advantage Premier
(PPO)covers an unlimited number of days for
inpatient hospital care.

Cost-sharing begins on the first day of admission
to the hospital. Cost-sharing doesnot apply to the
date of discharge.

Covered services include but are not limited to:

Semi-private room (or a private room if medically
necessary)

Meals including special diets

Regular nursing services

Costs of special care units (such as intensive care
Or coronary care units)

Drugs and medications

Lab tests

X-rays and other radiology services

Necessary surgical and medical supplies

Use of appliances, such as wheelchairs
Operating and recovery room costs

Physical, occupational, and speech language
therapy

Inpatient substance abuse services

In-Network:

For each admission you pay a $125 copayment each
day fordays 1-3. You pay a $0 copayment for days
4 and beyond.

Exceptin an emergency, prior authorization is
required.

Out of Network:
For each admission you pay 20% coinsurance.
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Inpatient hospital care (continued)

Under certain conditions, the following types of
transplants are covered: corneal, kidney, kidney-
pancreatic, heart, liver, lung, heart/lung, bone
marrow, stem cell, and intestinal/multivisceral. If
you need a transplant, we will arrange to have
your case reviewed by a Medicare-approved
transplant center that will decide whetheryou are
a candidate for a transplant

Blood - including storage and administration.
Coverage of whole blood and packed red cells
begins only with the first pint of blood that you
need. All othercomponents ofblood are covered
beginning with the first pint used.

Physician services

Note: To be an inpatient, your provider must write
an order to admit you formally as an inpatient of
the hospital. Even if you stay in the hospital
overnight, you might still be considered an
“outpatient.” If you are notsure if you are an
inpatient or an outpatient, you should ask the
hospital staff.

You can also find more information in a Medicare
fact sheet called “Are You a Hospital Inpatient or
Outpatient? If You Have Medicare — Ask!” This
fact sheet is available on the Web at
https://www.medicare.gov/sites/default/files/2021 -
10/11435-Inpatient-or-Outpatient.pdf or by calling
1-800-MEDICARE (1-800-633-4227). TTY users
call 1-877-486-2048. You can call these numbers
for free, 24 hours a day, 7 days a week.

If you get authorized inpatient care at an out-of-
network hospital after your emergency conditionis
stabilized, your cost is the cost sharing you would
pay ata network hospital.



http://www.medicare.gov/sites/default/files/2021-
http://www.medicare.gov/sites/default/files/2021-
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Inpatient services ina psychiatric hospital

Covered services include mental health care
services that require a hospital stay in a
psychiatric unit at a general hospital you are
covered for asmany days as medically necessary.
In a free-standing psychiatric hospital, covered
services are providedup to the 190-day Medicare
lifetime limit. There is no coverage provided by
Mass General Brigham Advantage Premier
(PPO)afteryou have reached the 190-day lifetime
limit.

Cost-sharing begins on the first day of admission
to the hospital. Cost-sharing does not apply to the
date of discharge.

In-Network:

In a psychiatric unit at a general hospital, youpay a
$125 copayment each day for days 1-3. You pay
$0 copayment for days 4 and beyond.

In a free-standingpsychiatric hospital, you pay a
$125 copayment each day for days 1-3. You pay
$0 copayment fordays 4 and beyond until you have
reached the 190-day lifetime limit.

Prior Authorization is required.

Out of Network:

For each admission you pay 20% coinsurance until
you have reached the 190-day lifetime limit.
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Inpatient stay: Covered servicesreceived in a
hospital or SNF during a non-coveredinpatient
stay

If you have exhausted your inpatientbenefits or if
the inpatient stay is not reasonable and necessary,
we will not coveryourinpatient stay. However, in
some cases, we will cover certain services you
receive while you are in the hospital or the skilled
nursing facility (SNF). Covered services include,
but are not limited to:

Physician services

Diagnostic tests (like lab tests)

X-ray, radium, and isotope therapyincluding
technician materials and services

Surgical dressings

Splints, castsand otherdevices used to reduce
fractures and dislocations

Prosthetics and orthotics devices (other than
dental) that replace all or part of an internal body
organ (including contiguous tissue), orall or part
of the function of a permanently inoperative or
malfunctioning internal body organ, including
replacement or repairs of such devices

Leg, arm, back, and neckbraces; trusses; and
artificial legs, arms, and eyes including
adjustments, repairs, and replacements required
because of breakage, wear, loss,orachange in the
patient’s physical condition

Physical therapy, speech therapy, and
occupational therapy

In-Network:

$0 copayment for each primary care doctor visit for
Medicare-coveredservices.

$20 copayment for each specialistdoctor visit for
Medicare-coveredservices.

$0 copayment for Medicare-covered x-rays.
$0 copayment for Medicare-covered lab services.
10% coinsurance for radiation therapy.

20% coinsurance for DME, Orthotics, and
Prosthetics.

20% copayment for Medicare-covered medical
supplies.

$20 copayment for physical, speech,or occupational
therapy services.

Out of Network:

$10 copayment for each primary care doctor visit for
Medicare-coveredservices.

$40 copayment for each specialistdoctor visit for
Medicare-coveredservices.

20% coinsurance for Medicare-covered x-rays.
20% coinsurance for Medicare-covered lab services.

20% coinsurance for radiation therapy.

20% coinsurance for DME, Orthotics, and
Prosthetics.

20% copayment for Medicare-covered
medical supplies.

$40 copayment for physical, speech,or occupational
therapy services.
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Meals Program- Post Hospitalization In-Network:
After a discharge from an inpatient stay ata There is no coinsurance or copayment for Meals

hospital, you may be eligible to have up to two Post-Hospitalization
weeks (five days per week, two meals perday) of
fully-prepared, nutritiousmeals delivered to your  Prior Authorization is required. Please contact

home to help you recover from your Customer Service for more information.
illness/injuries and or manage your health

conditions. Upon your discharge, our care Out-of-network:

management team will coordinate your meal There is no coinsurance or copayment for Meals
benefit with your health care provider to Post-Hospitalization

determine if it meets the criteria to

receive medically tailored meals. (Meals must be
ordered by a licensed health care provider or a
Mass General Brigham Health Plan care
manager). If the criteria are met, meals are
prepared and deliveredto your homeby a plan
approved vendor atno cost.

\f
& Medical nutrition therapy

This benefit is for people with diabetes, renal

(kidney) disease (but not on dialysis), or after a There is no coinsurance, copayment, or deductible
kidney transplant when ordered by your doctor. formembers eligible for Medicare-covered medical
We cover 3 hours of one-on-one counseling nutrition therapy services.

services during your first year that you receive

Medical nutrition therapy services under Medicare

(this includes our plan, any other Medicare

Advantage Plan, or Original Medicare), and 2

hours each year after that. If your condition,

treatment, or diagnosis changes, youmay be able

to receive more hours of treatment with a

physician’s order. A physician must prescribe

these services and renew their order yearly if your

treatment is needed into the next calendar year.

In-Network and Out-of-Network:
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\r
& Medicare Diabetes Prevention Program
(MDPP)

MDPP services will be covered for eligible
Medicare beneficiaries underall Medicare health
plans.

MDPP is a structured health behavior change
intervention that provides practical trainingin
long-term dietary change, increased physical
activity, and problem-solving strategies for
Overcoming challenges to sustainingweightloss
and a healthy lifestyle.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for the MDPP benefit.

Medicare Part B prescription drugs

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

In-Network:

You pay 20% coinsurance for Medicare Part B
chemotherapy and other Medicare Part B covered
drugs.

Effective April 1, 2023 Part B drugs that are rebate-
eligible may be subject to a lower coinsurance.

Effective July 1, 2023 Part B insulin cost sharing is
subject to a coinsurance cap of $35 for one-month’s
supply of insulin.

Prior authorization may be requiredbefore you
receive certain Part B prescription drugs. Please
contact Customer Service for more information.
Out-of-Network:

You pay 20% coinsurance for Medicare Part B
chemotherapy and other Medicare Part B covered
drugs.

Effective April 1, 2023 Part B drugs that are rebate-
eligible may be subject to a lower coinsurance.
Effective July 1, 2023 Part B insulin cost sharing is
subject to a coinsurance cap of $35 for one-month’s
supply of insulin.
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Medicare PartB prescriptiondrugs
(continued)

Drugs that usually aren’tself-administered by the
patient and are injected or infused while you are
getting physician, hospital outpatient, or
ambulatory surgical center services

Drugs you take using durable medical equipment
(such as nebulizers) that were authorized by the
plan

Clotting factors you give yourself by injection if
you have hemophilia

Immunosuppressive drugs, if you were enrolled in
Medicare Part A at the time of the organ
transplant

Injectable osteoporosis drugs, if you are
homebound, have a bone fracturethat a doctor
certifies was related to post-menopausal
osteoporosis, and cannot self-administer the drug
Antigens

Certain oral anti-cancer drugs and anti-nausea
drugs

Certain drugs for home dialysis, including
heparin, the antidote for heparin when medically
necessary, topical anesthetics, and erythropoiesis-
stimulating agents (such as Procrit®)
Intravenous Immune Globulin for the home
treatment of primary immune deficiency diseases

We also coversome vaccinesunder our Part B
and Part D prescription drug benefit. Our plan
covers most Part D vaccines atno cost to you.

Chapter 5 explains the Part D prescription drug
benefit, includingrules you must follow to have
prescriptions covered. What you pay for your Part
D prescription drugs through ourplan is explained
in Chapter 6.




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 73
Chapter4 Medical Benefits Chart (whatis covered and what you pay)

Services that are coveredfor you What youmust pay when you getthese services

\f
& Obesity screening and therapy to promote

. . In-Network and Out-of-Network:
sustained weight loss

There is no coinsurance, copayment, or deductible

If you.have a body mass index of 30 or more, we  for preventive obesity screening and therapy.
cover intensive counseling to help you lose

weight. This counselingis covered if you get it in
a primary care setting, where itcan be coordinated
with your comprehensiveprevention plan. Talk to
your primary care doctor or practitioner to find out
more.

Opioid treatment programservices

Members of our plan with opioid use disorder In-Network:
(OUD) canreceive coverage of services to treat Youpay a $0 copayment for Medicare covered
OUD through an Opioid Treatment Program opioid treatment program services.

(OTP) which includes the following services:

e U.S. Foodand Drug Administration (FDA)-
approved opioid agonist and antagonist
medication-assisted treatment (MAT)

Prior authorization is required.

medications. Out of Network:
® Dispensing anq adn}inistrgtion of You pay a $40 copayment for Medicare covered
MAT medications (if applicable) opioid treatment program services.

Substance use counseling
Individual and group therapy
Toxicology testing

Intake activities

Periodic assessments




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 74
Chapter4 Medical Benefits Chart (whatis covered and what you pay)

Services that are coveredfor you What youmust pay when you getthese services

Outpatient diagnostic tests and therapeutic
services and supplies In-Network:

Covered services include, but are not limited to: You pay a $0 copay for Medicare-covered x-ray

e X-rays services.
e Radiation (radium and isotope) therapy

Including technician materials and supplies
e Surgical supplies, such as dressings

You pay a $150 copay for each Medicare-covered
diagnostic radiological service, including technician
materials and supplies.
e Splints, casts and otherdevicesused to reduce
fractures and dislocations You pay 10% coinsurance for each Medicare-
 Laboratory tests covered Therapeutic radiological service,including
e Blood - including storage and administration.  technician materials and supplies.
Coverage of whole blood and packed red cells
begins with the first pint of blood that you
need.
e Otheroutpatient diagnostic tests

Youpaya $0 copay for each Medicare-covered
lab service.

You pay a $0 copay for blood.

Youpaya $0 copay for eachMedicare covered
diagnostic procedure or test.

Prior authorization is required.

Out of Network:

Youpaya $10 copay for Medicare-covered x-ray
services.

You pay 20% coinsurance for each Medicare-
covered diagnostic radiological service,including
technician materials and supplies.

You pay 20% coinsurance for each Medicare-
covered Therapeutic radiological service,including
technician materials and supplies.

Youpaya $10 copay for each Medicare-covered lab
service.

You pay a $0 copay for blood.

Youpaya $10 copay for eachMedicare covered
diagnostic procedure or test.
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Outpatient hospital observation In-Network:

Observation services are hospital outpatient . '
services given to determine if youneed to be You pay a$175 copayment for outpatient hospital

admitted as an inpatientor can be discharged. observation services.

covered, they must meet the Medicare criteria and Customer Service for more information.

be considered reasonable and necessary.

Observation services are covered only when Out of Network:
provided by the order of a physician or another
individual authorized by state licensure law and
hospital staff bylaws to admit patients to the
hospital or order outpatient tests.

You pay 20% coinsurance for outpatient hospital
observation services.

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

outpatient, you should ask the hospital staff.

You can also find more information in a Medicare
fact sheet called “Are You a Hospital Inpatient or
Outpatient? If You Have Medicare — Ask!” This
fact sheet is available on the Web at
https://www.medicare.gov/sites/default/files/2021 -
10/11435-Inpatient-or-Outpatient.pdfor by calling
1-800-MEDICARE (1-800-633-4227). TTY users
call 1-877-486-2048. Youcan call thesenumbers
for free, 24 hours a day, 7 days a week.



http://www.medicare.gov/sites/default/files/2021-
http://www.medicare.gov/sites/default/files/2021-
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Outpatient hospital services

We covermedically necessary services you get in

the outpatient department of a hospital for

diagnosis or treatment of an illness or injury. In-Network:
You pay up to a$175 copayment for outpatient

Covered services include, butare notlimited to: ! )
hospital services.

Services in an emergency departmentor outpatient
clinic, such as observation services or outpatient
surgery

Laboratory and diagnostic tests billed by the
hospital Out of Network:
Mental health care, including care in a partial-
hospitalization program, if a doctor certifies that
inpatient treatment would be required without it
X-rays and otherradiology services billed by the
hospital

Medical supplies such as splints and casts
Certain drugs and biologicals that you can’t give
yourself

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

outpatient, you should ask the hospital staff.

Prior authorization may be required. Please contact
Customer Service for more information.

You pay 20% coinsurance for outpatient hospital
services.

You can also find more information in a Medicare
fact sheet called “Are You a Hospital Inpatient or
Outpatient? If You Have Medicare — Ask!” This
fact sheet is available on the Web at

https:// www.medicare.gov/sites/default/files/2021 -
10/11435-Inpatient-or-Outpatient.pdfor by calling
1-800-MEDICARE (1-800-633-4227). TTY users
call 1-877-486-2048. Youcan call thesenumbers
for free, 24 hours a day, 7 days a week.

[Also list any additional benefits offered.]



http://www.medicare.gov/sites/default/files/2021-
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Outpatient mental health care
Covered services include:

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

In-Network:

You pay a$20 copayment for each individual or
group outpatient mental health care visit.

Out-of- Network:

You pay a $40 copayment for each individual or
group outpatient mental health care visit.

Outpatient rehabilitation services

Covered services include physical therapy,
occupational therapy, and speech language
therapy.

Outpatientrehabilitation services are provided in
various outpatient settings, such as hospital
outpatient departments, independent therapist
offices, and Comprehensive Outpatient
Rehabilitation Facilities (CORFs).

In-Network:

You pay a $20 copayment for outpatient
rehabilitation services

Prior Authorization is required after the 20" visit.

Out-of-Network:

You pay a $40 copayment for outpatient
rehabilitation services

Outpatient substance abuse services

We cover outpatient substance use services
relating to the diagnosis and treatment of
alcoholism, substance use anddependency. This

includes treatment by any licensed substance
abuse therapist or counselorin their office orin a
clinic setting.

In-Network:

Youpaya $20 copayment for outpatient substance
abuse services

Prior Authorization is required. Please contact
Customer Service for more information.

Out of Network:

Youpay a $40 copayment for outpatient substance
abuse services
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QOutpatient surgery, including services
provided at hospital outpatient facilities and
ambulatory surgical centers

Note: If you are having surgery in a hospital
facility, you should check with your provider
about whether you will be an inpatient or
outpatient. Unless the provider writes an order to
admit you as an inpatient to the hospital, you are
an outpatient and pay the cost-sharing amounts for
outpatientsurgery. Even if you stay in the hospital
overnight, you might still be considered an
“outpatient.”

In-Network:
You pay a $175 copayment for outpatient surgery.

Prior authorization is required.

Out of Network:

You pay 20% coinsurance for outpatient surgery

Over-The-Counter (OTC) items

OurPlan covers:

* Up to $75 percalendar quarter and must be ordered

through Convey Health Solutions.

* Orders will be shipped to your home.

* Convey Health Solutions will mail to each member
a catalogue that lists items and costs and process to
request and receive OTC items.

» Unused balances at the end of each benefit period

will not be carried over to the next benefit period.

If you have questions, or would like to order by
phone, please call Convey Health Solutions 1-800-
695-5306 (TTY 711), Monday through Friday, 8:00
am.—11:00 p.m.

You pay a $0 copay for covered OTC items.

Amounts you pay, if any, for non-Medicare
covered services donotapply to your out-of-
pocketmaximum.

Partial hospitalization services

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

In-Network:

You pay a $20 copayment for partial hospitalization
services.

Prior Authorization is required.

Out of Network:

You pay 20% coinsurance for partial hospitalization
services.
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Physician/Practitioner services,including
doctor’s office visits

Covered services include:

Medically-necessary medical care or surgery
services furnished in a physician’s office, certified
ambulatory surgical center, hospital outpatient
department, or any other location

Consultation, diagnosis, andtreatmentbya
specialist

Basic hearing and balance exams performed by
your PCP, if your doctor orders it to see if you
need medical treatment

Certain telehealth services, includingprimary
care, specialistcare, individual mental health care
sessions, individual substance abuse session or
urgent care services through On Demand.

e You have the option of getting these
services through an in-person visit or
by telehealth. If you choose to getone
of these services by telehealth, you
must use a network provider who
offers the service by telehealth. On
Demand is Mass General Brigham’s
telehealth option for urgentlyneeded
care or care when your physician is not
available (weekends or non-business
hours, for instance

e Covered telehealth services are limited
to those that involve both an audio and
video component and must be done in
real-time over a secure communication
method administered by your doctor.

Some telehealth services including consultation,
diagnosis, and treatment by a physician or
practitioner, for patients in certain rural areas or
other places approved by Medicare.

Telehealth services for monthly end-stage renal
disease-related visits for home dialysis members
in a hospital-based or critical access hospital-
based renal dialysis center, renal dialysis
facility, or the member’s home

Telehealth services to diagnose, evaluate, or treat
symptoms of a stroke regardless of your location

In-Network:

You pay a$0 copayment for eachvisit with a
primary care physician (PCP).

You pay a$20 copayment for each visitwith a
specialist.

Telehealth services (In-Network):

Thereis a $0 copaymentif you have a telemedicine
visit through On Demand.

Thereis a $0 copaymentif you have a telemedicine
visit with your primary care physician.

Thereis a $20 copayment fora telehealth visit with
a specialist.

Thereis a $20 copayment fora telehealth visit with

a mental health provider or psychiatrist.

Thereis a $20 copayment fora telehealth visitwith a
substance abuse provider.

Out-of-Network:

You pay a$10 copayment foreach visitwith a
primary care physician (PCP).

You pay a $40 copayment for each visit with a
specialist.

Telehealthservices (Out-of-network):

Thereis a $10 copaymentif you haveatelemedicine
visit with your primary care physician

Thereis a $40 copayment fora telehealth visit with

a specialist

Thereis a $40 copayment fora telehealth visit with

a mental health provider or psychiatrist.

Thereis a $40 copayment fora telehealth visit with
a substance abuse provider.
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Services that are covered for you

What youmust pay when you getthese services

Physician/Practitioner services,including doctor’s

office visits, continued

Telehealth services formembers with a substance
use disorder or co-occurring mental health
disorder, regardless of their location

Telehealth services for diagnosis,evaluation,and
treatment of mental health disorders if:

o Youhavean in-person visitwithin 6
months prior to your first telehealth
visit

o Youhave an in-person visit every 12
months while receivingthese telehealth
services

o Exceptionscanbe madeto the above
for certain circumstances

Telehealth services for mental health visits
provided by Rural Health Clinics and Federally
Qualified Health Centers

Virtual check-ins (for example, by phone orvideo
chat) with your doctor for 5-10 minutes if:

o You’re notanew patient and
o Thecheck-inisn’trelated to an office
visit in the past 7 days and

o The check-in doesn’tlead to an
office visit within 24 hours or the
soonest available appointment

Evaluation of video and/or images you send to
your doctor, and interpretation and follow-up by
your doctor within 24 hours if:

o You’re notanew patient and

o Theevaluationisn’trelated to an office
visit in the past 7 days and

o The evaluation doesn’t lead to an
office visit within 24 hours or the
soonest available appointment

Consultation your doctor has with other doctors
by phone, internet, or electronic health record
Second opinion prior to surgery

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

What youmust pay when you getthese services

Podiatry services
Covered services include:

Diagnosis and the medical or surgical treatment of
injuries and diseases of the feet (such as hammer
toe or heel spurs).

Routine foot care for members with certain
medical conditions affectingthe lower limbs

In-Network:
You pay a $20 copayment for each podiatry visit.

Prior Authorization is required.

Out of Network:
You pay a $40 copayment for each podiatry visit.

5 Prostate cancer screening exams

For men, age 50 and older, coveredservices
include the followingonce every 12 months:

e Digital rectal exam
e Prostate Specific Antigen (PSA)test

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for an annual PSA test.

Prosthetic devices and related supplies

Devices (other than dental) that replace all orpart
of a body part or function. These include but are
not limited to: colostomy bags and supplies
directly related to colostomy care, pacemakers,
braces, prosthetic shoes, artificial limbs, and
breast prostheses (includinga surgical brassiere
after a mastectomy). Includes certain supplies
related to prosthetic devices, and repair and/or
replacement of prosthetic devices. Also includes
some coverage following cataract removal or
cataractsurgery — see “Vision Care” laterin this
section for more detail.

In-Network:

You pay 20% coinsurance for prosthetic devices and
supplies.

Prior Authorization is required.

Out-of-Network:

You pay a20% coinsurance for prosthetic devices
and supplies.
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Services that are covered for you

What youmust pay when you getthese services

Pulmonary rehabilitation services

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

In-Network:

Youpaya$0 copayment for pulmonary
rehabilitation services.

Out-of-Network:

Youpaya$0 copayment for pulmonary
rehabilitation services.

\f
o Screening and counseling to reduce alcohol
misuse

We coverone alcohol misuse screening foradults
with Medicare (including pregnant women) who
misuse alcohol but aren’t alcohol dependent.

If you screen positive for alcohol misuse, you can
get up to 4 brief face-to-face counseling sessions
per year (if you’re competent and alert during
counseling) provided by a qualified primary care
doctor or practitioner in a primary care setting.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
forthe Medicare-covered screeningand counseling
to reduce alcohol misuse preventive benefit.
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Services that are covered for you

What youmust pay when you getthese services

\f
o’ Screening for lung cancer with low dose
computed tomography (LDCT)

For qualified individuals,a LDCT s covered
every 12 months.

Eligible members are:people aged 50 — 77 years
who have no signs or symptoms of lung cancer,
but who have a history of tobacco smokingof at
least 20 pack-years and who currently smoke or
have quit smoking within the last 15 years, who
receive a written order for LDCT during a lung
cancer screening counseling and shared decision
making visit that meets the Medicare criteria for
such visits and be furnished by a physician or
qualified non-physician practitioner.

For LDCT lung cancer screenings after theinitial
LDCT screening: the member must receive a
written order for LDCT lung cancer screening,
which may be furnished during any appropriate
visit with a physician or qualified non-physician
practitioner. If a physician or qualified non-
physician practitioner elects to provide a lung
cancer screening counseling and shared decision-
making visit for subsequent lung cancer
screenings with LDCT, the visit must meet the
Medicare criteria for such visits.

In-Network and Out-of-Network:

There is no coinsurance, copayment,or deductible
for the Medicare covered counseling and shared
decision-making visit or for the LDCT.
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Services that are covered for you

What youmust pay when you getthese services

é Screening for sexually transmitted

infections (STIs) and counseling to prevent
STIs

We cover sexually transmitted infection (STI)
screenings for chlamydia, gonorrhea, syphilis, and
Hepatitis B. These screenings are covered for
pregnantwomen and for certain people whoare at
increased risk for an STI when the tests are
ordered by a primary care provider. We cover
these tests once every 12 months or at certain
times during pregnancy.

We also coverup to 2 individual 20 to 30 minute,
face-to-face high-intensity behavioral counseling
sessions each year for sexually active adults at
increased risk for STIs. We will only cover these
counselingsessions as a preventive service if they
are provided by a primary care provider and take
place in a primary care setting, such as a doctor’s
office.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for the Medicare-covered screening for STIs and
counseling for STIs preventive benefit.
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Services that are covered for you

What youmust pay when you getthese services

Services to treatkidney disease
Covered services include:

Kidney disease education services to teach kidney
care and help members make informed decisions
about their care. For members with stage [V
chronic kidney disease when referredby their
doctor, we cover up to six sessions of kidney
disease education services per lifetime
Outpatient dialysis treatments (includingdialysis
treatments when temporarily out of the service
area, as explained in Chapter 3), or when your
provider forthis service is temporarily unavailable
or inaccessible

Inpatientdialysis treatments (if you are admitted
as an inpatient to a hospital for special care)
Self-dialysis training (includes training for you
and anyone helpingyou with your home dialysis
treatments)

Home dialysis equipment and supplies

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

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

In-Networkand Out of Network:

You pay a $0 copayment forkidney disease
education services.

In-Network:

You pay 20% coinsurance for outpatient dialysis
services.

Out-of-Network:

You pay a20% coinsurance for outpatient dialysis
services.
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Services that are covered for you

What youmust pay when you getthese services

Skilled nursing facility (SNF) care

(For a definition of “skilled nursing facility care,”
see Chapter 12 of this document. Skilled nursing
facilities are sometimes called “SNFs.”)

No hospital stay is required prior to coverage.
Covered services includebut are not limited to:

Semiprivate room (oraprivate room if medically
necessary)

Meals, including special diets

Skilled nursing services

Physical therapy, occupational therapy, and
speech therapy

Drugs administered to you as part of your plan of
care (This includes substances that are naturally
present in the body, such as blood clotting
factors.)

Blood - including storage and administration.
Coverage of whole blood and packed red cells
begins with the first pint of blood that youneed.
All other components of blood are covered
beginning with the first pint used

Medical and surgical supplies ordinarily provided
by SNFs

Laboratory tests ordinarily provided by SNFs
X-rays and other radiology services ordinarily
provided by SNFs

Use of appliances such as wheelchairs ordinarily
provided by SNFs

Physician/Practitioner services

Generally, you will get your SNF care from
network facilities. However, under certain
conditions listed below, youmay be able to pay
in-network cost sharing for a facility thatisn’ta
network provider if the facility accepts our plan’s
amounts for payment.

In-Network:

$0 copaymenteach day forday(s) 1-20in a
network skilled nursing facility.

$160 copayment each day forday(s)21-44ina
network skilled nursing facility.

$0 copaymenteach day forday(s) 45-100in a
network skilled nursing facility.

You are covered for up to 100 days each benefit
period. You pay 100%of the costover 100 days in a
benefitperiod.

A benefitperiod begins on the day of admission to a
hospital or skilled nursing facility. The benefit
period ends when you haven’t received any inpatient
hospital care (or skilled care in a SNF) for 60

days in a row.

Prior Authorization is required.

Out-of-Network:

You pay 20% coinsurance.
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Skilled nursing facility (SNF) care (continued)

A nursing home or continuing care retirement
community where you were livingrightbefore
you went to the hospital (as long as it provides
skilled nursing facility care)

A SNF where yourspouseis living at the time you
leave the hospital

5 Smoking and tobacco use cessation

(counseling to stop smoking or tobacco use) In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for the Medicare-covered smoking and tobacco use
cessation preventive benefits.

If you use tobacco, butdo not have signs or
symptoms of tobacco-related disease: We cover
two counseling quit attempts within a 12-month
period as apreventive service with no costto you.
Each counselingattempt includes up to four face-
to-face visits.

If you use tobaccoand have been diagnosed with
a tobacco-related disease or are taking medicine
that may be affected by tobacco: We cover
cessation counseling services. We cover two
counseling quit attempts within a 12-month
period, however,you will pay the applicable cost
sharing. Each counseling attempt includes up to
four face-to-face visits.
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Services that are covered for you
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Supervised Exercise Therapy (SET)

SET is covered for members who have
symptomatic peripheral artery disease (PAD)

Up to 36 sessions over a 12-week period are

covered if the SET program requirements are met.

The SET program must:

Consist of sessions lasting30-60 minutes,
comprising a therapeutic exercise-training
program for PAD in patients with claudication
Be conducted in a hospital outpatientsettingora
physician’s office

Be delivered by qualified auxiliary personnel
necessary to ensure benefits exceed harms, and
who are trained in exercise therapy for PAD

Be under the direct supervisionof a physician,
physician assistant, or nurse practitioner/clinical
nurse specialistwho mustbe trained in both basic
and advanced life support techniques

SET may be covered beyond 36 sessions over 12
weeks for an additional 36 sessions over an
extended period of time if deemedmedically
necessary by a health care provider.

In-Network:

You pay a$0 copay for Supervised Exercise
Therapy (SET).

Out-of-Network:

Youpay a $40 copay for Supervised Exercise
Therapy (SET).
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Urgently needed services

Urgently needed services are provided to treata
non-emergency, unforeseen medical illness,
injury, or condition that requires immediate
medical care butgiven your circumstances, itis
not possible, or it is unreasonable, to obtain
services from network providers. Examples of
urgently needed services thatthe plan must cover
out of network are 1) you need immediate care
duringthe weekend, or ii) you are temporarily
outside the service area ofthe plan. Forexample,
you need immediate care during the weekend.
Services mustbe immediately needed and
medically necessary.

Cost sharing for necessary urgently needed
services furnished out-of-networkis the same as
for such services furnished in-network.

This plan covers worldwide urgent care services.
Part D prescription drugs obtained at a retail

pharmacy outside of the U.S. and its territories are
not covered. Foreign taxes and fees (includingbut

not limited to currency conversion or transaction
fees) are not covered.

In-Networkand Out of Network:

You pay a $30 copayment for eachurgent care visit.

If you need urgent care services while you are out of
the country the cost sharingis $30. You may need
to pay upfront and request reimbursement from
Mass General Brigham Health Plan when you
return.
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\f
‘ Vision care
Medicare-covered services include:

Outpatient physician services for the diagnosis
and treatment of diseases andinjuries of the eye,
including treatment for age-related macular
degeneration. Original Medicare doesn’t cover
routine eye exams (eye refractions) for
eyeglasses/contacts.

For people who are athigh risk of glaucoma, we
will cover one glaucoma screening each year.
People at high risk of glaucoma includepeople
with a family history of glaucoma,people with
diabetes, African Americans whoare age 50 and
older, and Hispanic Americans who are 65 or
older.

For people with diabetes, screening for diabetic
retinopathy is covered once per year.

One pair of eyeglasses or contact lenses after
each cataract surgery that includes insertion of an
intraocular lens. (If you have two separate cataract
operations, you cannot reservethe benefit after the
first surgery and purchase two eyeglasses after the
second surgery.)

Routine Vision services include:

Ourplan covers routine visionbenefits through
EyeMed.

Your plan covers one routine annual vision
exam with dilation per calendar year.

Your plan provides an allowance for
prescription eyewear for up to $300 per year.
This includes the following:

e Eyeglasses: Single vision, bifocal, trifocal,
or progressive spectacle lenses, and/or
frames (includes fittings and dispensing

In-Network:

You pay a$20 copayment fora Medicare-covered
eye exam.

Out of Network:

You pay a $40 copayment fora Medicare-covered
eye exam.

In-Network:

You pay a $0 copayment fora routine eye exam
through an EyeMed provider.

Out-of-Network:

For a Routine Vision Exam with an out-of-network
provider you will receive a $50 reimbursement. You
will need to pay out of pocket and submit for
reimbursement. You must file a claim with EyeMed
Vision Care to get reimbursed. The claim form can
be found on
MassGeneralBrighamAdvantage.org/forms or by
calling Customer Service for the claim form.

To access the annual eyewear benefit, you may
purchase eyewear from any provider.

In-Network:
If you choose an EyeMed participating provider,
you have the benefit of $300 per calendar year
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Vision care, continued

fees);or
e (Contactlenses (including contact lens
evaluation, fittings, and dispensing
fees)
You receive 20% off the balance of eyeglasses

over $300 when purchased from a participating EyeMed

provider.

You receive 15% off the balance over $300 for
conventional contact lenses purchased froma
participating EyeMed provider.

EyeMed’s Customer Service number is 1- 888-
839-1272(TTY 711).

Customer Service hours:

October 1-March 31, Monday through
Saturday 8:00 AM-2:00 AM and Sunday 11:00
AM-8:00 PM

April 1-September 30, Monday through

Saturday 8:00 AM-2:00 AM and Sunday 11:00
AM-8:00 PM

applied at the time of service and would be
responsible to pay for any remaining balance. The
EyeMed provider will process the claim.

Out of Network:

If you use a nonparticipating provider, you will need
to pay out of pocket and submit for reimbursement.
You would be reimbursed up to $300 per calendar
year. You must file a claim with EyeMed Vision
Care to get reimbursed.

The claim form can be found at
MassGeneralBrighamAdvantage.org/forms or by
calling Customer Service for the claim form.

For both In-network and Out-of-network eyewear,
sale items are excluded, and this benefit cannot be
combined with any other store discounts, coupons,
or promotional codes.

* Amounts you pay, if any, fornon-Medicare covered
services do not apply to your out-of-pocket
maximum.
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5 “Welcome to Medicare” preventive visit

The plan covers the one-time “Welcome to
Medicare” preventive visit. The visit includes a
review of your health, as well as education and

counseling aboutthe preventive services you need

(including certain screenings and shots), and
referrals for other care if needed.

Important: We cover the “Welcome to
Medicare” preventive visit only within the first 12
months you have Medicare Part B. When you
make your appointment, let your doctor’s office
know you would like to schedule your “Welcome
to Medicare” preventive visit.

In-Network and Out-of-Network:

There is no coinsurance, copayment, or deductible
for the “Welcome to Medicare” preventive visit.

SECTION 3

What services are not covered by the plan?

Section 3.1

Services we do not cover (exclusions)

This section tells you whatservices are “excluded” from Medicare coverage and therefore, are

not covered by this plan.

The chart below lists services and items that either are not covered under any conditionorare

covered only under specific conditions.

If you get services that are excluded (not covered), you must pay for them yourself. except under
the specific conditions listed below. Even if you receive the excluded services at an emergency
facility, the excluded services are still not covered, and our plan will not pay for them.

The only exception s if the service is appealed anddecided: upon appeal to be a medical service
that we should have paid for or covered because of your specific situation. (For information
about appealinga decision we have made to not cover a medical service, go to Chapter 9,

Section 5.3 in this document.)
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Services notcoveredby Not coveredunder | Covered only under specific

Medicare any condition conditions

Acupuncture Available forpeople with chronic
low back pain under certain
circumstances.

Cosmetic surgery or e Covered in cases of an

procedures accidental injury or for

improvementofthe functioning
of a malformed body member.

e Covered forall stages of
reconstruction fora breast aftera
mastectomy, as well as for the
unaffected breast to producea
symmetrical appearance.

Custodial care

Custodial care ispersonal care
that does not require the
Continuing attention of trained
medical or paramedical
personnel, such as care that
helps you with activities of
daily living, such as bathingor
dressing.

Experimental medical and
surgical procedures,
equipment, and medications.

Experimental procedures and
items are those items and
procedures determined by
Original Medicare to notbe
generally accepted by the
medical community.

May be covered by Original
Medicare under a Medicare-
approved clinical researchstudy or
by our plan.

(See Chapter 3, Section 5 formore
information on clinical research
studies.)

Fees charged for care by your
immediate relatives or
members of your household.

Full-time nursing care in your
home.

Home-delivered meals

As described in the medical
benefitchart

Homemakerservicesincluding
basic household assistance,
such as light housekeepingor
light meal preparation.
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Services notcovered by
Medicare

Not covered under
any condition

Covered only under specific
conditions

Naturopath services (uses
natural or alternative
treatments).

v

Non-routine dental care

Dentalcare required to treatillness
or injury may be covered as
inpatient or outpatient care.

Orthopedic shoes or supportive
devices for the feet

Shoesthat are partof aleg brace and
are included in the costof the brace.
Orthopedic or therapeutic shoes for
people with diabetic foot disease.

Over-the-Counter Hearing
Aids

<

Personal items in yourroom at
a hospital or a skilled nursing
facility, such asa telephone or
a television.

Private room in a hospital.

Covered only when medically
necessary.

Reversal of sterilization
procedures and or non-
prescription contraceptive
supplies.

Routine chiropractic care

Manual manipulation ofthe spine to
correct a subluxation is covered.

Routine dental care, such as
cleanings, fillings, or dentures.

\/ Asdescribed in the medical
benefit chart

Routine eye examinations,
eyeglasses, radial keratotomy,
LASIK surgery, and other low
vision aids.

Eye exam and one pairof eyeglasses
(or contact lenses) are covered for
people after cataract surgery.

Routine eye exams and eyewear as
described in the medical benefits
chart

Routine foot care

Some limited coverage provided
accordingto Medicare guidelines
(e.g., if you have diabetes).

Routine hearing exams,
Hearing aids, or exams to fit
hearingaids.

v’ As described in the medical
benefitchart
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Services notcovered by
Medicare

Not covered under
any condition

Covered only under specific
conditions

Services considered not
reasonable and necessary,
accordingto Original Medicare
standards

v




CHAPTER 5:

Using the plan’s coverage for Part D
prescriptiondrugs
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SECTION1 Introduction

This chapter explains rules for using your coverage for PartD drugs. Please see Chapter4 for
Medicare Part B drug benefits and hospice drug benefits.

Section 1.1 Basic rules for the plan’s Part D drug coverage

The plan will generally cover your drugs as longas you follow these basic rules:

e Youmusthaveaprovider(a doctor, dentist, or other prescriber) write you a prescription
which must be valid under applicable state law.

e Your prescriber must not be on Medicare’s Exclusion or Preclusion Lists.

¢ Yougenerally mustuse a network pharmacy to fill your prescription. (See Section 2,
Fill your prescriptions at a network pharmacy or through the plan’s mail-order service.

e Yourdrug mustbe on the plan’s List of Covered Drugs (Formulary) (we call it the
“Drug List” forshort). (See Section 3, Your drugs need to be on the plan’s “Drug
List”).

e Yourdrugmustbeused foramedically accepted indication. A “medically accepted
indication” is a use of the drugthat is either approved by the Food and Drug
Administration or supported by certain reference books. (See Section 3 for more
information about a medically accepted indication.)

SECTION 2 Fill yourprescription at anetwork pharmacy or
through the plan’s mail-order service

Section 2.1 Use a network pharmacy

In most cases, your prescriptions are coveredonly if they are filled at the plan’s network
pharmacies. (See Section 2.5 forinformation about when we would cover prescriptions filled at
out-of-network pharmacies.)

A network pharmacy is a pharmacy that has a contract with the plan to provideyour covered
prescription drugs. The term “covered drugs” means all of the Part D prescription drugs that are
on the plan’s Drug List.

Section 2.2 Network pharmacies

How do you find a network pharmacy in your area?

To find anetwork pharmacy, you can look in your Pharmacy Directory, visitour website
(MassGeneralBrighamAdvantage.org), and/or call Customer Service.
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You may go to any of our network pharmacies.
What if the pharmacy you have been using leaves the network?

If the pharmacy you havebeen usingleaves the plan’s network, youwill have to find a new
pharmacy that is in the network. To find another pharmacy in your area, you can get help from
Customer Service oruse the Pharmacy Directory. You can also find information on our website
at MassGeneralBrighamAdvantage.org

What if you need a specialized pharmacy?
Some prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include:

e Pharmacies that supply drugs for home infusion therapy.

e Pharmacies that supply drugs forresidents of a long-term care (LTC) facility. Usually, a
LTC facility (such asa nursing home) has its own pharmacy. If you have any difficulty
accessing your Part D benefits in an LTC facility, please contact Customer Service.

e Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health Program
(notavailable in Puerto Rico). Except in emergencies, only Native Americans or Alaska
Natives have access to these pharmacies in our network.

e Pharmacies thatdispense drugs thatare restricted by the FDA to certain locations or that
require special handling, provider coordination, or education on their use. (Note: This
scenario should happen rarely.)

To locate a specialized pharmacy, look in your Pharmacy Directoryor call Customer Service.

Section 2.3 Using the plan’s mail-order service

For certain kinds of drugs, you can use the plan’s network mail-order service. Generally, the
drugs provided through mail order are drugs thatyou take on a regular basis, for a chronic or
long-term medical condition. The drugs that are not available through the plan’s mail-order
service are marked with “NM” in our Drug List.

Our plan’s mail-order service allows youto order up to a 90-day supply.

To get order forms and informationabout filling your prescriptions by maillogon to your
Caremark.com account or by call Customer Care.

Usually, a mail-order pharmacy order will be delivered to you in no more than 10 days. If the
mail-order pharmacy expects the order to be delayed, they will notify you of the delay. If you
need to request a rush order because of a mail-order delay, you may contact Customer Care to
discuss options which mayinclude fillingat a local retail pharmacy or expeditingthe shipping
method. Provide the representative with your ID number and prescription number(s). If you want
second day or next day delivery of your medications, you may request this from the Customer
Care representative for an additional charge.
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New prescriptions the pharmacy receives directly fromyour doctor’s office.
The pharmacy will automatically filland deliver new prescriptions itreceives from health
care providers, without checking with you first, if either:

¢ You used mail-order services with this plan in the past, or

e You sign up forautomatic delivery of allnew prescriptions received directly from
health care providers. You may request automatic delivery of all new
prescriptions atany time by logging in to your Caremark.com accountor by
calling Customer Care.

If you receive a prescriptionautomatically by mail that you do not want, and you were
notcontacted to see if you wanted itbefore itshipped, youmay be eligible for a refund.

If you used mail order in the pastand do notwantthe pharmacy to automatically filland
ship each new prescription, please contact us by logging in to your Caremark.com
account or by calling Customer Care. If you have never used our mail-order delivery
and/or decide to stop automatic fills of newprescriptions, the pharmacy will contact you
each time it gets a new prescription froma health care provider to see if you want the
medication filled and shipped immediately. It is important that you respond each time
you are contacted by the pharmacy, to letthem know whether to ship, delay, or cancel the
new prescription.

To opt outof automatic deliveries of new prescriptions received directly from your health care
provider’s office, please contactus by logging in to your Caremark.com account or by calling
Customer Care.

Refills on mail-order prescriptions. For refills of your drugs, you have the option to
sign up foran automatic refill program. Under this program we will start to process your
next refill automatically when our records show you should be close to running out of
your drug. The pharmacy will contact you prior to shippingeach refill to make sure you
are in need of more medication, and youcan cancel scheduled refills if you have enough
of your medication or if your medication has changed.

If you choose not to use ourauto-refill program but still want the mail-order pharmacy to
send you your prescription, please contact your pharmacy 15 days before your current
prescription will run out. This will ensure your order is shipped to you in time.

To opt outof our program thatautomatically prepares mail-orderrefills, please contactus
by logging in to your Caremark.com account or by calling Customer Care.

If you receive a refill automatically by mail that you do not want, you may be eligible for
arefund.
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Section 2.4 How can you get a long-term supply of drugs?

When you get a long-term supply of drugs, your cost sharingmay be lower. The plan offers two
waysto geta long-term supply (also called an “extendedsupply”) of “maintenance” drugs on our
plan’s Drug List. (Maintenance drugs are drugs that you take on a regular basis, for a chronic or
long-term medical condition.) You may order this supply through mail order (see Section 2.3), or
you may go to a retail pharmacy.

1. Some retail pharmacies in our network allow youto get a long-term supply of
maintenance drugs Your Pharmacy Directory tells you which pharmacies in our network
can give you a long-term supply of maintenance drugs. You can also call Customer
Service for more information.

2. Youmay also receive maintenance drugs through our mail-order program. Please see
Section 2.3 for more information.

Section 2.5 When can you use a pharmacy that is not in the plan’s
network?

Your prescription may be covered in certain situations

Generally, we cover drugs filled at an out-of-network pharmacy only when you are not able to
use a network pharmacy. To help you, we have network pharmacies outside of our service area
where you can get your prescriptions filled as a member of our plan. Please check first with
Customer Service to see if there is a network pharmacy nearby. You will most likely be
required to pay the difference betweenwhatyou pay forthe drugatthe out-of-network pharmacy
and the cost that we would cover at an in-network pharmacy.

Here are the circumstances when we would cover prescriptions filled atan out-of-network
pharmacy:

When youtravel or are away fromthe plan’s service area

If you take a prescription drugon a regular basis and you are goingon a trip, be sure to check
your supply of the drugbefore you leave. When possible, take alongall the medicationyouwill
need. You may be able to order your prescription drugs ahead of time through our networkmail
order pharmacy service or through a retail network pharmacy.

If you are travelingwithin the U.S., butoutside of the plan’s service areaand youbecome ill or if
you lose or run out of your prescription drugs, we will cover prescriptions that are filled at an
out-of-network pharmacy if you follow all other coverage rules identified within this document
and a network pharmacy is not available. In this situation, you will have to pay the full cost
(rather than paying just your copayment) when you fill the prescription. You can ask us to
reimburse you for our share of the cost by submitting a paper claim form.
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Prior to filling your prescriptions at an out-of-network pharmacy, call Customer Service to find
out if there is a network pharmacy in the area where you are traveling. Our pharmacy network is
nationwide. If there are no network pharmacies in that area, Customer Relations may be able to
make arrangements for you to get your prescriptions from an out-of-network pharmacy.

Other times youcan get your prescriptioncoveredifyougo to an out-of-network
pharmacy

We will coveryour prescription atan out-of-network pharmacy if atleastone of the following
applies:

e [f you are unable to geta covered drugin a timely manner within our service areabecause
there are no network pharmacies within a reasonable driving distance that provide 24-hour
service.

e [f you are tryingto filla covered prescription drugthatis notregularly stocked atan eligible
network retail or mail-order pharmacy (these drugs include orphan drugs or other specialty
pharmaceuticals).

® You can ask us to reimburse you for our share of the costby submittinga claim form.

In these situations, please check firstwith Member Service to see if there is anetwork pharmacy
nearby. (Phone numbers for Member Service are printed on the back cover of this booklet.) You
may be required to pay the difference between what you pay for the drugat the out-of-network
pharmacy and the cost that we would cover at an in-network pharmacy.

How do you ask for reimbursement fromthe plan?

If you must use an out-of-network pharmacy, you will generally haveto pay the full cost (rather
than your normal cost share) at the time you fill your prescription. You can ask us to reimburse
you for our share of the cost. (Chapter 7, Section 2.1 explains how to ask the plan to pay you
back.)

SECTION 3 Your drugs needto be on the plan’s “Drug List”

Section 3.1 The “Drug List” tells which Part D drugs are covered

The plan has a “List of Covered Drugs (Formulary). " In this Evidenceof Coverage, we call it
the “Drug List” for short.

The drugs on this list are selected by the plan with the help ofa team of doctors and pharmacists.
The list meets Medicare’s requirements and has been approved by Medicare.

The drugs on the Drug List are only those coveredunder MedicarePartD.
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We will generally covera drugon the plan’s DrugListas longas you follow the other coverage
rules explained in this chapter and the use of the drug is a medically accepted indication. A
“medically acceptedindication” is a use of the drugthatis either:

e Approved by the Food and Drug Administration for the diagnosis or condition for which
it is being prescribed.

e --or-- Supported by certain references, such as the American Hospital Formulary
Service Drug Information and the DRUGDEX Information System.

The Drug List includes brand name drugs, generic drugs, and biosimilars.

A brand name drugis a prescription drugthat is sold under a trademarked name owned by the
drug manufacturer. Brand name drugs that are more complex than typical drugs (for example,
drugs that are based on a protein) are called biological products. On the druglist, when we refer
to “drugs,” this could mean a drug or a biological product.

A generic drug is a prescription drugthathas the same active ingredients as the brand namedrug.
Since biological products are more complex than typical drugs, instead of havinga generic form,
they have alternatives that are called biosimilars. Generally, generics and biosimilars work just
as well as the brand name drug or biological product and usually cost less. There are generic
drug substitutes or biosimilar alternatives available for many brand name drugs and some
biological products.

What is not on the Drug List?
The plan does not cover all prescription drugs.

e Insome cases, the lawdoes notallow any Medicare plan to cover certain types of drugs
(for more about this, see Section 7.1 in this chapter).

e Inothercases, we have decided notto include a particulardrugon the DrugList. In
some cases, you may be able to obtain a drug that is not on the drug list. For more
information, please see Chapter 9.

Section 3.2 Thereare 5 “cost-sharing tiers” for drugs on the Drug List

Every drugon the plan’s DrugListis in one of 5 cost-sharingtiers. In general, the higherthe
cost-sharing tier, the higher your cost for the drug:
e Tier 1 - Preferred Generic:is the lowesttierand includes preferred generic drugs and
may include some brand drugs.
Tier 2 — Generic: includes generic drugs and may include some brand drugs.
Tier 3 — Preferred Brand: includes preferred brand drugs and non-preferred generic drugs.
e Tier4 — Non-Preferred Drug: includes non-preferred brand and generic drugs.

e Tier 5 — Specialty:is the highesttier and includes high-costbrand and generic drugs.




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 102
Chapter5 Using the plan’s coveragefor Part D prescription drugs

To find out which cost-sharingtier your drugis in, look itup in the plan’s DrugList.

The amountyou pay for drugs in each cost-sharingtieris shown in Chapter 6 (Whatyou payfor
your Part D prescription drugs).

Section 3.3 How can you find out if a specific drug is on the Drug List?

You have 3 ways to find out:

1. Check the mostrecent Drug List we provided electronically. (Please note: The
Drug List we provide includes information for the covered drugs that are most
commonly used by our members. However, we coveradditional drugs that are not
included in the provided DrugList. If one of your drugs is not listed in the Drug
List, you should visit our website or contact Customer Service to find out if we
cover it.)

2. Visit the plan’s website (MassGeneralBrighamHealthPlan.org). The DrugListon
the website is always the most current.

3. Call Customer Service to find outif a particulardrugis on the plan’s DrugListor
to ask for a copy of the list.

SECTION4 Therearerestrictionson coverage forsome drugs

Section 4.1 Why do some drugs have restrictions?

For certain prescription drugs, special rules restrict how and when the plan covers them. A team
of doctors and pharmacists developed theserules to encourage you and your provider to use
drugs in the mosteffective ways. To find outif any of these restrictions apply to a drugyou take
or want to take, check the DrugList. If a safe, lower-cost drugwill work just as well medically
as a higher-cost drug, the plan’s rules are designed to encourage you and your provider to use
that lower-cost option.

Please note that sometimes a drugmay appear more thanonce in our DrugList. This is because
the same drugs can differ based on the strength, amount, or form of the drugprescribed by your
health care provider, and different restrictions or cost sharingmay apply to the different versions
of the drug (for instance, 10 mg versus 100 mg; one per day versus two per day; tablet versus
liquid).

Section 4.2 What kinds of restrictions?

The sections below tell you more about the types of restrictions we use for certain drugs.

If there is a restriction for your drug, it usually means that you or your provider will have
to take extra steps in order for us to cover the drug. Contact Customer Service to learn what
you or your provider wouldneed to do to get coverage for the drug. If you want us to waive the
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restriction foryou, youwill need to use the coverage decision process and ask us to make an
exception. We may or may not agree to waive the restriction for you. (See Chapter 9)

Restricting brand name drugs when a generic versionis available

Generally, a “generic” drugworks the same as a brand name drugand usually costs less. When a
generic version of a brand name drug is available, our network pharmacies will provide
you the generic version instead of the brand name drug. However, if your provider has told
us the medical reason that the generic drug will not work for you OR has written “No
substitutions” on your prescription for a brand name drug, then we will cover the brand name
drug. (Your share of the cost may be greater for the brand name drugthan for the generic drug.)

Getting plan approval in advance

For certain drugs, you or your provider need to get approval from the plan before we will agree
to cover the drug for you. This is called “prior authorization.” This is put in place to ensure
medication safety and help guide appropriate use of certain drugs. If youdo notgetthis approval,
your drug might not be covered by the plan.

Trying a different drug first

This requirement encourages you to try less costly but usually just as effective drugs before the
plan covers another drug. For example, if Drug A and Drug B treat the same medical condition,
the plan may require you to try Drug A first. If Drug A doesnot work foryou, the plan will then
cover Drug B. This requirement to try a different drug first is called “step therapy.”

Quantity limits
For certain drugs, we limit how much of a drug you can get each time you fill your prescription.

For example, if it is normally considered safe to take only one pill perday fora certain drug, we
may limit coverage for your prescription to no more than one pill per day.

SECTIONS What if one of your drugs is not covered in the way
you’d like it to be covered?

Section 5.1 There are things you can do if your drug is not covered in the
way you’d like it to be covered

There are situations where there is a prescription drugyou are taking, or one thatyou and your
provider think you should be taking, that is not on our formulary or is on our formulary with
restrictions. For example:

e The drug mightnotbecovered atall. Ormaybe a generic version ofthe drugis covered
but the brand name version you want to take is not covered.
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e The drugis covered, butthere are extrarules orrestrictions oncoverage for thatdrug, as
explained in Section 4.

e Thedrugiscovered, butitis in acost-sharingtier that makes your cost sharingmore
expensive than you think it should be.

e There are things you can do if your drugis notcovered in the way thatyou’d like itto be
covered. If your drugis not on the DrugList or if your drugis restricted, go to Section
5.2 to learn what you can do.

e Ifyourdrugisin a cost-sharingtier that makes your costmore expensive than youthink
it should be, go to Section 5.3 to learn what you can do.

Section 5.2 What can you do if your drug is not on the Drug List or if the
drug is restricted in some way?

If your drugis not on the DrugList or is restricted, here are options:

e Youmay be able to get a temporary supply of the drug.
¢ You can change to another drug.

e You canrequest anexceptionand ask the plan to coverthe drugor remove restrictions
from the drug.

You may be able to get a temporary supply

Under certain circumstances, the plan must provide a temporary supply of a drugthat you are
already taking. This temporary supply gives you time to talk with your provider aboutthe change
in coverage and decide what to do.

To be eligible fora temporary supply, the drugyou have been takingmust no longer be on the
plan’s Drug List OR is now restricted in some way.

e Ifyouare a new member, we will covera temporary supply of yourdrugduringthe
first 90 days of your membership in the plan.

e This temporary supply willbe for a maximum of 30 days. If your prescription is written
for fewer days, we will allow multiple fills to provide up to a maximum of 30 days of
medication. The prescription must befilled at anetwork pharmacy. (Please note that the
long-term care pharmacy may provide the drugin smaller amounts at a time to prevent
waste.)

e For those members who have beenin the plan for more than90 days andreside in a
long-term care facility and need a supply right away:

We will cover one 31-day emergency supply of a particular drug, or less if your
prescription is written for fewer days. This is in addition to the abovetemporary supply.

For questions about a temporary supply, call Customer Service.




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 105
Chapter5 Using the plan’s coveragefor Part D prescription drugs

Duringthe time when you are usinga temporary supplyofa drug, you should talk with your
provider to decide what to do when your temporary supply runs out. You have two options:

1) You can change to another drug

Talk with your provider about whether there is a different drug covered by the plan that may
work just as well for you. You cancall Customer Service to ask for a list of covereddrugs that
treat the same medical condition. This list can help your provider find a covered drugthat might
work for you.

2) You can ask for an exception

You and your provider can ask the planto make an exception andcover the drugin the way you
would like it covered. If your provider saysthat you have medical reasons that justify askingus
foran exception, your provider can help yourequest an exception. For example, you can ask the
plan to cover a drugeven though it is not on the plan’s DrugList. Or you can ask the plan to
make an exception and cover the drug without restrictions.

If you and your provider want to ask foran exception, Chapter9, Section 6.4 tells you what to
do. It explains the procedures and deadlines thathave been set by Medicare to make sure your
request is handled promptly and fairly.

Section 5.3 What can you do if your drug is in a cost-sharing tier you think
is too high?

If your drugis in a cost-sharingtier you think is too high, here are things you can do:
You can change to another drug

If your drugis in a cost-sharingtier you think is too high, talk to your provider. There may be a
different drug in a lower cost-sharing tier that might work just as well for you. Call Customer
Service to ask fora list of covered drugs thattreatthe same medical condition. This listcan help
your provider find a covered drug that might work for you.

You can ask for an exception

You and your provider can ask the plan to make an exception in the cost-sharing tier for the drug
so thatyou pay less for it. If yourprovider says that you have medical reasons that justify asking
us for an exception,your provider can help you request an exception to the rule.

If you and your provider want to ask foran exception, Chapter9, Section 6.4 tells what to do. It
explains the procedures and deadlines thathave been set by Medicare to make sure your request
is handled promptly and fairly.

Drugs in our Tier 5 Specialty Drug Tier are noteligible for this type of exception. We do not
lower the cost-sharing amount for drugs in this tier.
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SECTIONG6 What if your coverage changes for one of your
drugs?

Section 6.1 TheDrug List can change during the year

Most of the changes in drug coverage happen at the beginning of each year (January 1).
However, duringthe year, the plan can make some changes to the DrugList. Forexample, the
plan might:

e Add orremove drugs from the DrugList.

e Move a drugto a higher or lower cost-sharingtier.

e Addorremove arestriction on coverage for a drug.

e Replace a brand name drugwith a generic drug.

We mustfollow Medicare requirements before we change the plan’s DrugList.

Section 6.2 What happens if coverage changes for adrug you are taking?

Information on changes to drug coverage

When changes to the DrugList occur, we post information on our website about those changes.
We also update our online Drug List on a regularly scheduled basis. Below we point out the
times that you would get direct notice if changes are made to a drug that you are taking.

Changes to your drug coverage that affect you during the current plan year

e A new generic drug replaces a brand name drug onthe Drug List (or we change the
cost-sharing tier or add new restrictions to the brand name drug or both)

e We may immediately remove a brandname drugon our DrugList if we are replacingit
with a newly approved generic version ofthe samedrug. The generic drugwill appearon
the same or lower cost-sharing tier and with the same or fewer restrictions. We may
decide to keep the brand name drugon our DrugList, butimmediately move itto a
higher cost-sharingtier or add new restrictions or both when the new generic is added.

e We may nottell you in advance before we make thatchange—even if you are currently
taking the brand name drug. If you are taking the brand name drugat the time we make
the change, we will provide you with information about the specific change(s). This will
also include information on the steps you may take to request an exception to cover the
brand name drug. You may not get this notice before we make the change.
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e Youoryourprescriber can askus to make an exceptionand continueto coverthe brand
name drug for you. For information on how to ask for an exception, see Chapter 9.

e Unsafedrugs andother drugs on the Drug List that are withdrawn from the market

o Sometimesa drug may be deemed unsafe or taken off the market foranother reason.
If this happens, we may immediately remove the drugfrom the DrugList. If you are
taking that drug, we will tell you right away.

o Yourprescriber willalso know aboutthis change and can work with you to find
another drug for your condition.

e Other changes to drugs onthe Drug List

o We may make other changes once the year has started that affect drugs you are
taking. For example, we mightadd a generic drugthatis not new to the marketto
replace a brand name drugon the DrugListor change the cost-sharingtier or add new
restrictions to the brand name drug or both. We also might make changes based on
FDA boxed warnings or new clinical guidelines recognized by Medicare.

o Forthese changes, we mustgive you atleast30 days’ advance notice of the change or
give you notice of the change and a 30-day refill of the drug you are taking ata

network pharmacy.

o Afteryoureceivenotice of the change, you should work with yourprovider to switch
to a different drug that we cover orto satisfy any new restrictions on the drug you are
taking.

o You oryourprescriber can ask us to make an exception and continue to cover the
drug for you. For information on how to ask for an exception, see Chapter 9.

Changes to the Drug List that do not affect you during this plan year

We may make certain changes to the Drug List that are not described above. In these cases, the
change will not apply to you if you are taking the drug when the change is made; however, these
changes will likely affect you starting January 1 of the next plan year if you stay in the same
plan.

In general, changes that will not affect you duringthe current plan year are:

e We move your druginto a higher cost-sharingtier.

e We puta new restriction on the use of your drug.

e We remove your drugfrom the DrugList.

If any of these changes happen for a drugyou are taking (except for market withdrawal, a

generic drugreplacing a brand name drug, or other change noted in the sections above), then the
change won’t affect your use or what you pay as your share of the cost until January 1 of the next
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year. Until that date, you probably won’tsee any increasein your payments or any added
restrictions to your use of the drug.

We will nottell you aboutthese types of changes directly duringthe currentplan year. You will
need to check the Drug List for the next plan year (when the list is available during the open
enrollment period) to see if there are any changes to the drugs you are takingthat will impact you
during the next plan year.

SECTION7 What types of drugs are notcoveredby the plan?

Section 7.1 Types of drugs we do not cover

This section tells you whatkinds of prescription drugs are “excluded.” This means Medicare
does not pay for these drugs.

If you get drugs that are excluded, you must pay for them yourself. If you appeal and the
requested drug is found not to be excluded under Part D, we will pay fororcover it. (For
information about appealing a decision, go to Chapter 9.)

Here are three general rules about drugs that Medicare drugplans will not cover under Part D:
e Ourplan’s Part D drug coverage cannot cover adrugthat would be covered under
Medicare Part A or Part B.
e Ourplan cannotcover a drugpurchased outside the United States or its territories.

e Our plan usually cannot cover off-label use. “Off-label use” is any use of the drugother
than those indicated on a drug’s label as approvedby the Food and Drug Administration.

e Coverage for “off-label use” is allowed only when the use is supported by certain

references,such as the American Hospital Formulary Service DrugInformationand the
DRUGDEX Information System.

In addition, by law, the followingcategories of drugs are not covered by Medicare drugplans:

e Non-prescriptiondrugs (also called over-the-counter drugs).
e Drugs used to promote fertility.

e Drugs used for the relief of cough or cold symptoms.

e Drugs used for cosmetic purposes or to promote hair growth.

e Prescription vitamins and mineral products, except prenatal vitamins and
fluoride preparations.

e Drugs used for the treatment of sexual or erectile dysfunction.

e Drugsused for treatmentof anorexia, weightloss, or weight gain.
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e Outpatient drugs for which the manufacturer seeks to require that associated tests or
monitoring services be purchased exclusively from the manufacturer as a condition of
sale.

In addition, if you are receiving “ExtraHelp” to pay for your prescriptions, the “Extra Help”
program will not pay for the drugs not normally covered. However, if you have drugcoverage
through Medicaid, your state Medicaid program may cover some prescription drugs notnormally
covered in a Medicare drug plan. Please contact your state Medicaid program to determine what
drug coverage may be available to you. (You can find phone numbers and contact information
for Medicaid in Chapter 2, Section 6.)

SECTION 8 Filling a prescription

Section 8.1 Provide your membership information

To fill your prescription, provide your plan membership information, whichcan be found on
your membership card, at the network pharmacy you choose. The network pharmacy will
automatically bill the plan for our share of your drugcost. You will need to pay the pharmacy
your share of the cost when you pick up your prescription.

Section 8.2 What if you don’t have your membership information with
you?

If you don’thave your plan membership informationwith you when you fill your prescription,
you or the pharmacy can call the plan to get the necessary information.

If the pharmacy is notable to get the necessary information, youmay have to pay the full cost
of the prescription when you pick it up. (You can then askus to reimburse you forourshare.
See Chapter 7, Section 2.1 for information about how to ask the plan for reimbursement.)

SECTIONY9 Part D drug coverage in special situations

Section 9.1 What if you’re in a hospital or askilled nursing facility for a
stay that is covered by the plan?

If you are admitted to a hospital or to a skilled nursingfacility for a stay coveredby the plan,we
will generally cover the cost of your prescription drugs during your stay. Once you leave the
hospital or skilled nursing facility, the plan will cover your prescription drugs as longas the
drugs meet all of our rules for coverage described in this Chapter.
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Section 9.2 What if you’re aresident in a long-term care (LTC)facility?

Usually, along-term care (LTC) facility (such as a nursinghome) has its own pharmacy oruses a
pharmacy that supplies drugs for all of its residents. If you are a resident of a LTC facility, you
may get your prescription drugs through the facility’s pharmacy or the one ituses, as longas it is
part of our network.

Check your Pharmacy Directory to find outif your LTC facility’s pharmacy or the one thatit
uses is part of our network. If itisn’t, or if you need moreinformation or assistance, please
contact Customer Service. If you are in an LTC facility, we mustensure thatyou are able to
routinely receive your Part D benefits through our network of LTC pharmacies.

What if you’re a resident in along-term care (LTC) facility and need a drug that is
not on our Drug List or is restricted in some way?

Please refer to Section 5.2 about a temporary or emergency supply.

Section 9.3 What if you're also getting drug coverage from an employer or
retiree group plan?

If you currently have other prescription drugcoverage through your (or your spouse’s) employer
or retiree group, please contact that group’s benefits administrator. He or she can help you
determine how your current prescription drugcoverage will work with our plan.

In general, if you have employeeor retiree group coverage, the drugcoverage you get from us
will be secondary to your group coverage. That means your group coverage would pay first.

Special note about ‘creditable coverage’:

Each yearyouremployerorretiree group should send you a notice thattells if your prescription
drug coverage for the next calendar year is “creditable.”

If the coverage fromthe group planis “creditable,” itmeans thatthe plan has drugcoverage that
is expected to pay, on average, at least as much as Medicare’s standard prescription drug
coverage.

Keep this notice about creditable coverage because you may needit later. If you enroll in a
Medicare plan thatincludes PartD drugcoverage, you may need these notices to show thatyou
have maintained creditable coverage. If youdidn’tgetthe creditable coverage notice, requesta
copy from the employer or retiree group’s benefits administrator or the employer or union.

Section 9.4 What if you’re in Medicare-certified hospice?

Hospice and our plan do not cover the same drugat the same time. If you are enrolled in
Medicare hospice and require certaindrugs (e.g., anti-nausea, laxative, pain medication or
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antianxiety drugs) that are not covered by your hospice because it is unrelated to your terminal
illness and related conditions, our plan must receive notification from either the prescriber or
your hospice provider that the drugis unrelated before our plan can cover the drug. To prevent
delaysin receivingthese drugs that should be covered by our plan, ask your hospiceprovider or
prescriber to provide notification before your prescription is filled.

In the event you either revoke your hospice election or are discharged from hospice, our plan
should cover your drugs as explained in this document. To prevent any delays at a pharmacy
when your Medicare hospice benefit ends, bringdocumentation to the pharmacy to verify your
revocation or discharge.

SECTION10 Programs ondrug safety and managing medications

Section 10.1 Programs to help members use drugs safely

We conduct druguse reviews for ourmembers to help make sure that they are gettingsafe and
appropriate care.

We do areview each time you filla prescription. We also review our records on a regular basis.
During these reviews, we look for potential problems such as:
e Possible medication errors

e Drugs that may not benecessary because youare takinganother drugto treat the same
condition

e Drugs that may not be safe or appropriate because of your age or gender

e Certain combinations of drugs that could harm you if taken at the same time
e Prescriptions for drugs that have ingredients you are allergic to

e Possibleerrors in the amount (dosage) of a drugyou are taking

e Unsafe amounts of opioid pain medications

If we see a possible problem in youruse of medications, we will work with your provider to
correct the problem.

Section 10.2 Drug Management Program (DMP) to help members safely use
their opioid medications

We have a program thathelps make sure members safely use prescription opioids and other
frequently abused medications. This program is called a DrugManagement Program (DMP). If
you use opioid medications that you get from several doctors or pharmacies, or if you had a
recentopioid overdose, we may talk to your doctors to makesure youruse of opioid medications
is appropriate and medically necessary. Working with your doctors, if we decide your use of
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prescription opioid or benzodiazepine medicationsis not safe, we may limit how you can get
those medications. If we place you in our DMP, the limitations may be:

e Requiringyou to get all your prescriptions for opioid or benzodiazepine medications
from a certain pharmacy(ies)

e Requiringyou to get all your prescriptions for opioid or benzodiazepine medications
from a certain doctor(s)

e Limiting the amountof opioid or benzodiazepine medications we will cover for you

If we plan on limiting how you may get these medications or how much you can get, we will
send you a letter in advance. The letter will explain the limitations we think should apply to you.
You will have an opportunity to tellus which doctors or pharmacies you prefer to use, and about
any other information you think is important for us to know. After you’ve hadthe opportunity to
respond, if we decide to limit your coverage for these medications, we will send you another
letter confirming the limitation. If you think we made a mistake, or you disagree with our
determination or with the limitation, you and your prescriber have the rightto appeal. If you
appeal, we willreview your case and give you a decision. If we continue to deny any partof your
request related to the limitations that apply to your access to medications, we will automatically
send your case to an independent reviewer outside of our plan. See Chapter 9 for information
about how to ask for an appeal.

You will notbe placed in our DMPif you have certain medical conditions, such as active cancer-
related pain or sickle cell disease, you are receiving hospice, palliative, or end-of-life care, or
live in a long-term care facility.

Section 10.3 Medication Therapy Management (MTM) program to help
members manage their medications

We have aprogram that can help our members with complex health needs. Our program is called
a Medication Therapy Management (MTM) program. This program is voluntary and free. A
team of pharmacists and doctors developed the program for us to help make sure that our
members get the most benefit from the drugs they take.

Some members who take medications for different medical conditions and have high drugcosts
or are in a DMP to help members use their opioids safely, may be able to getservices through an
MTM program. A pharmacistor other health professional will give you a comprehensive review
of all your medications. Duringthe review, you can talk about your medications, your costs, and
any problems or questions you have about your prescription and over-the-counter medications.
You’llget a written summary which has a recommended to-do listthatincludes steps you should
take to get the best results from your medications. You’ll also get a medication list that will
include all the medications you’re taking, how muchyou take, and when and why youtake them.
In addition, members in the MTM program will receive information on the safe disposal of
prescription medications that are controlled substances.

It’s a good idea to talk to your doctor about your recommended to-do listand medication list.
Bring the summary with you to your visitor anytime youtalk with your doctors, pharmacists,
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and otherhealth care providers. Also, keep your medicationlist up to date and with you (for
example, with your ID) in case you go to the hospital or emergency room.

If we have a program thatfits yourneeds, we will automatically enroll you in the program and
send you information. If youdecide not to participate, pleasenotify us and we will withdraw
you. If you have any questions about this program, please contact Customer Service.



CHAPTER 6:
What you pay for your Part D
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Are you currently getting help to pay for your drugs?

If you are in a program that helps pay for your drugs, some information in this Evidence of
Coverage about the costs for PartD prescriptiondrugs may notapply to you. We sentyou a
separate insert, called the “Evidence of Coverage Rider for People Who Get Extra Help Paying
for Prescription Drugs” (also known as the “Low Income Subsidy Rider” or the “LIS Rider”),
which tells you about your drug coverage. If you don’t have this insert, please call Customer
Service, and ask for the “LIS Rider.”

SECTION1 Introduction

Section 1.1 Use this chapter together with other materials that explain
your drug coverage

This chapter focuses on what you pay for Part D prescription drugs. To keep things simple, we
use “drug” in this chapterto mean a PartD prescription drug. As explained in Chapter 5, notall
drugs are Part D drugs — some drugs are covered under MedicarePart A or Part B and other
drugs are excluded from Medicare coverage by law.

To understand the paymentinformation,youneed to know whatdrugs are covered, whereto fill
your prescriptions, and what rules to follow when you get your covered drugs. Chapter 5,
Sections 1 through 4 explain these rules.

Section 1.2 Types of out-of-pocket costs you may pay for covered drugs

There are different types of out-of-pocket costs for Part D drugs. The amount that you pay fora
drugis called “costsharing,” and there are three ways the following representthe ways you may
be asked to pay.
e The “deductible” is the amountyou pay for drugs beforeour planbegins to pay its share.
e “Copayment” is a fixed amount youpay each time you fill a prescription.

e “Coinsurance” is a percentage of the total costyou pay each time you fill a prescription.

Section 1.3 How Medicare calculates your out-of-pocket costs

Medicare has rules about what counts and what does not count toward your out-of-pocket costs.
Here are the rules we must follow to keep track of your out-of-pocket costs.
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These payments are included in your out-of-pocket costs

Your out-of-pocket costs include the payments listed below (as longas they are for Part D

covered drugs, and you followed the rules for drugcoverage that are explained in Chapter 5):

The amount you pay for drugs when you are in any of the followingdrugpayment stages:

o The Initial Coverage Stage
o TheCoverage Gap Stage

Any payments you made duringthis calendar year as amember of a different Medicare
prescription drug plan before you joined our plan.

It matters who pays:

If you make these payments yourself, they are included in your out-of-pocket costs.

These payments are also included if they are made on your behalf by certain other
individuals or organizations. This includes payments for your drugs made by a friend or
relative, by most charities, by AIDS drugassistance programs, by a State Pharmaceutical
Assistance Program that is qualified by Medicare, or by the Indian Health Service.
Payments made by Medicare’s “Extra Help” Program are also included.

Some payments made by the Medicare Coverage Gap Discount Program are included.
The amount the manufacturer pays for your brand name drugs is included. But the
amount the plan pays for your generic drugs is not included.

Moving on to the Catastrophic Coverage Stage:

When you (orthose payingon your behalf) have spentatotal of $7,400 in out-of-pocket
costs within the calendar year, youwillmove fromthe Coverage Gap Stage to the
Catastrophic Coverage Stage.

These payments are not included in your out-of-pocket costs

Yourout-of-pocketcosts do not include any of these types of payments:

Drugs you buy outside the United States and its territories.
Drugs that are not covered by our plan.

Drugs you get at an out-of-network pharmacy that do not meetthe plan’s requirements
for out-of-network coverage.

Prescription drugs covered by Part A or Part B.
Payments made by the plan for your brand or generic drugs while in the Coverage Gap.

Payments for your drugs that are made by group health plans includingemployer health
plans.
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e Payments foryourdrugs that are made by certain insurance plans and government-funded
health programs such as TRICARE and the Veterans Affairs.

e Payments foryourdrugs madeby athird-party with alegal obligation to pay for
prescription costs (for example, Workers’ Compensation).

Reminder: If any other organization such as the ones listed abovepays part or all of your
out-of-pocket costs for drugs, youare requiredto tell our plan by calling Customer Service.

How can you keep track of your out-of-pocket total?

e We will help you. The Part D EOB report you receive includes the current amount of
your out-of-pocket costs. Whenthis amount reaches $7,400, this report will tell you that

you have leftthe [insertas applicable: Initial Coverage Stage OR Coverage Gap Stage]
and have moved on to the Catastrophic Coverage Stage.

e Make sure we have the information we need. Section 3.2 tells whatyou can do to
help make sure that ourrecords of what you have spent are complete and up to date. ]

SECTION 2 What you pay for a drug depends on which “drug
payment stage’” you are in when you get the drug

Section 2.1 What are the drug payment stages for Mass General Brigham
Advantage Premier (PPO)members?

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a
one-month supply of each insulin product covered by our plan, no matter what cost-sharingtier
it’s on.

There are four “drug payment stages” for your prescription drug coverage under Mass General
Brigham Advantage Premier (PPO). How much you pay depends on what stage you are in when
you get a prescription filled or refilled. Details of each stage are in Sections 4 through 7 of this
chapter. The stages are:

Stage 1: Yearly Deductible Stage

Stage 2: Initial Coverage Stage

Stage 3: Coverage gap Stage

Stage 4: Catastrophic Coverage Stage




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 118
Chapter6 What you payfor your Part D prescription drugs

SECTION3 We send you reports that explain payments for your
drugs and which payment stage you are in

Section 3.1 We send you a monthly summary called the Part D Explanation
of Benefits (the “Part D EOB”)

Our plan keeps track of the costs of your prescription drugs and the payments you have made
when you get your prescriptions filled or refilled at the pharmacy. This way, we can tell you
when you have moved from one drugpayment stage to the next. In particular, there are two types
of costs we keep track of:

e We keep track of how much you have paid. This is called your “out-of-pocket” cost.

e We keep track of your “totaldrug costs.” This is the amountyou pay out-of-pocket, or
others pay on your behalf plus the amount paid by the plan.

If you have had one or more prescriptions filled through the plan duringthe previous month, we
will send you a Part D Explanation of Benefits (“Part D EOB”). The Part D EOB includes:

e Informationfor that month. This report gives the payment details about the

prescriptions you have filled duringthe previous month. It shows the total drug costs,
what the plan paid, and what you and others on your behalf paid.

e Totals for the year since January 1. This is called “year-to-date” information. Itshows
the total drug costs and total payments for your drugs since the year began.

e Drug price information. This information will display the total drugprice, and
information about increases in price from first fill for each prescription claim of thesame

quantity.

e Availablelower costalternative prescriptions. This will include information about
other available drugs with lower cost sharing for each prescription claim.

Section 3.2 Help us keep our information about your drug payments up to
date

To keep track of yourdrugcosts and the payments you make for drugs, we use records we get
from pharmacies. Here is how you can help us keep your information correct and up to date:

e Show your membership cardevery time yougeta prescriptionfilled. This helps us
make sure we know about the prescriptions you are filling and what you are paying.

e Make sure we have the information we need. There are times you may pay forthe
entire cost of a prescription drug. In these cases, we will not automatically get the
information we needto keep track of your out-of-pocket costs. To help us keep track of
your out-of-pocket costs, give us copies of your receipts. Here are examples of when you
should give us copies of your drug receipts:
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o When you purchase a covered drugat anetwork pharmacy at a special price or
using a discount card that is not part of our plan’s benefit.

o When you made a copayment for drugs thatare providedundera drug
manufacturer patient assistance program.

o Any time you have purchased covered drugs atout-of-network pharmacies or
other times you have paid the full price for a covered drug under special
circumstances.

o Ifyouare billed fora covereddrug, you can ask our plan to pay ourshare of the
cost. For instructions on how to do this, go to Chapter 7, Section 2.

e Send us information about the payments others have made for you. Payments made
by certain otherindividuals and organizations also count towardyour out-of-pocket costs.
For example, payments made a State Pharmaceutical Assistance Program, an AIDSdrug
assistance program (ADAP), the Indian Health Service, and most charities count toward
your out-of-pocket costs. Keepa record of these payments and send themto us so we can
track your costs.

e Check the written report we send you. When you receive a Part D EOB look it over to
be sure the information is complete and correct. If you think somethingis missing or you
have any questions, please call us at Customer Service. Be sure to keep these reports.

SECTION4 Thereis no deductiblefor Mass General Brigham
Advantage Premier (PPO)

There is no deductible for Mass General Brigham Advantage Premier (PPO). You begin in the
Initial Coverage Stage when you fill your first prescription of the year. See Section 5 for
information about your coverage in the Initial Coverage Stage.

SECTIONS During the Initial Coverage Stage, the plan pays its
share of your drug costs, and you pay your share

Section 5.1 What you pay for a drug depends on the drug and where you
fill your prescription

During the Initial Coverage Stage, the plan paysits share of the cost of your covered prescription
drugs, and you pay your share (your copaymentor coinsurance amount]). Your share of the cost
will vary depending on the drug and where you fill your prescription.

The plan has 5 cost-sharing tiers

Every drugon the plan’s DrugListis in one of 5 cost-sharingtiers. In general, the higherthe
cost-sharing tier number, the higher your cost for the drug:

e Cost SharingTier 1 includes preferred generic drugs. This is the lowest costsharingtier.
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e Cost SharingTier 2 includes generic drugs

e Cost Sharing Tier 3 includes preferred brand drugs

e Cost Sharing Tier 4 includes non-preferred drugs

e CostSharingTier 5 includes specialty medications. This is the highest cost sharingtier.
To find out which cost-sharingtier your drugis in, look itup in the plan’s DrugList.

Your pharmacy choices

How much you pay for a drugdepends on whether you get the drug from:

e A network retail pharmacy

e A pharmacy thatis notin the plan’s network. We cover prescriptions filled at out-of-
network pharmacies in only limited situations. Please see Chapter 5, Section 2.5 to find
out when we will cover a prescription filled at an out-of-network pharmacy.

e The plan’s mail-order pharmacy.

For more information about these pharmacy choicesand fillingyour prescriptions, see Chapter 5
and the plan’s Pharmacy Directory.

Section 5.2 A table that shows your costs for a one-month supply of a
drug

Duringthe Initial Coverage Stage, your share of the costof a covered drugwill be eithera
copayment or coinsurance.

As shown in the table below, the amount ofthe copayment or coinsurance depends on the cost-
sharingtier.

Sometimes the costof the drugis lowerthan your copayment. In thesecases, youpay the lower
price for the drug instead of the copayment.
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Your share of the cost when you get a one-month supply of a covered Part D
prescription drug:
|

Standard Mail-order cost Long-term care Out-of-network
retail cost sharing (LTC) costsharing  cost sharing
sharing (in- (Uptoa30-day (Uptoa3l -day (Coverageis
network) supp]y) supp]y) limited to
(Uptoa30- certain
day supply) situations; see
Chapter 5 for
Tier details.) (Uptoa
10-day supply)

Cost-Sharing $0 copay $0 copay $0 copay $0 copay

Tier 1

Preferred

Genericdrugs

Cost-Sharing $3 copay $3 copay $3 copay $3 copay

Tier 2

Generic drugs

Cost-Sharing $37 copay $37 copay $37 copay $37 copay

Tier 3

Preferred Brand

drugs

Cost-Sharing $100 copay $100 copay $100 copay $100 copay

Tier 4

Non-Preferred

drugs

Cost-Sharing 28% Mail order is not 28% coinsurance 28% coinsurance

Tier 5 coinsurance available for drugs

(Specialty in Tier 5

drugs)

Section 5.3 If your doctor prescribes less than a full month’s supply, you

may not have to pay the cost of the entire month’s supply

Typically, the amount youpay for a prescription drugcovers a full month’s supply. There may
be times when you or your doctor would like youto have less than a month’s supply of a drug
(for example, when you are tryinga medication for the first time). You can also ask yourdoctor
to prescribe, and your pharmacist to dispense, less than a full month’s supply of your drugs, if
this will help you better plan refill dates for different prescriptions.

If you receive less than a fullmonth’s supply of certain drugs, youwillnothave to pay for the
full month’s supply.
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e [fyou are responsible for coinsurance, you pay apercentage of the total costof the drug,
Since the coinsurance is based on the total cost of the drug, your cost will be lowersince
the total cost for the drug will be lower.

e [fyou are responsible for a copayment for the drug, you will only pay for the number of
days of the drug that you receive instead of a whole month. We will calculate the amount
you pay per day for your drug (the “daily cost-sharing rate”’) and multiply it by the
number of days of the drugyou receive.

Section 5.4 A table that shows your costs for a long-term up to a 90-day)
supply of a drug

For some drugs, you can getalong-term supply (also called an “extended supply”). A long-term
supply is up to a 90-day supply.

The table below shows whatyou pay when you geta long-term supply of a drug.

e Sometimesthe cost of thedrugis lowerthan your copayment. In these cases, you pay the
lower price for the drug instead of the copayment.

Your share of the cost when you get a long-term supply of a covered Part D
prescription drug:
T —
Standardretail cost Mail-order cost

sharing (in- sharing
network)up toa 90- (uptoa90-day
Tier day supply) supply)
Cost-Sharing Tier 1 $0 copay $0 copay
Preferred Generic
drugs
Cost-Sharing Tier 2 $9 copay $6 copay
Generic drugs
Cost-Sharing Tier 3 $111 $74 copay
Preferred Brand
drugs
Cost-Sharing Tier 4 $300 copay $200 copay
Non-Preferred drugs
Cost-Sharing Tier 5 A long-term supply A long-term supply
(Specialty) 1s not available for is not available for

drugs in Tier 5 drugs in Tier 5
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Section 5.5 You stay in the Initial Coverage Stage until your out-of-pocket
costs for the year reach $4,660

You stay in the Initial Coverage Stage until the total amount for the prescription drugs youhave
filled reaches the $4,660 limit for the Initial Coverage Stage.

The Part D EOB that you receive will help you keep track of how much you, the plan, and any
third parties, have spenton your behalf for your drugs duringthe year. Many people do notreach
the $4,660 initial coverage limit in a year.

We will let you know if you reach this amount. If you do reach thisamount, you will leave the
Initial Coverage Stage and move on to Coverage Gap Stage. See Section 1.3 on how Medicare
calculates your out-of-pocket costs.

SECTION 6 Costs in the Coverage Gap Stage

When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program provides
manufacturer discounts on brand name drugs. You pay 25% of the negotiated price and a portion of the
dispensing fee for brand name drugs. Both the amount you pay, and the amount discounted by the
manufacturer count toward your out-of-pocket costsasif you had paid them and move you through the
coverage gap.

You also receive some coverage for generic drugs. You pay no more than 25% of the cost for
generic drugs and the plan pays the rest. Only the amount you pay counts and moves you through
the coverage gap.

You continue paying these costs until your yearly out-of-pocket payments reach a maximum
amount that Medicare has set. Once you reach this amount $7,400, youleave the Coverage Gap
Stage and move to the Catastrophic Coverage Stage.

Medicare has rules about whatcounts and whatdoes notcounttoward your out-of-pocket costs
(Section 1.3).

SECTION7 Duringthe Catastrophic Coverage Stage, the plan
pays most of the cost for your drugs

You enter the Catastrophic Coverage Stage when your out-of-pocketcosts have reachedthe
$7,400 limit for the calendar year. Once youare in the Catastrophic Coverage Stage, you will
stay in this payment stage until the end of the calendar year.
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Duringthis stage, the plan will pay mostof the cost for your drugs. You will pay:

e Your shareof the cost fora covered drugwill be either coinsurance or a copayment,
whichever is the larger amount:
o either— coinsurance of 5% of the cost of the drug

o —or—$4.15 foragenericdrugor a drugthatis treated like a generic and $10.35 for
all other drugs.

SECTION 8 Part D Vaccines. What you pay for depends on how
and where you get them

Important Message About What You Pay For Vaccines - Our plan covers most Part D vaccines
at no cost to you, even if you haven’t paid your deductible. Call Customer Service for more
information.

There are two parts to our coverage of PartD vaccinations:

e The firstpart of coverage is the costof the vaccine itself.

e The second partof coverage is for the costof giving you the vaccine. (This is sometimes
called the “administration” of the vaccine.)

Your costs for a Part D vaccination depend on three things:

1. The type of vaccine (what you are beingvaccinated for).

o Somevaccines are considered medical benefits. (See the Medical Benefits Chart
(what is covered and what you pay) in Chapter 4).

o Othervaccines are considered Part D drugs. You can find thesevaccines listed in
the plan’s List of Covered Drugs (Formulary).

2. Where youget the vaccine.

o The vaccineitself may be dispensed by a pharmacy orprovided by the doctor’s
office.

3. Who gives youthe vaccine.

o A pharmacist may give the vaccinein the pharmacy, oranother provider may
give it in the doctor’s office.
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What you pay atthe time you getthe Part D vaccination can vary dependingon the
circumstances and what Drug Stage you are in.

e Sometimes when you get a vaccination, you have to pay for the entire cost for both the
vaccine itself and the cost for the provider to give you the vaccine. You can ask ourplan
to pay you back for our share ofthe cost.

e Othertimes, when you geta vaccination, you will pay only your share of the costunder
your Part D benefit.

Below are three examples of ways youmightget a Part D vaccine.

Situation 1: You get your vaccination at the network pharmacy. (Whether you have this
choice depends on where you live. Some states do not allow pharmacies to
give vaccines.)

e You will pay the pharmacy yourcopaymentfor the vaccine itself
which includes the cost of giving you the vaccine.

e Our plan will pay the remainder of the costs.

Situation 2:  You get the Part D vaccination at your doctor’soffice.

e When you getthe vaccine, you will pay for the entire costof the
vaccine itself and the cost for the provider to give it to you.

e You can then ask ourplan to pay our share of the costby usingthe
procedures that are described in Chapter 7.

¢  Youwill bereimbursed the amountyoupaid less yournomal
copayment for the vaccine (including administration)

Situation 3: You buy the Part D vaccine itself at your pharmacy, and then take it to your
doctor’s office where they give you the vaccine.

e Youwill have to pay the pharmacy your copayment for the vaccine
itself.

e  When your doctor gives you the vaccine, you will pay the entire cost
forthis service. You can then ask ourplan to pay ourshare of the cost
by using the procedures described in Chapter 7.

e Youwill be reimbursed the amountcharged by the doctor for
administeringthe



CHAPTER 7:

Asking us to pay our share of a bill
you have receivedfor covered
medical services or drugs
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SECTION1 Situations in which you should ask us to pay our
share of the cost of your covered services or drugs

Sometimes when you get medical care or a prescription drug, you may need to pay the full cost.
Other times, you may find that you have paid more than you expected under the coverage rules
of the plan. Or youmay receive a bill from a provider. In these cases, youcan ask our plan to pay
you back (payingyouback is often called “reimbursing” you). It is your right to be paid back by
our plan whenever you’ve paid morethan your share of the cost for medical services or drugs
that are covered by our plan. There may be deadlines that you must meet to get paid back. Please
see Section 2 of this chapter.

There may also be times when you get a bill from a provider for the full cost of medical care
you have received or possibly for more than your share of cost sharing as discussed in the
document. Firsttry to resolve the bill with the provider. If thatdoes not work, sendthe billto
us instead of paying it. We will look at the bill and decide whether the services should be
covered. If we decide they shouldbe covered, we will pay the providerdirectly. If we decide
not to pay it, we will notify the provider. You should never pay more than plan-allowed cost
sharing. If this provider is contracted, you still have the right to treatment.

Here are examples of situations in which youmay need to ask our plan to pay you backor to pay
a bill you have received:

1. When you’ve received medical care from a provider who is not in our plan’s
network

When you received care from a provider who is not part of our network, you are only
responsible for payingyour share of the cost. (Your share of the cost may be higher for an
out-of-network provider than for a network provider.) Ask the provider to bill the plan for
our share of the cost.

e If you pay the entire amountyourselfatthe time youreceive the care, ask us to pay you
back for our share of the cost. Send us the bill, along with documentation of any
payments you have made.

e You may geta bill from the provider asking for paymentthatyou think youdonotowe.
Send us this bill, along with documentation of any payments you have already made.

o Ifthe provideris owed anything, we will pay the provider directly.

o Ifyouhave alreadypaid more than your share of the costof the service, we will
determine how much you owed and pay you back for our share of the cost.

e Please note: While you can getyour care from an out-of-network provider, the provider
must be eligible to participate in Medicare. Except for emergency care,we cannot pay a
provider who is not eligible to participate in Medicare. If the provider is not eligible to
participate in Medicare, you will be responsible for the full cost of the servicesyou
receive.
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2. When a network provider sends you a bill you think you should not pay

3.

Network providers should always bill the plan directly andask you only for your share of the
cost. But sometimes they make mistakes and ask you to pay more than your share.

e Youonly haveto pay your cost-sharingamount when youget covered services. We do
not allow providers to add additional separate charges, called “balance billing.” This
protection (thatyou never pay more than your cost-sharingamount) applies evenif we
pay the provider less than the provider charges for a serviceand even if thereis a
dispute and we don’t pay certain provider charges.

e Wheneveryou get a bill from a network provider thatyou think is more than you
should pay, send us the bill. We will contact the providerdirectly and resolve the
billing problem.

e If youhave already paid a bill to a network provider, but you feel that you paid too
much, send us the bill alongwith documentation of any payment you have madeand
ask us to pay you back the difference between the amountyou paid and the amount you
owed under the plan.

If you are retroactively enrolled in our plan

Sometimes a person’s enrollment in the plan is retroactive. (This means that the first day of
their enrollmenthas already passed. The enrollmentdate may even have occurredlastyear.)

If you were retroactively enrolled in our plan and you paid out-of-pocket for any of your
covered services or drugs after your enrollment date, youcan ask usto pay you backforour
share of the costs. You will need to submit paperwork such as receipts and bills for us to
handle the reimbursement.

When you use an out-of-network pharmacy to get a prescription filled

If you go to an out-of-network pharmacy, the pharmacy may notbe able to submit the claim
directly to us. When that happens, you will have to pay the full cost of your prescription.

Save your receiptand send acopy to us when you ask us to pay you back for our share of the
cost. Remember that we only cover out of network pharmacies in limited circumstances. See
Chapter 5, Section 2.5 for a discussion of these circumstances.

When you pay the full cost for a prescription because you don’t have your
plan membership card with you

If you do nothave your plan membership card with you, youcan ask the pharmacy to call the
plan or to look up your plan enrollment information. However, if the pharmacy cannot get
the enrollment information they need right away, you may needto pay the full cost of the
prescription yourself.

Save your receiptand send a copy to us when you ask us to payyou back for our share of the
cost.
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6. When you pay the full cost for a prescription in other situations

You may pay the full cost of the prescription becauseyou find that thedrugis not covered
for some reason.

e Forexample, the drugmay not be on the plan’s List of Covered Drugs (Formulary); or
it could have a requirement or restriction that you didn’t know about or don’t think
should apply to you.If youdecide to get the drugimmediately, you may need to pay
the full cost for it.

e Save yourreceipt and send a copy to us when you ask us to pay you back. In
some situations, we may need to get more information fromyour doctor in order
to pay you back for our share of the cost.

All of the examples above are types of coverage decisions. This means that if we deny your
request for payment, you can appeal our decision. Chapter 9 of this document has information
about how to make an appeal.

SECTION 2 How to ask us to pay you back or to paya bill you
have received

You may requestus to pay you back by sendingus a requestin writing. If you senda requestin
writing, send your bill and documentation of any payment you have made. It’s a good idea to
make a copy of your bill and receipts for your records. Youmust submit your claim to us
within 36 months of the date youreceived the service, item, or drug.

To make sure you are givingus all the information we needto make a decision,youcan fill out
our claim form to make your request for payment.

In order to complete the form you will need the following information:
e Provider name, address and NPI (national provider identifier)

Patient name

Date of service

Itemized charges for each date of service and type of service received

Procedure codes for all services received

Number of units billed for each procedure code

Diagnosis code

If services were received outside of the United States what is the name of the foreign

currency

e Proof of payment (credit/debit card statement, receipt of payment from provider, or
financial statement that includes front and back of check made out to provider)

¢ Youdon’thave to use the form, but it will help us process the information faster

Either download a copy of the form from our website (MassGeneralBrighamAdvantage.org) or
call Customer Service (phone numbers for Customer Serviceare printed on the back cover of
this booklet) Customer Service and ask for the form. Mail your request for payment together
with any bills or paid receipts to us at this address:
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Medicare Part D paper claim:
CVS Caremark
P.O. Box 52066
Phoenix, AZ 85072-2066

For Part C Medical Claims: Mail yourrequest for payment together with any bills orpaid
receipts to us at this address:

Mass General Brigham Health Plan
Medicare Advantage
399 Revolution Drive, Suite 850
Somerville, MA 02145

SECTION3 We will consideryour requestfor payment and say
yes or no
Section 3.1 We check to see whether we should cover the service or drug

and how much we owe

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

e If we decide that the medical care or drugis covered and you followed all the rules, we
will pay for our share of thecost. If youhave already paid for the service or drug, we will
mail your reimbursement of our share of the cost to you. If you have not paid for the
service or drug yet, we will mail the payment directly to the provider.

e If we decide that the medical care or drugis not covered, or youdid not follow all the
rules, we will not pay for our share of the cost. We will send you a letter explainingthe
reasons why we are not sending the payment and your rights to appeal that decision.

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

If you think we have made a mistake in turningdownyour request for payment or the amount we
are paying, you can make an appeal. If you make an appeal, itmeans you are askingus to change
the decision we made when we turned down your request for payment. The appeals processis a
formalprocess with detailed procedures andimportantdeadlines. For the details on how to make
this appeal, go to Chapter 9 of this document.




CHAPTER 8:

Your rights and responsibilities
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SECTION1 Our plan musthonor yourrights and cultural
sensitivities as a member of the plan

Section 1.1 We must provide information in a way that works for you and
consistent with your cultural sensitivities (in languages other
than English, in braille, in large print, or other alternate
formats, etc.)

Your plan is required to ensure that all services, bothclinical and non-clinical, are providedin a
culturally competent manner and are accessible to all enrollees, including those with limited
English proficiency, limited readingskills, hearingincapacity, or those with diverseculturaland
ethnic backgrounds. Examples of how a plan may meet these accessibility requirements include,
but are not limited to provision of translator services, interpreter services, teletypewriters, or
TTY (text telephone or teletypewriter phone) connection.

Ourplan has free interpreter services availableto answer questions fromnon-English speaking
members. We can also give you information in braille, in large print, or other alternate formats
atno costif you need it. We are required to give you information aboutthe plan’s benefits in a
format that is accessible and appropriate for you. To get information from us in a way that
works for you, please call Customer Service.

Our plan is required give female enrollees the optionof directaccessto awomen’s health
specialist within the network for women’s routine and preventive health care services.

If providers in the plan’s network for a specialty are notavailable, itis the plan’s responsibility
to locate specialty providers outside the network who will provide you with the necessary care.
In this case, you will only pay in-network costsharing. If you find yourself in a situation where
there are no specialists in the plan’s network that cover a service you need, call the plan for
information on where to go to obtain this service atin-network costsharing.

If you have any trouble getting information from our plan in a format thatis accessible and
appropriate for you, please call to file a grievance with Mass General Brigham Health Plan,
Medicare Advantage, 399 Revolution Drive, Suite 850, Somerville, MA 02145 or by calling
Customer Service at 855-833-3668. You may also file a complaint with Medicare bycalling 1-
800-MEDICARE (1-800-633-4227) or directly with the Office for Civil Rights 1-800-368-
1019 or TTY 1-800-537-7697.

Su plan debe garantizar que todos los servicios, tanto clinicos como no clinicos, se brinden
de una manera culturalmente competente y sean accesibles paratodos los afiliados,
incluidos aquellos con dominio limitado del inglés, habilidades limitadas de lectura,
discapacidad auditiva o aquellos con antecedentes culturalesy étnicos diversos. Los
ejemplos de como un plan puede cumplir con estos requisitos de accesibilidad incluyen,
entre otros, la disposicion de servicios de traduccion, servicios de interpretacion, teletipos o
conexion TTY (teléfono de texto o teletipo).

Nuestro plan cuenta con servicios de interpretacion gratuitos disponibles pararesponder a
las preguntas de los miembros que no hablan inglés. También podemos proporcionarle
informacion en braille, en tamafo de letra grande o en otros formatos alternativos, sin costo
alguno, silo necesita. Debemos proporcionarle informacion sobre los beneficios del plan en
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un formato que sea accesible y adecuado parausted. Para obtener informacion sobre
nosotros de una manera que sea conveniente para usted, llame a Servicios para los
miembros.

Nuestro plan debe brindar a las mujeres inscritas la opcién de acceso directo a un
especialista en salud de la mujer dentro de la red para servicios de atencidon médica
preventiva y de rutina para mujeres.

Si los proveedores de la red del plan parauna especialidad no estan disponibles, es
responsabilidad del plan ubicar proveedores especializados fuera de la red que le brindaran
la atencidn necesaria. En este caso, solo pagara el costo compartido dentro de la red. Sise
encuentra en una situacion en la que no hay especialistas en la red del plan que cubran un
servicio que necesita, llame al plan para obtener informacion sobre donde acudir para
obtener este servicio con costos compartidos dentro de la red.

Si tiene alguna dificultad para obtener informacion sobre nuestro plan en un formato que
sea accesible y adecuado para usted, lldmenos para presentar un reclamo ante llame para
presentar una queja ante Mass General Brigham Health Plan, Medicare Advantage, 399
Revolution Drive, Suite 850, Somerville, MA 02145 o llamando a Servicio al Cliente al
855-833-3668. También puede presentar una queja ante Medicare llamando al 1-800-
MEDICARE (1-800-633-4227) o directamente ante la Oficina de Derechos Civiles al 1-
800-368-1019 0 TTY 1-800-537-7697.

Section 1.2 We must ensure that you get timely access to your covered
services and drugs

You have theright to choose a primary care provider (PCP) in the plan’snetwork. You also have
the right to go to a women’s health specialist (such as a gynecologist) without a referral and still
pay the in-network cost-sharing amount.

You have the rightto get appointments and covered services from your providers within a
reasonable amount of time. This includes the right to get timely services from specialists when
you need that care. You also have the right to get your prescriptions filled or refilled at any of
our network pharmacies without long delays.

If you think that you are not gettingyour medical care or Part D drugs within a reasonable
amount of time, Chapter 9, tells what you can do.

Section 1.3 We must protect the privacy of your personal health
information

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

e Your“personal health information” includes the personal information you gave us when
you enrolled in this plan as well as your medical records and other medical and health
information.

e You haverights related to yourinformation and controllinghow your health information
is used. We give you a written notice, called a “Notice of Privacy Practice,” that tells
aboutthese rights and explains how we protect the privacy of your health information.
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How do we protect the privacy of your health information?
e We make sure that unauthorizedpeople don’t see or change your records.

e Except forthe circumstances noted below, if we intend to give your health information to
anyone who isn’t providing your care or paying for your care, we are required to get
written permission from you or someone you have given legal power to make decisions

foryou first.

e There are certain exceptions thatdo notrequire us to get your written permission first.
These exceptions are allowed or required by law.

o We are required to release health information to government agencies that are
checking on quality of care.

o Because you are a member of our planthrough Medicare, we are required to give
Medicare your health information including information about your Part D

prescription drugs. If Medicare releases your information for research or other
uses, this will be done accordingto Federal statutes and regulations; typically, this
requires that information that uniquely identifies younot be shared.

You can see the information in your records and know how it has been shared
with others

You have the right to look at your medical records held at the plan, and to get a copy of your
records. We are allowed to charge you a fee for makingcopies. Youalso have the rightto ask us
to make additions or corrections to your medicalrecords. If you askus to do this, we will work
with your health care provider to decide whether the changes should be made.

You have the rightto know how your healthinformation has been shared with others forany
purposes that are not routine.

If you have questions or concerns about the privacy of your personal health information, please
call Customer Service.

Section 1.4 We must give you information about the plan, its network of
providers, and your covered services

As amemberof Mass General Brigham Advantage Premier (PPO), youhavethe rightto get
several kinds of information fromus.

If you want any of the followingkinds of information, please call Customer Service:

e Information about our plan. This includes, for example, information about the plan’s
financial condition.

= Information about our network providers and pharmacies. You have the right to get
information about the qualifications of the providers and pharmacies in our network and
how we pay the providers in our network.

e Informationabout your coverageand the rules you must follow when using your coverage.

Chapters 3 and 4 provide informationregardingmedical services. Chapters 5 and 6
provide information about Part D prescription drug coverage.
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e Informationabout why something is not covered and what youcan do about it.
Chapter9 provides informationon asking fora written explanation on why amedical
service or Part D drugis not covered or if your coverage is restricted. Chapter 9 also
provides information on asking us to change a decision, also called an appeal.

Section 1.5 We must support your right to make decisions about your care

You have the right to know your treatment options and participate in decisions
about your health care

You have the right to get full information from your doctors and other health care providers.
Yourproviders must explain your medical condition and your treatment choices in a way that
you can understand.

Youalso have the right to participate fully in decisions aboutyourhealth care. To help you make
decisions with your doctors about what treatment is best for you, your rights include the
following:

e To know about all of your choices. You have the right to be told about all of the
treatment options that are recommended for your condition, no matter what they cost or
whetherthey are covered by ourplan. It also includes beingtold about programs our plan
offers to help members manage their medications and use drugs safely.

e To know about the risks. You have the right to be told aboutany risks involved in your
care. You must be told in advance if any proposed medical care or treatment is part of a
research experiment. You always have the choice to refuse any experimental treatments.

e The right to say “no.” You have the right to refuse any recommended treatment. This
includes the rightto leave a hospital or other medical facility, even if your doctor advises
you notto leave. Youalso have therightto stop takingyour medication. Of course, if you
refuse treatment or stop taking medication, you accept full responsibility for what
happens to your body as a result.

You have the right to give instructions about what is to be done if you are not
able to make medical decisions for yourself

Sometimes people become unable to make health care decisions for themselves due to accidents
or serious illness. You have the right to say what you want to happen if you are in this situation.
This means that, if you want to, you can:

e Fill outa written form to give someone the legal authority to make medical decisions
for you if you ever become unable to make decisions for yourself.

e Giveyourdoctors writteninstructions about how you want them to handle your
medical care if you become unable to make decisions for yourself.

The legal documents that you can use to give your directions in advance in these situations are
called “advance directives.” There are different types of advance directives and different names
forthem. Documents called “living will” and “power of attorney for health care” are examples
of advance directives.
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If you wantto use an “advance directive” to give your instructions, here is whatto do:

e Getthe form. You can get an advance directive form fromyourlawyer, from a social
worker, or from some office supplystores. You can sometimes get advance directive
forms from organizationsthat give people information about Medicare You can also
contact Customer Service to ask for the forms.

e Fill it out and sign it. Regardless of where yougetthis form, keep in mind thatitis a
legal document. You should consider having a lawyer help you prepare it.

e Give copies to appropriate people. You should give a copy of the form to your doctor
and to the person you nameon the form who can make decisions for you if you can’t.
You may wantto give copies to close friends or familymembers. Keep a copy athome.

If you know aheadof time thatyou are goingto be hospitalized, and you have signed an advance
directive, take a copy with you to the hospital.

The hospital will ask you whether you have signed an advance directive form and whether you
have it with you.

If you have notsigned an advance directive form, the hospital has forms available and will ask if
you want to sign one.

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

What if your instructions are not followed?
If you have signed an advance directive, and you believe that a doctor or hospital did not follow

the instructions in it, you may file a complaint with the Commonwealth of Massachusetts Board
of Registration in Medicine at 1-781-876-8200 or toll free in Massachusetts at 1-800-377-0550.

Section 1.6 You have the right to make complaints and to ask us to
reconsider decisions we have made

If you have any problems, concerns, or complaints and need to request coverage, or make an
appeal, Chapter9 of this document tells what you can do. Whatever you do— ask fora coverage
decision, make an appeal, or make a complaint — we are required to treat you fairly.

Section 1.7 What can you do if you believe you are being treated unfairly
or your rights are not being respected?

If it is about discrimination, call the Office for Civil Rights

If you believe you have been treatedunfairly or your rights have not been respected due to your
race, disability, religion, sex, health, ethnicity, creed (beliefs), age, sexual orientation, or national
origin, you should call the Department of Health and Human Services’ Office for Civil Rights at
1-800-368-1019 or TTY 1-800-537-7697 or call your local Office for Civil Rights.
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Is it about something else?

If you believe you have been treated unfairly or your rights havenotbeen respected, andit’s not
aboutdiscrimination, youcan get help dealingwith the problem you are having:

e You can call Customer Service.

e You can callthe SHIP. For details, go to Chapter2, Section 3.

e Oryoucan call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours aday, 7
days a week (TTY 1-877-486-2048).

Section 1.8 How to get more information about your rights

There are several places where you can get more informationabout your rights:

e You can call Customer Service.
e You can callthe SHIP. For details, go to Chapter2, Section 3.

e You can contact Medicare.

o You can visit the Medicare website to read or download the publication
“Medicare Rights & Protections.” (The publication is available at:
www.medicare.gov/Pubs/pdf/11534-Medicare- Rights-and-Protections.pdf.)

o Oryoucan call 1-800-MEDICARE (1-800-633-4227),24 hours a day, 7 days a week
(TTY 1-877-486-2048).

SECTION 2 You have someresponsibilities asa memberofthe
plan

Things you need to do as a member of the plan are listed below. If youhave any questions,
please call Customer Service.

e Get familiar with your coveredservices and the rules you must follow to get these
coveredservices. Use this Evidence of Coverage to learn whatis covered foryouand the
rules you need to follow to get your covered services.

o Chapters 3 and 4 give the details aboutyour medical services.
o Chapters 5 and 6 give the details about your Part D prescriptiondrugcoverage.

e If youhave any other health insurance coverage or prescription drug coverage in
addition to our plan, you arerequired to tell us. Chapter 1 tells you aboutcoordinating
these benefits.

e Tell your doctor and other health care providers thatyouare enrolledin our plan.
Show your plan membership card whenever you get your medical care or Part D
prescription drugs.


http://www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf
http://www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf
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e Help your doctors and other providers help youby giving them information, asking
questions, and following through on your care.

@)

To help get the best care, tell your doctors and other health providers about your
health problems. Follow the treatment plans and instructions that you and your
doctors agree upon.

Make sure your doctors know all of the drugs you are taking, includingover-the-
counter drugs, vitamins, and supplements.

If you have any questions, be sure to ask and get an answer you can understand.

e Be considerate. We expect all ourmembers to respect the rights of other patients. We
also expectyou to actin a way that helps the smooth runningof your doctor’s office,
hospitals, and other offices.

e Pay whatyouowe. As a plan member, you are responsible for these payments:

o You must continue to pay your Medicare Part B premiums to remain a member of

the plan.

For most of your medical services or drugs covered by the plan, you must pay
your share of the cost when you get the service or drug.

If you are required to pay a late enrollmentpenalty, youmustpay the penalty to
keep your prescription drug coverage.

If you are required to pay the extra amount for Part D becauseof your yearly
income, you mustcontinue to paythe extra amount directly to the government to
remain a member of the plan.

o Ifyoumove within our service area,we need to know so we can keep your
membership record up to date and know how to contact you.

e Ifyoumove outside of our plan service area,you cannot remaina member of our

plan.

If you move, itis also importantto tell Social Security (or the Railroad Retirement Board).



CHAPTER 9:

What to do if you have a problem or

complaint (coverage decisions,
appeals, complaints)
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SECTION 1 Introduction

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

This chapter explains two types of processes for handlingproblems and concerns:

e Forsome problems, youneed to use the process for coverage decisions and appeals.

e Forotherproblems, youneedto use the process for making complaints; also called
grievances.

Both of these processes have been approvedby Medicare. Each process has asetof rules,
procedures, and deadlines that must be followed by us and by you.

The guide in Section 3 will help you identify the right process to use and whatyou shoulddo.

Section 1.2 What about the legal terms?

There are legal terms for some of the rules, procedures, and types of deadlines explained in this
chapter. Many of theseterms are unfamiliar to most people and can be hard to understand. To
make things easier, this chapter:

e Uses simpler words in place of certain legal terms. For example, this chapter generally
says, “makinga complaint” rather than “filinga grievance,” “coverage decision” rather
than “organization determination” or “coverage determination” or “at-risk
determination,” and “independent review organization” instead of “Independent Review
Entity.”

o It also uses abbreviations as little as possible.

However, itcan be helpful — and sometimes quite important— foryou to know the correctlegal
terms. Knowingwhich terms to use will help you communicate more accuratelyto get the right
help or information for your situation. To help you know which terms to use, we include legal
terms when we give the details for handling specific types of situations.

SECTION 2 Where to get more information and personalized
assistance

We are always available to help you. Even if you have a complaint about our treatment ofyou,
we are obligated to honor your right to complain. Therefore, you should alwaysreach out to
customer service for help. But in some situations, you may also want help or guidance from
someone who is not connected with us. Below are two entities that can assist you.
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State Health Insurance Assistance Program (SHIP)

Each state has a government program with trained counselors. The program is not connected
with us or with any insurance company or health plan. The counselors at this program can help
you understand which process you should use to handle a problem you are having. Theycan also
answer your questions, give you more information, and offer guidance on what to do.

The services of SHIP counselors arefree. You will find phone numbers and website URLs in
Chapter 2, Section 3 of this document.

Medicare

Youcan also contactMedicare to get help. To contact Medicare:

e Youcan call 1-800-MEDICARE (1-800-633-4227),24 hoursaday, 7 days aweek. TTY
users should call 1-877-486-2048.

e You can also visit the Medicare website (www.medicare.gov).

SECTION3 Todeal with your problem,which process should you
use?

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

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

Yes.

Go on to the nextsection of this chapter, Section4, “A guide to the basics of
coverage decisions and appeals.”

No.

Skip ahead to Section 10 at the end of this chapter: “Howto make a complaint
about quality of care, waiting times, customer service or other concerns.”



http://www.medicare.gov/
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COVERAGEDECISIONS AND APPEALS

SECTION4 A guide to the basics of coverage decisions and
appeals

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

Coverage decisions and appeals deal with problems related to your benefits and coverage for
medical services and prescription drugs, including payment. This is the process you use for
issues such as whether somethingis coveredornot and the way in which somethingis covered.

Asking for coverage decisions prior to receiving services

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your medical services or drugs. For example, your plan network doctor makes a
(favorable) coverage decision for you whenever you receive medical care from him or her or if
your network doctor refers you to a medical specialist. You or your doctor can also contact us
and ask for a coverage decision if your doctor is unsure whether we will cover a particular
medical service or refuses to provide medical care you think thatyouneed. In other words, if you
want to know if we will cover a medical service before you receiveit, you can ask us to makea
coverage decision for you. In limited circumstances a request for a coverage decision will be
dismissed, which means we won’t review the request. Examples of when a request will be
dismissed include if the request is incomplete if someonemakes the request on your behalf but
isn’tlegally authorized to do so or if you ask for your request to be withdrawn. If we dismiss a
request for a coverage decision, we will send a notice explainingwhy the request was dismissed
and how to ask for a review of the dismissal.

We are makinga coverage decision for you whenever we decidewhat is coveredfor you and
how much we pay. In some cases, we might decide a service or drugis not covered or is no
longer covered by Medicare foryou. If youdisagree with this coverage decision, youcan make
an appeal.

Making an appeal

If we make a coverage decision, whether before or after a service is received, and you are not
satisfied, you can “appeal” the decision. An appeal is a formal way of askingus to review and
change a coverage decision we have made. Under certain circumstances, which we discuss later,
you can request an expedited or “fast appeal” of a coverage decision. Your appeal is handled by
different reviewers than those who made the original decision.

When you appeal a decisionfor the firsttime, this is called a Level 1 appeal. In this appeal, we
review the coverage decision we made to checkto see if we were properly followingthe rules.
When we have completed the review, we give you, our decision. In limited circumstances a
request for a Level 1 appeal will be dismissed, which means we won’t review the request.
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Examples of when a requestwill be dismissed include if the requestis incomplete if someone
makes the request on your behalf but isn’t legally authorized to do so or if you ask for your
request to be withdrawn. If we dismiss a request for a Level 1 appeal, we will send a notice
explaining why the request was dismissed and how to ask for a review of the dismissal.

If we do notdismiss yourcase butsay no to allorpart of your Level 1 appeal, youcan go on to a
Level 2 appeal. The Level 2 appeal is conducted by an independent review organization that is
not connected to us. (Appeals for medical services and Part B drugs will be automatically sent to
the independent review organization for a Level 2 appeal — you do not need to do anything. For
Part D drug appeals, if we say no to all or part of your appeal youwill need to ask fora Level 2
appeal. Part D appeals are discussed further in Section 6 of this chapter). If you are not satisfied
with the decision atthe Level 2 appeal, you may be able to continue through additional levels of
appeal (Section 9 in this chapter explains the Level 3, 4, and 5 appeals processes).

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

Here are resources if you decide to ask for anykind of coverage decision or appeal a decision:

e Youcancallus at Customer Service.
e Youcanget free help from your State Health Insurance Assistance Program.

¢ Yourdoctor can make a request for you. If yourdoctorhelps with an appeal past Level
2, they will need to be appointed as yourrepresentative. Please call Customer Service and
ask for the “Appointment of Representative” form. (The form is also available on
Medicare’s website at www.cms.gov/Medicare/CMS-Forms/CMS-
Forms/downloads/cms1696.pdf[plans may also insert: or on our website at [insert
website or link to form]].)

o For medical care or Part B prescription drugs, your doctor can request acoverage
decision or a Level 1 appealon yourbehalf. If yourappeal isdenied at Level 1, it
will be automatically forwarded to Level 2.

o For Part D prescription drugs, your doctor or other prescriber canrequest a
coveragedecisionora Level 1 appeal on yourbehalf. If your Level 1 appeal is
denied your doctor or prescriber can request a Level 2 appeal.

¢ Youcanask someone to act on your behalf. If you wantto, you can name another
personto act foryou as your “representative” to ask fora coverage decision or make an
appeal.

o If you wanta friend, relative,or other person to be your representative, call
Customer Service and ask for the “Appointment of Representative” form. (The
form is also available on Medicare’s website at www.cms.gov/Medicare/CMS-
Forms/CMS-Forms/downloads/cms1696.pdf [plans may also insert: or on our
website at /insert website or link to form]].) The form gives that person
permission to acton your behalf. [tmustbe signed by you and by the personwho
you would like to acton your behalf. Youmustgive us a copy of the signed form.



http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
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2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 144
Chapter9 What to do if you have a problemorcomplaint (coverage decisions,
appeals, complaints)

o While we can accept an appeal request without the form, we cannot begin or
complete our review until we receive it. If we do notreceive the form within 44
calendar days after receiving your appeal request (our deadline for making a
decision on your appeal), yourappeal request will be dismissed. If this happens,
we will send you a written notice explaining your right to ask the independent
review organization to review our decision to dismiss your appeal.

e You also have the right to hire a lawyer. You may contactyour ownlawyer or getthe
name of alawyer from yourlocal bar association or other referral service. There are also
groups that will give you free legal services if you qualify. However, you are not
required to hire a lawyer to ask for anykind of coverage decisionor appeal a decision.

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

There are four different situations that involve coverage decisions and appeals. Since each
situation has differentrules and deadlines, we give the details for each one in a separate section:

e Section 5 of this chapter: “Yourmedical care: Howto ask fora coverage decision or
make an appeal”

e Section 6 of this chapter: “YourPartD prescription drugs: How to ask for a coverage
decision or make an appeal”

e Section 7 of this chapter: “How to ask us to cover a longer inpatienthospital stay if you
think the doctor is discharging you too soon”

e Section 8 of this chapter: “How to ask us to keep coveringcertain medical services if you
think your coverage is endingtoo soon” (Applies only to these services: homehealth care,
skilled nursing facility care, and Comprehensive Outpatient Rehabilitation Facility
(CORF) services)

If you’re not sure which section youshould be using, please call Customer Service. You can
also get help or information from government organizations such as your SHIP.

SECTIONS Your medical care: How to ask fora coverage
decisionor make an appeal of a coverage decision

Section 5.1 This section tells what to do if you have problems getting
coverage for medical care or if you want us to pay you back
for our share of the cost of your care

This section is about your benefits formedical care and services. These benefits are described in
Chapter 4 of this document: Medical Benefits Chart (what is covered and what you pay). To
keep things simple, we generally refer to “medical care coverage” or “medical care” which
includes medical items and services as well as Medicare Part B prescription drugs. In some
cases, different rules apply to a request for a Part B prescription drug. In those cases, we will
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explain how the rules for Part B prescription drugs are different from the rules for medical items
and services.

This section tells whatyou can do if you are in any of the five followingsituations:

1. You arenotgetting certain medical care you want, and you believe that this care is
covered by our plan. Ask for a coverage decision. Section 5.2.

2. Our plan will not approve the medical care your doctor or other medical provider wants to
give you, and youbelieve thatthis care is covered by the plan. Ask for a coveragedecision.
Section5.2.

3. You havereceived medical care that you believe should be covered by the plan, but we
have said we will not pay for this care. Make an appeal. Section 5.3.

4. You have received and paid for medical care that you believe should be coveredby the
plan, and you wantto ask ourplan to reimburse you for this care. Send us the bill. Section
5.5.

5. Youarebeingtold that coverage for certainmedical care you have been gettingthatwe
previously approved will be reduced or stopped, and you believe that reducing or
stoppingthis care could harm your health. Make an appeal. Section5.3.

Note: If the coverage that will be stopped is for hospital care, home health care, skilled
nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF)
services, you need to read Sections 7 and 8 of this Chapter. Special rules apply to these types of
care.

Section 5.2 Step-by-step: How to ask for a coverage decision

Legal Terms

When a coverage decision involves your medical care, itis called an “organization
determination.”

A “fast coverage decision” is called an “expedited determination.”

Step 1: Decide if you need a “standard coverage decision” or a “fast coverage
decision.”

A “standard coverage decision” is usually made within 14 days or 72 hours for PartB
drugs. A “fast coverage decision” is generally made within 72 hours, for medical
services, or 24 hours for Part Bdrugs. Inorder to geta fast coverage decision, you must
meet two requirements:

e Youmay only ask for coverage for medical care you have notyetreceived.

e Youcan geta fast coverage decision only if usingthe standard deadlines could
cause serious harmto your health or hurtyour ability to function.
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e Ifyourdoctor tells us that your healthrequires a “fastcoverage decision,” we
will automatically agree to give you a fast coverage decision.

e Ifyouaskfor afastcoverage decision on your own, without your doctor’s
support, we will decide whether your healthrequires that we give youa fast
coverage decision. If we do notapprovea fastcoverage decision, we willsend youa
letter that:

o Explains that we will use the standard deadlines.

o Explainsif tyour doctor asks for the fast coverage decision, we will automatically
give you a fast coverage decision.

o Explains that you can file a “fast complaint” about our decision to give you a
standard coverage decision instead of the fast coverage decisionyou requested.

Step 2: Ask our plan to make a coverage decision or fast coverage decision.

Start by calling, writing, or faxingour plan to make your request for us to authorize or provide
coverage for the medical care you want. You, your doctor, or your representative can do this.
Chapter 2 has contact information.

Step 3: We consider your request for medical care coverage and give you our
answer.

For standard coverage decisions we use the standard deadlines.

This means we will give you an answer within 14 calendar days after we receive your request
for a medical item or service. If yourrequest is fora Medicare Part B prescription drug, we
will give you an answer within 72 hours after we receive your request.

e However, if you ask for more time, or if we need more information that may benefit
youwe can take up to 14 more days if yourrequest is fora medical item orservice.
If we take extra days, we will tell you in writing. We can’t take extra time to makea
decision if your request is for a Medicare Part B prescription drug.

e Ifyou believe we should nottake extra days, you canfile a “fastcomplaint”. We
will give you an answer to your complaintas soon as we make the decision. (The
process for making a complaint is different from the process for coverage
decisions and appeals. See Section 10 of this chapter for information on
complaints.)

For Fast Coverage decisions we use an expedited timeframe

A fast coverage decision means we will answer within 72 hours if your requestis for a
medical item or service. Ifyour requestis for a Medicare PartB prescription drug, we will
answer within 24 hours.

e However, if you ask for more time, or if we need more thatmay benefityou, we can
take up to 14 more days. If we take extra days, we willtellyou in writing. We can’t
take extra time to make a decision if your request is for a Medicare Part B
prescription drug.
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e Ifyoubelieve we should not take extra days, you can file a “fast complaint.” (See
Section 10 of this chapter forinformation on complaints.) We will call you as soon
as we make the decision.

e Ifour answer is no to partor all of whatyou requested, we will send you a written
statement that explains why we said no.

Step 4: If we say no to your request for coverage for medical care, you can
appeal.

If we say no, you have the right to ask us to reconsider this decision by makingan
appeal. This means askingagain to get the medical care coverage you want. If you
make an appeal, it means you are going on to Level 1 of the appeals process.

Section 5.3 Step-by-step: How to make a Level 1 appeal

Legal Terms

An appealto the plan abouta medical care coverage decision is called a plan
“reconsideration.”

A “fastappeal” is also called an “expedited reconsideration.”

Step 1: Decide if you need a “standard appeal” or a “fast appeal.”

A “standard appeal” is usually made within 30 days. A “fastappeal” is generally made
within 72 hours.

e If you are appealing a decision, we made about coverage for care that you have not
yetreceived, youand/or your doctor willneed to decide if you need a “fastappeal.”If
your doctor tells us that your health requiresa “fast appeal,” we will give you a fast
appeal.

e Therequirements for gettinga “fast appeal” are the same as those for gettinga “fast
coverage decision” in Section 5.2 of this chapter.

Step 2: Ask our plan for an Appeal or a Fast Appeal

e Ifyou are asking for a standard appeal, submit your standard appeal in
writing. You may also ask foran appeal by callingus. Chapter2 has contact
information.

e Ifyouare asking for a fast appeal, make your appealin writing or call us.
Chapter 2 has contact information.

¢ You must make your appeal request within 60 calendar days from the date on
the written notice we sent to tell you ouranswer on the coverage decision. If you
miss this deadline and have a good reason for missing it, explain the reason your
appeal is late when you make your appeal. We may give you moretime to make
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yourappeal. Examples of good cause may include a serious illness that prevented
you from contacting us or if we provided you with incorrect or incomplete
information about the deadline for requestingan appeal.

You can ask for a copy of the information regarding your medical decision.
You and your doctor may add more information to support your appeal. We
are allowed to charge a fee for copying and sending this information to you.

Step 3: We consider your appeal, and we give you our answer.

When our plan is reviewingyour appeal, we take a careful look at all of the
information. We check to see if we were followingall the rules when we said no to
your request.

We will gather more information if needed, possibly contactingyou or your doctor.

Deadlines for a “fast appeal”

For fast appeals, we must give you our answer within 72 hours after we receive
your appeal. We will give you our answer sooner if your health requires us to.

o However, if you ask for moretime, orif we need more information that may
benefit you, we can take up to 14 more calendar days if your request is
for a medical item or service. If we take extra days, we will tell you in
writing. We can’ttake extra time if your requestis for a Medicare Part B
prescription drug.

o If wedonotgive you an answer within 72 hours (or by the end of the
extended time period if we took extra days), we are required to

automatically send yourrequest onto Level 2 of the appeals process, where

it will be reviewed by an independent review organization. Section 5.4
explains the Level 2 appeal process.

If our answer is yes to part or all of what you requested, we mustauthorize or
provide the coverage we have agreed to provide within 72 hours after we receiveyour
appeal.

If our answer is no to part or all of what you requested, we will send you our
decision in writing and automatically forward your appeal to the independent review
organization for a Level 2 appeal. The independent review organization will notify
you in writing when it receives your appeal.

Deadlines for a “standard” appeal

For standard appeals, we must give you our answer within30 calendar days after we
receive your appeal. If your request is for a Medicare Part B prescription drug you
have not yet received, we will give you our answer within7 calendar days after we
receive your appeal. We will give you our decision sooner if your health condition
requires us to.

o However, if you ask for more time, or if we need more information that may
benefityou, we cantake up to 14 more calendar days if your requestis for a
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medicalitem or service. If we take extra days, we will tell you in writing. We
can’ttake extra time to make a decision if yourrequestis fora Medicare Part B
prescription drug.

o Ifyoubelieve we should not take extra days, you can file a “fast complaint.”
When you file a fast complaint, we will give you an answer to your complaint
within 24 hours. (See Section 10 of this chapter for information on complaints.)

o If we donotgive you an answer by the deadline (or by the end of the extended
time period), we will send your request to a Level 2 appeal, where an

independent review organization will review the appeal. Section 5.4 explains
the Level 2 appeal process.

If our answer is yes to part or all of what you requested, we must authorize or
provide the coverage within 30 calendardays if yourrequest is for amedical item
or service, or within 7 calendar days if your request is for a Medicare Part B
prescription drug.

If our plan says no to partor all of yourappeal, we willautomatically send your
appeal to the independent review organization for a Level 2 appeal.

Section 5.4 Step-by-step: How a Level 2 appeal is done

Legal Term

The formal name for the “independent review organization” is the “Independent Review
Entity.” It is sometimes called the “IRE.”

The independent review organization is an independent organization hired by Medicare. It
is not connected with us and is not a government agency. This organization decides whether the
decision we made is correct or if it should be changed. Medicare oversees its work.

Step 1: Theindependent review organization reviews your appeal.

We will send the information about your appeal to this organization. This information
is called your “case file.” You have the right to ask us for a copy ofyour case file.
We are allowed to charge you a fee for copyingand sendingthis information to you.

Youhavearight to give the independent review organizationadditional information
to support your appeal.

Reviewers atthe independent review organization will take a careful look atall of the
information related to your appeal.

Ifyou had a “fast” appealatLevel 1, you will also have a “fast” appeal atLevel 2

For the “fast appeal” the review organizationmust give you an answer to your Level
2 appeal within 72 hours of when it receives your appeal.

However, if your request is for a medical item or service and the independent review
organization needs to gather moreinformation thatmay benefityou, it can take up to
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14 more calendar days. The independent review organization can’ttake extra time
to make a decision if your request is for a Medicare Part B prescription drug.

Ifyou had a “standard” appeal at Level 1, youwill also have a “standard” appeal at
Level 2

e Forthe “standard appeal” if your requestis for a medical item orservice, the review
organization must give you an answer to your Level 2 appeal within 30 calendar
days of when it receives your appeal. If your request is for a Medicare Part B
prescription drug, the review organization mustgive you an answer to your Level 2
appeal within 7 calendar days of when it receives your appeal.

e However, if your request is for a medical item or service and the independent review
organization needs to gather moreinformation thatmay benefityou, it can take up to
14 more calendar days. The independent review organization can’t take extra time
to make a decision if your request is for a Medicare Part B prescription drug.

Step 2: The independent review organization gives you their answer.

The independent review organizationwill tell you it’s decision in writing and explain the
reasons for it.

e If the review organization saysyes to part or all of a request for a medical item
or service, we must authorize the medical care coverage within 72 hours or provide
the service within 14 calendar days after we receive the decision from the review
organization for standard requests. For expedited requests, we have 72 hours from the
date we receive the decision from the review organization.

e Ifthe review organizationsaysyes to part or allof a requestfor a Medicare Part
B prescription drug, we must authorize or provide the Part B prescription drug
within 72 hours after we receive the decision from the review organization for
standard requests. For expedited requests we have 24 hours from the date we
receive the decision from the review organization.

o If this organizationsays no to part or all of your appeal, it means they agree with
us that yourrequest (or part of your request) for coverage for medical care shouldnot
be approved. (This is called “upholding the decision” or “turning down your
appeal.”). In this case, the independent review organization will send you a letter:

o Explainingits decision.

o Notifyingyou of the rightto a Level3 appealif the dollar value of the medical
care coverage meets a certain minimum. The written notice you get from the
independentreview organization will tell you the dollaramount you mustmeet to
continue the appeals process.

o Telling you how to file a Level 3 appeal.
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Step 3: If your case meets the requirements, you choose whether you want to
take your appeal further.

e There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal). If you wantto go to a Level 3 appeal the details on how to do
this are in the written notice you get after your Level 2 appeal.

e The Level3 appealis handled by an Administrative Law Judge or attorney
adjudicator. Section 9 in this chapter explains the Level 3,4, and 5 appeals processes.

Section 5.5 What if you are asking us to pay you for our share of a bill you
have received for medical care?

Chapter 7 describes when you may need to ask for reimbursement or to pay a bill you have
received froma provider. Italso tells how to send us the paperwork thatasks us for payment.

Asking for reimbursement is asking for a coverage decision from us

If you send us the paperwork asking for reimbursement, you are asking for a coverage decision.
To make this decision, we will check to see if the medical care you paid for is a covered service.
We will also check to see if you followed all the rules for usingyour coverage for medical care.

o Ifwesay yes to your request: If the medical care is covered and you followed all the
rules, we will send you the payment for our share of the cost within 60 calendar days
after we receive your request. If you haven’t paid for the services, we will send the

payment directly to the provider.

e Ifwe say no to your request: If the medical care is notcovered, oryou did not follow
all the rules, we will not send payment. Instead, we will send you a letter that says we
will not pay for the services and the reasons why.

If you do notagree with our decision to turn you down, you can make an appeal. If you make
an appeal, it means you are asking us to change the coverage decision we made when we turned
down your request for payment.

To make this appeal, follow the process for appeals that we describe in Section5.3. For
appeals concerning reimbursement, please note:

e We must give you our answer within 60 calendar days after we receive your appeal. If
you are asking us to pay you back for medical care you have already received and paid
for, you are not allowed to ask for a fast appeal.

e If the independentreview organization decides we should pay, we mustsend you or the
provider the payment within 30 calendar days. If the answer to your appeal is yes at any
stage of the appeals process after Level 2, we must send the payment you requested to
you or to the provider within 60 calendar days.
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SECTIONG6 Your PartD prescription drugs: How to ask for a
coverage decision or make an appeal

Section 6.1 This section tells you what to do if you have problems getting
a Part D drug or you want us to pay you back for a Part D drug

Your benefits include coverage for many prescription drugs. To be covered, the drug must be
used fora medically accepted indication. (See Chapter 5 for moreinformation abouta medically
accepted indication.) For details about Part D drugs, rules, restrictions, and costs please see
Chapters 5 and 6. This section is about your Part D drugs only. To keep things simple, we
generally say “drug” in the rest of this section, instead of repeating “covered outpatient
prescription drug” or “PartD drug” every time. We also use the term “druglist” instead of “List
of Covered Drugs” or “Formulary.”

e Ifyoudonotknow if a drugis covered or if you meetthe rules, you can ask us. Some
drugs require that you get approval from us before we will cover it.

e [fyour pharmacy tells you that your prescription cannot be filled as written, the
pharmacy will give you a written notice explaininghow to contactus to ask fora
coverage decision.

Part D coverage decisions and appeals
Legal Term

An initial coverage decision about your PartD drugs is called a “coverage determination.”

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your drugs. This section tells what you cando if you are in any of the following
situations:

e Askingto covera PartD drugthatis not on the plan’s Listof Covered Drugs. Askfor an
exception. Section 6.2

e Askingto waive a restriction on the plan’s coverage fora drug(such as limits on the
amount of the drug you can get) Ask for an exception. Section 6.2

e Askingto pay alower cost-sharingamount fora covered drugon a higher cost-sharing
tier Ask for an exception. Section 6.2

e Askingto get pre-approvalfor a drug. Askfor a coverage decision. Section 6.4
e Pay fora prescription drugyou already bought. Ask us to pay youback. Section 6.4

If you disagree with a coverage decision we have made, you can appeal our decision.

This section tells you both how to ask for coverage decisions and how to requestan appeal.
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Section 6.2 What is an exception?

Legal Terms
Askingfor coverage of a drugthat is not on the Drug List is sometimes called askingfor a

“formulary exception.”

Askingfor removal of a restriction on coverage for a drugis sometimes called askingfor a
“formulary exception.”

Askingto pay a lower price for a covered non-preferred drugis sometimes called asking for a
“tiering exception.”

If a drugis notcovered in the way you would like itto be covered, youcan askus to make an
“exception.” An exception is a type of coverage decision.

For us to consider your exception request, your doctor or other prescriber willneed to explain the
medical reasons why youneed the exception approved. Here are three examples of exceptions
that you or your doctor or other prescriber can ask us to make:

1.

Covering a PartD drug for youthat is not on our Drug List. If we agree to cover a drug
not on the Drug List, you will need to pay the cost-sharing amount that applies to drugs in
tier 4 forbrand name drugs or for generic drugs. Youcannotask foran exception to the cost
sharing amount we require you to pay for the drug.

Removing a restriction for a covered drug. Chapter 5 describes the extra rules or
restrictions thatapply to certain drugs on our DrugList. If we agree to make an exception
and waive a restriction foryou, youcan ask for an exceptionto the copayment or coinsurance
amount we require you to pay for the drug.

Changing coverage ofa drug to a lower cost-sharing tier. Every drugon our Drug List is
in one of 5 cost-sharingtiers. In general, the lower the cost-sharingtier number, the less you
will pay as your share of the cost of the drug.

e If our druglist contains alternative drug(s) for treating your medical condition that are in
a lower cost-sharing tier than your drug, you can ask us to cover your drug at the cost-
sharing amount that applies to the alternative drug(s).

e Ifthedrugyou’re takingis a biological product you can ask us to cover your drug ata
lower cost-sharingamount. This would bethelowest tier that contains biological product
If the drug you’re taking is a brand name drugyou can ask us to cover your drug at the
cost-sharing amount that applies to the lowest tier that contains brand name alternatives
for treating your condition.

e Ifthedrugyou’re takingis a generic drug you can ask us to cover your drugatthe cost-
sharing amount that applies to the lowest tier that contains either brand or generic
alternatives for treating your condition.
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e You cannotask us to change the cost-sharingtier for any drugin Tier 5 Specialty cost-
sharingtier.

e [f we approve your tieringexception request and there is more than one lower cost-
sharingtier with alternative drugs you can’t take, you will usually pay the lowest amount.

Section 6.3 Important things to know about asking for exceptions

Your doctor must tell us the medical reasons

Your doctor or other prescriber must give us a statement that explains the medical reasons for
requestingan exception. For a faster decision, include this medical information from your doctor
or other prescriber when you ask for the exception.

Typically, our Drug List includes more than one drugfor treating a particular condition. These
different possibilities are called “alternative” drugs. If an alternative drug would be just as
effectiveas the drugyou are requestingand would not cause more side effects or other health
problems, we will generally notapprove yourrequest foran exception. If you ask us fora tiering
exception, we will generally not approve your request for an exception unless all the alternative
drugs in the lower cost-sharing tier(s) won’t work as well for you or are likely to cause an
adverse reaction or other harm.

We can say yes or no to your request

e If we approve your requestfor an exception,our approvalusually is valid until the end of
the plan year. This is true as long as your doctor continues to prescribe the drugfor you
and that drug continues to be safe and effective for treating your condition.

e If we say no to your request, youcan ask for another review by makingan appeal.

Section 6.4 Step-by-step: How to ask for a coverage decision, including an
exception

Legal Term
A “fast coverage decision” is called an “expedited coverage determination.”

Step 1: Decide if you need a “standard coverage decision” or a “fast coverage
decision.”

“Standard coverage decisions” are made within 72 hours after we receive your doctor’s
statement. “Fastcoveragedecisions” are made within 24 hours after we receive your doctor’s
statement.

Ifyour health requires it, ask us to give youa “fastcoverage decision.” To geta fastcoverage
decision, you must meet two requirements:
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You must be askingfora drug you havenot yet received. (Y ou cannot ask for fast coverage
decision to be paid back for a drug you have already bought.)

Using the standard deadlines could cause serious harm to your health or hurt your ability to
function.

If your doctor or other prescriber tells us thatyour health requires a “fastcoverage
decision,” we will automatically give you a fast coverage decision.

Ifyou askfor a fast coverage decisiononyour own, without your doctor or prescriber’s
support, we will decide whether your health requires that we give you a fast coverage
decision. If we do not approve a fast coverage decision, we will send you a letter that:

o Explains that we will use the standard deadlines.

o Explains if your doctor or other prescriber asks for the fast coverage decision, we
will automatically give you a fast coverage decision.

o Tells you how you can file a “fast complaint” about our decision to give you a
standard coverage decision instead of the fastcoverage decision you requested.
We will answer your complaint within 24 hours of receipt.

Step 2: Request a “standard coverage decision” or a “fast coverage decision.”

Start by calling, writing, or faxingour plan to make your request for us to authorize or provide
coverage for the medical care you want. You can also accessthe coverage decision process
through our website. We must accept any written request, including a request submitted on the
CMS Model Coverage Determination Request Form, whichis available on our website. Chapter
2 has contact information. To assist us in processingyourrequest, pleasebe sure to includeyour
name, contact information, and information identifying which denied claim is being appealed.

You, yourdoctor, (or other prescriber) or your representative can do this. You can also have a
lawyeract on yourbehalf. Section 4 of this chapter tellshow you can give written permission
to someone else to act as your representative.

e Ifyouare requesting an exception, provide the “supporting statement,” which is the
medical reasons for the exception. Your doctor or other prescriber can fax or mail the
statementto us. Or your doctor or other prescriber can tell us on the phone and follow up
by faxing or mailing a written statement if necessary.

Step 3: We consider your request and give you our answer.

Deadlines for a “fast coverage decision”

e  We must generally give you our answer within 24 hours after we receive your request.

o For exceptions, we will give you ouranswer within 24 hours after we receive your
doctor’s supporting statement. We will give you our answer sooner if your health
requires us to.

o If we do notmeet this deadline, we are requiredto send your requeston to Level2 of
the appeals process, where it will be reviewed by an independent review organization.
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o If our answer is yes to part or all of what you requested, we mustprovide the
coverage we have agreed to provide within 24 hours after we receive your request or
doctor’s statement supporting your request.

e Ifour answer is no to partor all of whatyou requested, we will send you a written
statement that explains why we said no. We will also tell you how you can appeal.

Deadlines for a “standard” coverage decisionabouta drug you have not yet received

e We must generally give you our answer within 72 hours after we receive your request.

o For exceptions, we will give you our answer within 72 hours after we receive
your doctor’s supporting statement. We will give you ouranswer sooner if your
health requires us to.

o Ifwe donotmeetthis deadline, we are required to send yourrequeston to Level 2
of the appeals process, where it will be reviewed by an independent review
organization.

e If our answer is yes to part or all of what yourequested, we mustprovide the
coverage we have agreed to provide within 72 hours after we receive your request or
doctor’s statement supporting your request.

e Ifour answer is no to partor all of whatyou requested, we will send you a written
statement that explains why we said no. We will also tell you how you can appeal.

Deadlines for a “standard” coverage decision aboutpayment for a drug you have already
bought

e We mustgive you our answer within 14 calendar days after we receive your request.

o Ifwe donotmeetthis deadline, we are required to send yourrequeston to Level 2
of the appeals process, where it will be reviewed by an independent review
organization.

o Ifour answer is yes to partor all of whatyou requested, we are also required to make
payment to you within 14 calendar days after we receive your request.

e Ifour answer is no to partor all of what yourequested, we will send you a written
statement that explains why we said no. We will also tell you how you can appeal.

Step 4: If we say no to your coverage request, you can make an appeal.

e If we say no, youhavethe rightto ask us to reconsiderthis decision by makingan appeal.
This means askingagain to get the drug coverage you want. If you make an appeal, it
means you are going on to Level 1 of the appeals process.
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Section 6.5 Step-by-step: How to make aLevel 1appeal

Legal Terms

An appealto the plan abouta Part D drugcoverage decision is called a plan
“redetermination.”

A “fastappeal” is also called an “expedited redetermination.”

Step 1: Decide if you need a‘“standard appeal” or a “fast appeal.”

A “standard appeal” is usually made within 7 days. A “fastappeal” is generally made
within 72 hours. If your health requires it, ask for a “fast appeal”

e Ifyouare appealinga decision we made abouta drugyou have notyetreceived, youand
your doctor or other prescriber will need to decide if you need a “fast appeal.”

e Therequirements for gettinga “fast appeal” are the same as thosefor gettinga “fast
coverage decision” in Section 6.4 of this chapter.

Step 2: You, your representative, doctor, or other prescriber must contact us and
make your Level 1 appeal. If your health requires a quick response, you must ask fora
“fast appeal.”

e For standard appeals, submit a written request or call us. Chapter2 hascontact
information.

e For fast appeals either submit your appealin writing or call us at 855-833-3668.
Chapter 2 has contact information.

e We must accept any written request, includinga request submitted on the CMS Model
Coverage Determination Request Form, which is available on our website. Please be sure
to include yourname, contact information, and information regarding your claim to assist
us in processing your request.

e Youmust make your appeal request within 60 calendar days from the date on the
written notice we sentto tell you our answer on the coverage decision. If you miss this
deadline and have a good reason for missing it, explain the reason your appeal is late
when you make your appeal. We may give you more time to make your appeal.
Examples of good cause mayinclude a serious illness thatprevented you from contacting
us or if we provided you with incorrector incomplete information aboutthe deadline for
requesting an appeal.
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e Youcan askfor a copy of the informationin your appealand add more
information. You and yourdoctormay add moreinformation to supportyourappeal. We
are allowed to charge a fee for copying and sending this information to you.

Step 3: We consider your appeal and we give you our answer.

e When we are reviewingyour appeal, we take another careful look at all of the
information aboutyour coverage request. We check to see if we were followingall the
rules when we said no to your request. We may contact you or your doctor or other
prescriber to get more information.

Deadlines for a “fast appeal”

e For fastappeals, we must give you our answer within 72 hours after we receive your
appeal. We will give you our answer sooner if your health requires us to.

o Ifwedonotgiveyou an answer within 72 hours, we are required to send your request
on to Level 2 of the appeals process, where it will be reviewed by an independent
review organization Section 6.6 explains the Level 2 appeal process.

o If our answer is yes to part or all of what you requested, we must provide the
coverage we have agreed to providewithin 72 hours after we receive yourappeal.

e Ifour answer is no to partor all of whatyou requested, we will send you a written
statement that explains why we said no and how you can appeal our decision.

Deadlines for a “standard” appeal for a drug you have not yet received

e For standard appeals, we must give you our answer within 7 calendar days after we
receive your appeal. We will give you our decision sooner if you have not received the
drugyet and your health condition requires us to do so.

o If we donotgive you a decision within 7 calendar days, we are required to send
your requeston to Level 2 of the appeals process, where it will be reviewed by an
independent review organization. Section 6.6 explains the Level 2 appeal
process.

e If our answer is yes to part or all of what yourequested, we mustprovide the
coverage as quickly as yourhealth requires, but no later than 7 calendar days after we
receive your appeal.

e Ifour answer is no to partor all of what yourequested, we will send you a written
statement that explains why we said no and how you can appeal our decision.

Deadlines for a “standard appeal” aboutpaymentfor a drug you have already bought

e  We mustgive you our answer within 14 calendar days after we receive your request.

o Ifwe donotmeetthis deadline, we are required to send yourrequeston to Level 2
of the appeals process, where it will be reviewed by an independent review
organization.

e Ifour answer is yes to partor all of whatyou requested, we are also required to make
payment to you within 30 calendar days after we receive your request.
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e Ifour answer is no to partor all of whatyou requested, we will send you a written
statement that explains why we said no. We will also tell you how you can appeal.

Step 4: If we say no to your appeal, you decide if you want to continue with the
appeals process and make another appeal.

e [fyoudecideto make anotherappeal, itmeans your appealis goingon to Level 2 of the
appeals process.

Section 6.6 Step-by-step: How to make a Level 2 appeal

Legal Term

The formal name for the “independent review organization” is the “Independent Review
Entity.” It is sometimes called the “IRE.”

The independent review organization is an independent organization hired by Medicare. It
is not connected with us and is not a government agency. This organization decides whether the
decision we made is correct or if it should be changed. Medicare oversees its work.

Step 1: You (or your representative or your doctor or other prescriber) must
contact the independent review organization and ask for areview of your case.

e If wesay no to your Level 1 appeal, the written notice we sendyou will include
instructions on how to make a Level 2 appeal with the independent review
organization. These instructions will tell who can make this Level 2 appeal, what
deadlines you must follow, andhow to reach the revieworganization. If, however, we did
not complete our review within the applicable timeframe, or make an unfavorable
decision regarding “at-risk” determination under our drugmanagement program, we will
automatically forward your claim to the IRE.

e We will send the information about your appeal to this organization. This information is
called your “case file.” Youhave the right to ask us for a copy of your case file. We
are allowed to charge you a fee for copying and sending this information to you.

e You havearightto give the independentreview organizationadditional information to
support your appeal.

Step 2: The independent review organization reviews your appeal.

Reviewers at the independent review organization will take a careful look at all of the
information related to your appeal.
Deadlines for “fast” appeal

e If your health requires it, ask the independent review organization for a “fast appeal.”

e [f the organization agrees to give you a “fast appeal,”the organization must give you an
answer to your Level 2 appeal within 72 hours after it receives your appeal request.
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Deadlines for “standard” appeal

e For standard appeals, the review organization must give you an answer to your Level 2
appeal within 7 calendar days after it receives your appeal if it is for a drug you have
notyetreceived. If you are requesting that we pay you back for a drug you have already
bought, the review organization must give you an answerto your Level 2 appeal within
14 calendar days after it receives your request.

Step 3: Theindependent review organization gives you their answer.

For “fast appeals”:

e If the independent review organization saysyes to partor all of what you requested,
we mustprovide the drug coverage that was approved by the review organization within
24 hours after we receive the decision from the review organization.

For “standard appeals”:

e If the independent review organizationsays yes to part or all of your request for
coverage, we must provide the drug coverage that was approved by the review
organization within 72 hours after we receive the decision from the review organization.

e If the independent review organization saysyes to partor all of your request to pay
youback fora drug you already bought, we are required to send payment to you within
30 calendar days after we receive the decision from the review organization.

What if the review organization says no to your appeal?

If this organization says no to part or all of your appeal, it means they agree with our decision
not to approve yourrequest (or part of your request). (This is called “upholdingthe decision.” It
is also called “turning down your appeal.”). In this case, the independent review organization
will send you a letter:

e Explainingits decision.

e Notifyingyou of the rightto a Level 3 appealif the dollar value of the drugcoverage you
are requestingmeets a certain minimum. If the dollar value of the drugcoverage you are
requesting is too low, you cannot make another appeal and the decision at Level 2 is
final.

e Telling you the dollar value thatmustbe in dispute to continue with the appeals process.

Step 4: If your case meets the requirements, you choose whether you want to
take your appeal further.

e Thereare three additional levels in the appeals process after Level 2 (for atotal of five
levels of appeal).

e Ifyouwantto go onto a Level 3 appeal the details on how to do this are in the written
notice you get after your Level 2 appeal decision.
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e The Level3 appealishandledby an Administrative Law Judge orattorney adjudicator.
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 7 How to ask us to cover a longer inpatient hospital
stay if you think the doctor is discharging you too
soon

When you are admitted to a hospital, you havethe rightto get all of yourcovered hospital
services that are necessary to diagnose and treat your illness or injury.

Duringyour covered hospital stay, your doctor and the hospital staff will be working with you to
prepare for the day when you will leave the hospital. They will help arrange for care you may
need after you leave.

e The day you leave the hospitalis called your “discharge date.”

e When your discharge date is decided, your doctor or the hospital staff will tell you.

e Ifyou think youare beingaskedto leave the hospitaltoo soon, you can ask for a longer
hospital stay and your request will be considered.

Section 7.1 During your inpatient hospital stay, you will get a written
notice from Medicare that tells about your rights

Within two days of being admitted to the hospital, you will be given a written notice called An
Important Message from Medicare about Your Rights. Everyone with Medicare gets a copy of
this notice If you do notget the notice from someone atthe hospital (forexample, a caseworker
or nurse), ask any hospital employee for it. If you need help, please call Customer Service or 1-
800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week (TTY 1-877-486-2048).

1. Readthis notice carefully and ask questions if youdon’t understand it. It tells you:

e Yourright to receive Medicare-covered services during and after your hospital stay, as
ordered by your doctor. This includes the rightto know whatthese services are, whowill
pay for them, and where you can get them.

e Yourright to be involved in any decisions aboutyour hospital stay.
e Where to report any concerns you have about quality of your hospital care.

¢ Yourright to request an immediate review of the decision to discharge you if you think
you are being discharged from the hospital too soon. This isa formal, legal way to ask for
a delay in your discharge date so that we will cover your hospital care for a longer time.

2. Youwill be asked to signthe writtennotice to show that youreceivedit and understand
your rights.

* Youorsomeonewho is actingon your behalf will be asked to sign the notice.
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e Signing the notice shows only that you have received the information about your rights.
The notice doesnotgive yourdischarge date. Signing the notice does nof mean you are
agreeing on a discharge date.

3. Keepyour copy of the notice handy so you will have the informationaboutmakingan
appeal (or reporting a concern about quality of care) if youneediit.

e If you sign the notice more than two days before your discharge date, you will get
another copy before you are scheduled to be discharged.

e Tolook ata copy of this notice in advance, you can call Customer Service or 1-800
MEDICARE (1-800-633-4227),24 hours aday, 7 days aweek. TTY users should call 1-
877-486-2048. Youcan also see the notice online at www.cms.gov/Medicare/Medicare-
General-Information/BNI/HospitalDischarge AppealNotices.

Section 7.2 Step-by-step: How to make a Level 1 appeal to change your
hospital discharge date

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

e Follow the process.
e Meetthe deadlines.

e Ask for help if you need it. If you have questions or needhelp at any time, please call
Customer Service. Or call your State Health Insurance Assistance Program, a government
organization that provides personalized assistance.

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

The Quality Improvement Organizationis a group of doctors and other health care
professionals paid by the Federal governmentto check on and help improvethe quality of care
for people with Medicare. This includes reviewing hospital discharge dates for people with
Medicare. These experts are not part of our plan.

Step 1: Contact the Quality Improvement Organization for your state and ask for
an immediate review of your hospital discharge. You must act quickly.

How canyou contact this organization?

e The written notice you received (An Important Message from Medicare About Your
Rights) tells you how to reach this organization. Or find the name, address, and phone
number of the Quality Improvement Organization for your state in Chapter 2.
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Act quickly:

e To make your appeal, you must contactthe Quality Improvement Organization before
you leave the hospitaland no later than midnight the day of your discharge.

o Ifyoumeet this deadline, you may stay in the hospital affer your discharge date

withoutpaying for itwhile you wait to get the decision from the Quality
Improvement Organization.

o Ifyoudo not meet this deadline, and you decide to stay in the hospital after your
planned discharge date, you may have to pay all of the costs for hospital care you
receive after your planned discharge date.

e If you miss the deadline forcontactingthe Quality Improvement Organization, andyou
still wish to appeal, you must make an appeal directly to our plan instead. For details
about this other way to make your appeal, see Section 7.4.

Once you request an immediate reviewof your hospital discharge the Quality Improvement
Organization will contact us. By noon of the day after we are contacted we will give you a
Detailed Notice of Discharge. This notice gives your planned discharge date and explains in
detail the reasons why your doctor, the hospital, and we think it is right (medically appropriate)
for you to be discharged on that date.

You must use network providers to get your medical care and services. by calling Customer
Service or 1-800-MEDICARE (1-800-633-4227),24 hoursa day, 7 days a week. (TTY users
should call 1-877-486-2048.) Or you can see a sample notice online at
www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.

Step 2: The Quality Improvement Organization conducts an independent review
of your case.

e Health professionals atthe Quality Improvement Organization (“the reviewers”) will ask
you (or your representative) why you believe coverage for the services should continue.
You don’thave to prepare anything in writing, but you may do so if you wish.

e Thereviewers willalso look at yourmedical information, talk with your doctor, and
review information that the hospital and we have given to them.

e By noon of the day after the reviewers told us of your appeal, you will get a written
notice from us that gives your planned discharge date. This notice also explains in detail
the reasons why your doctor, the hospital, and we think it is right (medically appropriate)
for you to be discharged on that date.

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

What happensifthe answeris yes?

e Ifthereview organization says yes, we must keep providing your covered inpatient
hospital services for as long as these services are medically necessary.
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e You will haveto keep payingyourshare ofthe costs (such as deductibles or copayments
if these apply). In addition, there may be limitations on your covered hospital services.

What happens if the answer is no?

e [fthe review organization says no,they are sayingthat your planned discharge date is
medically appropriate. If this happens, our coverage for your inpatient hospital
services will end at noon on the day affer the Quality Improvement Organization gives
you its answer to your appeal.

e [fthe review organization says no to your appeal and you decide to stay in the hospital,
then youmay have to pay the full cost of hospital care you receive afternoonon the day
after the Quality Improvement Organization gives you its answer to your appeal.

Step 4: If the answer to your Level 1 appeal is no, you decide if you want to make
another appeal.

e If the Quality Improvement Organization has said no to your appeal, andyou stay in the
hospital after your planned discharge date, then you can make another appeal. Making
another appeal means you are going on to Level 2 of the appeals process.

Section 7.3 Step-by-step: How to make a Level 2 appeal to change your
hospital discharge date

During a Level 2 appeal, you ask the Quality Improvement Organizationto take another look at
their decision on your first appeal. If the Quality Improvement Organization turns down your
Level 2 appeal, youmay have to pay the full cost for yourstay after your planned discharge date.

Step 1: Contact the Quality Improvement Organization again and ask for another
review.

e You mustask for this review within 60 calendar days after the day the Quality
Improvement Organization said no to your Level 1 appeal. You can ask for thisreview
only if you stay in the hospital after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your
situation.

e Reviewers atthe Quality Improvement Organization will take another careful look atall
of the information related to your appeal.

Step 3: Within 14 calendar days of receipt of your request for a Level 2 appeal, the
reviewers will decide on your appeal and tell you their decision.
Ifthe review organizationsays yes:

e  We must reimburse you forourshare of the costs of hospital care you have received
since noon on the day after the date your firstappeal was turned down by the Quality
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Improvement Organization. We must continue providing coverage for your inpatient
hospital care for as long as it is medically necessary.

e You must continue to pay your share of the costs andcoverage limitations may apply.

If'the review organizationsays no:
e [t means they agree with the decision they made on your Level 1 appeal.

e The notice you getwill tell you in writing whatyou can do if you wish to continue with
the review process.

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

e There are three additional levels in the appeals process after Level 2 (for a total of five
levels of appeal). If you wantto go to a Level 3 appeal, the details on how to do this are
in the written notice you get after your Level 2 appeal decision.

e ThelLevel 3 appealis handled by an Administrative Law Judge or attorney adjudicator.
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 7.4 What if you miss the deadline for making your Level 1 appeal?

Legal Term

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

You can appeal to us instead

As explained above, you must act quicklyto startyour Level 1 appeal of your hospital discharge.
If you miss the deadline for contacting the Quality Improvement Organization, there is another
way to make your appeal.

If you use this other way of makingyour appeal, the first two levels of appeal are different.

Step-by-Step: How to make a Level 1 Alternate Appeal

Step 1: Contact us and ask for a “fast review.”

e Ask for a “fast review.” This means youare askingus to give you an answer usingthe
“fast” deadlines rather than the “standard” deadlines. Chapter 2 has contact information.

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

e Duringthis review, we take a look atall of the information aboutyour hospital stay. We
check to see if your planned discharge date was medically appropriate. We see if the
decision about when you should leave the hospital was fair andfollowed all the rules.
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Step 3: We give you our decision within 72 hours after you ask for a “fast review”.

If we say yes to your appeal, itmeans we have agreed with you thatyou stillneed to be
in the hospital after the discharge date. We will keep providing your covered inpatient
hospital services for as longas they are medically necessary. It also means that we have
agreed to reimburse you for our share of the costs of care you have received since the
date when we said your coverage would end. (Youmust pay your share of the costs and
there may be coverage limitations that apply.)

If we say no to your appeal, we are saying that your planned discharge date was
medically appropriate. Our coverage for your inpatient hospital services ends as ofthe
day we said coverage would end.

o Ifyoustayed in the hospital after your planned discharge date, thenyoumay have to
pay the full cost of hospital care you received after the planned discharge date.

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

Step-by-Step: Level 2 Alternate Appeal Process

Legal Term

The formal name for the “independent review organization” is the “Independent Review
Entity.” It is sometimes called the “IRE.”

The independent review organizationis anindependent organization hired by Medicare. It
is not connected with our plan and is not a government agency. This organization decides
whether the decision we made is correct or if it should be changed. Medicareoversees its work.

Step 1: We will automatically forward your case to the independent review
organization.

We are required to send the information for your Level 2 appealto the independent
review organization within 24 hours of when we tell you thatwe are sayingno to your
first appeal. (If you think we are not meeting this deadline or other deadlines, you can
make a complaint. Section 10 of this chapter tells how to make a complaint.)

Step 2: The independent review organization does a “fast review” of your appeal.
The reviewers give you an answer within 72 hours.

Reviewers at the Independent review organization will take a careful lookat all of the
information related to your appeal of your hospital discharge.

If this organizationsays yes to your appeal, then we mustpay you back for ourshare of
the costs of hospital care youreceived since the date of your planneddischarge. We must
also continue the plan’s coverage of your inpatient hospital services for as long as it is
medically necessary. You must continue to pay your shareof the costs. If there are
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coverage limitations, these could limit how much we would reimburse orhow longwe
would continue to cover your services.

o If this organization says no to your appeal, itmeans they agree that your planned
hospital discharge date was medically appropriate.

o The written notice you get from the independent review organization will tell
howto starta Level3 appeal with the review process, which ishandled by an
Administrative Law Judge or attorney adjudicator.

Step 3: If the independent review organization turns down your appeal, you
choose whether you want to take your appeal further.

e There are three additional levels in the appeals process after Level 2 (for atotal of five
levels of appeal). If reviewers say no to your Level 2 appeal, you decide whether to
accept their decision or go on to Level 3 appeal

e Section 9 in this chapter tells more aboutLevels 3, 4, and 5 of the appeals process.

SECTION 8 How to ask us to keep covering certain medical
services ifyou think your coverage is ending too
soon

Section 8.1 This section is only about three services:

Home health care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility (CORF)
services

When you are getting home health services, skilled nursing care, or rehabilitation care
(Comprehensive Outpatient Rehabilitation Facility), you have the rightto keep gettingyour
covered services for thattype of care for as longas the care is needed to diagnose and treatyour
illness or injury.

When we decide itis time to stop coveringany of the three types of care for you, we are required
to tell you in advance. When your coverage for that care ends, we will stop paying our share of
the cost for your care.

If you think we are endingthe coverage of your care too soon,you canappeal our decision.
This section tells you how to ask for an appeal.
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Section 8.2 We will tell you in advance when your coverage will be ending

Legal Term

“Notice of Medicare Non-Coverage.” It tells you how you can request a “fast-track
appeal.” Requestinga fast-track appeal is a formal, legal way to requesta change to our
coverage decision about when to stop your care.

1. Youreceive a notice in writing at least two days before ourplan is goingto stop
covering your care. The notice tells you:

e The date when we will stop coveringthe care for you.

e Howto requesta “fasttrack appeal” to requestus to keep coveringyour carefor a
longer period of time.

2. You, or someone who is acting on your behalf, will be asked to sign the written
notice to show that you received it. Signing the notice shows only that you have
received the informationabout when your coverage will stop. Signing it does not mean
you agree with the plan’s decision to stop care.

Section 8.3 Step-by-step: How to make aLevel 1 appeal to have our plan
cover your care for a longer time

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

e Follow the process.
e Meetthe deadlines.

e Ask for help if you need it. If you have questions or needhelp at any time, please call
Customer Service. Or call your State Health Insurance Assistance Program, a government
organization that provides personalized assistance.

During a Level 1 appeal, the Quality Improvement Organizationreviews your appeal. It
decides if the end date for your care is medically appropriate.

The Quality Improvement Organization is a group of doctors and other health care experts
paid by the Federal governmentto checkon and help improve the quality of care for people with
Medicare. This includes reviewing plan decisions about when it’s time to stop covering certain
kinds of medical care. These experts are not part of our plan.
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Step 1: Make your Level 1 appeal: contact the Quality Improvement Organization
and ask for a fast-track appeal. You must act quickly.
How canyou contact this organization?

e Thewritten notice you received (Notice of Medicare Non-Coverage)tells you how to
reach this organization. Or find the name, address, and phonenumber of the Quality
Improvement Organization for your state in Chapter 2.

Act quickly:

¢ You mustcontactthe Quality Improvement Organization to startyourappeal by noon of

the day before the effective date on the Notice of Medicare Non-Coverage.

Your deadline for contacting this organization.

e If you miss the deadline forcontactingthe Quality Improvement Organization, andyou
still wish to file an appeal, you must make an appeal directly to us instead. For details
about this other way to make your appeal, see Section 8.5.

Step 2: The Quality Improvement Organization conducts an independent review
of your case.

Legal Term

“Detailed Explanation of Non-Coverage.” Notice thatprovides details on reasons for
endingcoverage.

What happens during this review?

e Health professionals atthe Quality Improvement Organization (“the reviewers”) will ask
you, or your representative, why you believe coverage for the services should continue.
You don’thave to prepare anything in writing, but you may do so if you wish.

e The review organization willalso look atyourmedical information, talk with your
doctor, and review information that our plan has given to them.

e By the end of the day the reviewers tellus of your appeal, you will get the Detailed
Explanation of Non-Coverage fromus that explains in detail ourreasons forendingour
coverage for your services.

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

What happens if the reviewers say yes?

e If thereviewers say yes to yourappeal, then we must keep providing your covered
services for as long as it is medically necessary.

¢ You will have to keep payingyourshare ofthe costs (suchas deductibles or copayments,
if these apply). There may be limitations on your covered services.
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What happens if the reviewers say no?
e If thereviewers say no, then your coverage willend on the date we have toldyou.

e Ifyoudecide to keep getting the home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services affer this date when
your coverage ends, then you will have to pay the full cost of this care yourself.

Step 4: If the answer to your Level 1 appeal is no, you decide if you want to make
another appeal.

e Ifreviewers say no to your Level I appeal— and youchoose to continue gettingcare after
your coverage for the care has ended — then you can make a Level 2 appeal.

Section 8.4 Step-by-step: How to make a Level 2 appeal to have our plan
cover your care for a longer time

Duringa Level 2 appeal, you ask the Quality Improvement Organizationto take another look at
the decision on your first appeal. If the Quality Improvement Organization turns down your
Level 2 appeal, you may have to pay the full cost for your home health care, or skilled nursing
facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services affer the date
when we said your coverage would end.

Step 1: Contact the Quality Improvement Organization again and ask for another
review.

e You mustask for this review within 60 days after the day when the Quality

Improvement Organization said no to your Level 1 appeal. You can ask for thisreview
only if you continued gettingcare after the date thatyour coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your
situation.

e Reviewers atthe Quality Improvement Organization will take another careful look atall
of the information related to your appeal.

Step 3: Within 14 days of receipt of your appeal request, reviewers will decide on
your appeal and tell you their decision.

What happens if the review organization says yes?

e We must reimburse you for our share of the costs of care you have received since the
date when we said your coverage would end. We must continue providing coverage for
the care for as long as it is medically necessary.

e You mustcontinue to pay your share of the costs and there may be coverage limitations
that apply.




2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 171
Chapter9 What to do if you have a problemorcomplaint (coverage decisions,
appeals, complaints)

What happens if the review organization says no?
e It means they agree with the decision made to your Level 1 appeal.

e The notice you getwill tell you in writing whatyou can do if you wish to continue with
the review process. It will give you the details about how to go on to the next level of
appeal, which is handled by an Administrative Law Judge or attorney adjudicator.

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

e There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If you wantto go on to a Level 3 appeal, the details onhow to do this are in the
written notice you get after your Level 2 appeal decision.

e The Level3 appealishandledby an Administrative Law Judge or attorney adjudicator.
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 8.5 What if you miss the deadline for making your Level 1 appeal?

You can appeal to us instead

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

Step-by-Step: How to make a Level 1 Alternate Appeal

Legal Term

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

Step 1: Contact us and ask for a “fast review.”

o Ask for a “fast review.” This means you are askingus to give you an answer usingthe
“fast” deadlines rather than the “standard” deadlines. Chapter 2 has contact information.

Step 2: We do a “fast” review of the decision we made about when to end
coverage for your services.

e Duringthis review, we take another look at all of the information about your case. We
check to see if we were followingall the rules when we setthe date for endingthe plan’s
coverage for services you were receiving.

Step 3: We give you our decision within 72 hours after you ask for a “fast review.”

o Ifwesay yes to your appeal, itmeans we have agreed with you thatyou need services
longer and will keep providing your covered servicesfor as long as it is medically
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necessary. [talso meansthat we have agreed to reimburse you for our share of the costs
of care you have received since the date when we said your coverage would end. (You
must pay your share of the costs and there may be coverage limitations that apply.)

e Ifwesay no to your appeal, then your coverage willend on the date we told you andwe
will not pay any share of the costs after this date.

e If you continuedto get home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services affer the date when
we said your coverage would end, then youwill have to pay the full cost of this care.

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

Legal Term

The formal name for the “independent review organization” is the “Independent Review
Entity.” It is sometimes called the “IRE.”

Step-by-Step: Level 2 Alternate Appeal Process

Duringthe Level 2 appeal, the independent review organizationreviews the decision we
made to your “fast appeal.” This organization decides whether the decision should be
changed. The independent review organizationis anindependent organization that is
hired by Medicare. This organization is not connected with our plan and it is nota
government agency. This organization is acompany chosen by Medicare to handle the job of
being the independent review organization. Medicare oversees its work.

Step 1: We automatically forward your case to the independent review
organization.

e We are required to send the information for your Level 2 appeal to the independent
review organization within 24 hours of when we tell you thatwe are sayingno to your
first appeal. (If you think we are not meeting this deadline or other deadlines, you can
make a complaint. Section 10 of this chapter tells how to make a complaint.)

Step 2: The independent review organization does a “fast review” of your appeal.
The reviewers give you an answer within 72 hours.

e Reviewers at the independent review organization will take a careful lookat all of the
information related to your appeal.

o Ifthis organizationsays yes to your appeal, then we mustpay you back for ourshare of
the costs of care you have received since the date when we said your coverage would
end. We must also continue to cover the care for as longas it is medically necessary. You
must continue to pay your share of the costs. If there are coverage limitations, these could
limit how much we would reimburse or how long we would continue to cover services.

o If this organizationsays no to your appeal, it means they agree with the decision our
plan made to your first appeal and will not change it.
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e The notice you getfrom the independentreview organization will tell you in writing what
you can do if you wish to go on to a Level 3 appeal.

Step 3: If the independent review organization says no to your appeal, you
choose whether you want to take your appeal further.

e There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If you wantto go on to a Level 3 appeal, the details onhow to do this are in the
written notice you get after your Level 2 appeal decision.

e A Level 3 appealis reviewed by an Administrative Law Judge or attorney adjudicator.
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION9 Takingyour appealto Level 3 and beyond

Section 9.1 Appeal Levels 3,4 and 5 for Medical Service Requests

This section may be appropriate foryou if youhave made a Level 1 appealand a Level 2 appeal,
and both of your appeals have been turned down.

If the dollar value of the item or medical service you have appealed meets certain minimum
levels, you may be able to go on to additionallevels of appeal. If the dollar value is less than the
minimum level, you cannot appeal any further. The written response you receiveto your Level 2
appeal will explain how to make a Level 3 appeal.

For most situations that involve appeals, the last three levels of appeal work in much the same
way. Here is who handles the review of your appeal at each of these levels.

Level 3 appeal An Administrative Law Judge or anattorney adjudicator who works for
the Federal government will review your appeal and give you an answer.

e If the Administrative Law Judge or attorney adjudicator says yes to your appeal,
the appeals process may or may notbe over. Unlike a decision ata Level 2 appeal, we
have the rightto appeala Level 3 decision thatis favorable to you. If we decide to appeal
it will go to a Level 4 appeal.

o If we decidenotto appeal, we must authorize or provide youwith the service
within 60 calendar days after receiving the Administrative Law Judge’s or
attorney adjudicator’s decision.

o Ifwe decideto appealthe decision, we will send youa copy of the Level4 appeal
request with any accompanying documents. We may wait for the Level 4 appeal
decision before authorizing or providing the service in dispute.

e Ifthe Administrative Law Judge or attorney adjudicator says no to your appeal,
the appeals process may or may notbe over.
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o Ifyoudecideto accept this decisionthat turns down your appeal, the appeals
process is over.

o Ifyoudonotwantto acceptthe decision, you can continueto the nextlevel of the
review process. The notice youget will tell you what to do for a Level 4 appeal.

Level 4 appeal The Medicare Appeals Council (Council) will review your appeal and give
you an answer. The Council is part of the Federal government.

e Ifthe answer isyes, or if the Council denies our request to review a favorable Level
3 appeal decision, the appeals process may or may notbe over. Unlike a decision at
Level2, we have the rightto appeala Level4 decision thatis favorable to you. We will
decide whether to appeal this decision to Level 5.

o If wedecide notto appeal the decision, we mustauthorizeor provide you with the
service within 60 calendar days after receiving the Council’s decision.

o If we decide to appeal the decision, we willlet you know in writing.
e Ifthe answer isno or if the Council denies the review request, the appeals process
may or may notbe over.

o Ifyoudecideto accept this decisionthat turns down your appeal, the appeals
process is over.

o Ifyoudonotwantto acceptthe decision, youmay be able to continue to the next
level of the review process. If the Council says no to your appeal, the notice you
get will tell you whether the rules allow you to go on to a Level 5 appealand how
to continue with a Level 5 appeal.

Level5 appeal A judge atthe Federal District Court will review your appeal.

e A judge will review all of the information anddecide yes orno to yourrequest. This is a
final answer. There are no more appeal levels after the Federal District Court.

Section 9.2 Appeal Levels 3, 4 and 5 for Part D Drug Requests

This section may be appropriate foryou if you have made a Level 1 appealand a Level 2 appeal,
and both of your appeals have been turned down.

If the value of the drug you have appealed meets a certain dollaramount, you may be able to go
on to additional levels of appeal. If the dollaramount is less, you cannot appeal any further. The
written response you receive to your Level 2 appeal will explain who to contact and what to do
to ask for a Level 3 appeal.

For most situations that involve appeals, the last three levels of appeal work in much the same
way. Here is who handles the review of your appeal at each of these levels.
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Level 3 appeal An Administrative Law Judge or anattorney adjudicator who works for
the Federal government will review your appeal and give you an answer.

e Ifthe answer is yes, the appeals process is over. We mustauthorize or provide the
drug coverage that was approved by the Administrative Law Judge or attorney
adjudicator within 72 hours (24 hours for expedited appeals) or make payment no
later than 30 calendar days after we receive the decision.

e Ifthe answer is no, the appeals process may or may notbe over.

o Ifyoudecideto accept this decisionthat turns down your appeal, the appeals
process is over.

o If'youdonotwantto acceptthe decision, you can continueto the nextlevel of the
review process. The notice youget will tell you whatto do for a Level 4 appeal.

Level 4 appeal The Medicare Appeals Council (Council) will review your appeal and give
you an answer. The Council is part of the Federal government.

o If the answer is yes, the appeals process is over. We mustauthorize or provide the
drug coveragethat was approved by the Council within 72 hours (24 hours for
expedited appeals) or make payment no later than 30 calendar days after we receive
the decision.

e Ifthe answer is no, the appeals process may or may notbe over.

o If youdecideto accept this decisionthat turns down your appeal, the appeals
process is over.

o If youdonotwantto acceptthe decision, you may be able to continue to the next
level of the review process. If the Council says no to your appeal or denies your
request to review the appeal, the noticewill tell you whether the rules allow you
to go ontoa Level 5 appeal. It will also tell you who to contact and what to do

next if you choose to continue with your appeal.
Level5 appeal A judge atthe Federal District Court will review your appeal.

e A judge will review all of the information anddecide yes orno to yourrequest. This is a
final answer. There are no more appeal levels after the Federal District Court.
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MAKING COMPLAINTS

SECTION10 How to make a complaint about quality of care,
waitingtimes, customer service, or other concerns

Section 10.1 What kinds of problems are handled by the complaint
process?

The complaint process is onlyused for certain types of problems. This includes problems related
to quality of care, waiting times, and the customer service. Here are examples of the kinds of
problems handledby the complaint process.

Complaint Example

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

Respecting your privacy e Did someone notrespect yourright to privacy or share

confidential information?

Disrespect, poor customer ® Has someone been rudeor disrespectfulto you?
service, or other negative ¢ Are you unhappy with our Customer Service?

behaviors e Do you feel you are beingencouraged to leave the plan?

Waiting times e Areyouhavingtrouble gettingan appointment, or waiting
too longto get it?
e Have you been kept waiting too long by doctors,
pharmacists, or other health professionals? Or by our

Customer Service or other staff at the plan?
o Examples include waitingtoo longon the phone, in
the waiting or exam room, or gettinga prescription.

Cleanliness e Are you unhappywith the cleanliness or condition ofa
clinic, hospital, or doctor’s office?

Informationyougetfrom e Did we fail to give you a required notice?
us e s our written information hard to understand?
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Complaint Example

Timeliness If you have asked for a coverage decision or made an appeal,
(These types of complaints  and you think thatwe are not responding quickly enough, you
are all related to the can make a complaint about our slowness. Here are examples:
timeliness of our actions e You asked us for a “fast coverage decision” or a “fast
related to coverage decisions appeal,” and we have said no; you can make a complaint.
and appeals)

e You believe we are not meeting the deadlines for coverage
decisions or appeals; you can make a complaint.

® You believe we are not meeting deadlines for covering or
reimbursing you for certain medical services or drugs that
were approved; you can make a complaint.

e Youbelieve we failed to meet required deadlines for
forwarding your case to the independent review
organization; you can make a complaint.

Section 10.2 How to make a complaint

Legal Terms

A “Complaint” is also called a “grievance.”

“Making a complaint” is also called “filing a grievance.”

“Using the process for complaints” is also called “using the process for filing a
grievance.”

A “fast complaint” is also called an “expedited grievance.”

Section 10.3 Step-by-step: Making a complaint

Step 1: Contact us promptly — either by phone or in writing.

e Usually, calling Customer Service is the first step. If there is anythingelse youneed to
do, Customer Service will let you know.

e Ifyoudo not wish to call (or you called and were not satisfied), you can put your
complaint in writing and send it to us. If you putyour complaint in writing, we will
respond to your complaint in writing.

e Submit your written complaintto the following address:

Mass General Brigham Health Plan
399 Revolution Drive Suite 850
Somerville, MA 02145
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or you can fax your complainttous at617-526-1980 or email us at
HealthPlanAppealsGrievance@meb.org.

. For standard grievances, we will respond to you within 30 calendar days
of receipt of your written grievance. For expedited grievances, we must decide
and notify you within 24 hours (see “fast complaint” below).

. If you are makinga complaintbecause we denied yourrequest for a “fast
coverage decision” or a “fast appeal,” we will automatically give you a “fast
complaint.” If youhavea “fastcomplaint,” itmeans we will give you an answer
within 24 hours.

e The deadline formakingacomplaintis 60 calendardays from the time you had the
problem you want to complain about.

Step 2: We look into your complaint and give you our answer.

e Ifpossible, we will answer youright away. If you callus with a complaint, we maybe
able to give you an answer on the same phone call.

e Most complaints are answered within 30 calendar days. If we need more information
and the delay is in your best interest or if you ask for more time, we can take up to 14
more calendar days (44 calendar days total) to answer your complaint. If we decide to
take extra days, we will tell you in writing.

e Ifyouaremaking a complaint because we denied your request for a “fastcoverage
decision” or a “fast appeal,” we will automatically give you a “fast complaint.” If
you have a “fast complaint,” it means we will give you an answer within 24 hours.

e Ifwe do notagree with some orallof yourcomplaintordon’ttake responsibility forthe
problem you are complainingabout, we will include our reasons in our response to you.

Section 10.4 You can also make complaints about quality of care to the
Quality Improvement Organization

When your complaint is about guality of care,you also have two extra options:

e Youcanmake your complaint directly to the Quality Improvement Organization.

e The Quality Improvement Organizationis a group of practicingdoctors and other health
care experts paid by the Federal government to check and improve the care given to
Medicare patients. Chapter 2 has contact information.

Or

e  Youcan make your complaint to both the Quality Improvement Organization and
us at the same time.



mailto:HealthPlanAppealsGrievance@mgb.org

2023 Evidence of Coverage for Mass General Brigham Advantage Premier (PPO) 179
Chapter9 What to do if you have a problemorcomplaint (coverage decisions,
appeals, complaints)

Section 10.5 You can also tell Medicare about your complaint

You can submita complaint about Mass General Brigham Advantage Premier (PPO)directly to
Medicare. To submit a complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx. You may also call

1-800-MEDICARE (1-800-633-4227). TTY/TDD users can call 1-877-486-2048.



http://www.medicare.gov/MedicareComplaintForm/home.aspx

CHAPTER 10:

Ending your membership in the plan
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SECTION 1 Introductionto endingyour membershipin our plan

Endingyour membership in Mass General Brigham Advantage Premier (PPO) may be
voluntary (your own choice) or involuntary (not your own choice):

¢ Youmightleave ourplan because you havedecided that youwantto leave. Sections 2
and 3 provide information on ending your membership voluntarily.

e There are also limited situations where we are required to end your membership. Section
5 tells you about situations when we must end your membership.

If you are leavingour plan, our plan must continue to provide your medical care and prescription
drugs and you will continue to pay your cost share until your membership ends.

SECTION 2 When can you end yourmembershipin our plan?
Section 2.1 You can end your membership during the Annual Enroliment
Period

You can end your membership in our plan duringthe Annual Enrollment Period (also known
as the “Annual Open Enrollment Period”). During this time, review your health and drug
coverage and decide about coverage for the upcomingyear.

e The Annual Enrollment Period is from October 15 to December 7.

e Chooseto keep your current coverage or make changes to your coverage for the
upcoming year. If you decide to change to a new plan, you can choose any of the
following types of plans:

o AnotherMedicare health plan, with or without prescriptiondrugcoverage.
Original Medicare with a separate Medicare prescriptiondrugplan.
Original Medicare without a separate Medicare prescription drugplan.
= [f you choosethis option, Medicare may enroll you in adrugplan, unless
you have opted out of automatic enrollment.

Note: If you disenroll from Medicare prescription drug coverage and go without
creditable prescription drugcoverage for 63 or more days in a row, you may have
to pay a Part D late enrollment penalty if you join a Medicare drug plan later.

¢  Your membership will end in our plan when yournew plan’s coverage begins on
January 1.




2023 Evidence of Coveragefor Mass General Brigham Advantage Premier (PPO) 182
Chapter10 Ending yourmembership inthe plan

Section 2.2 You can end your membership during the Medicare Advantage
Open Enroliment Period

You have the opportunity to makeone change to your health coverage duringthe Medicare
Advantage Open Enrollment Period.

e The annual Medicare Advantage Open Enrollment Periodis from January 1 to
March 31.

¢ During the annual Medicare Advantage Open Enrollment Periodyou can:

o Switch to another Medicare Advantage Plan with or without prescription drug
coverage.

o Disenroll from our plan and obtain coverage through Original Medicare. If you
choose to switch to Original Medicare during this period, you can also join a
separate Medicare prescription drug plan at that time.

¢  Your membership will end on the first day of the month afteryou enrollin a different
Medicare Advantage plan, or we get your requestto switch to Original Medicare. If you
also choose to enrollin a Medicare prescription drugplan, your membership in the drug
plan will begin the first day of the month after the drug plan gets your enrollment
request.

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

In certain situations, members of Mass General Brigham Advantage Premier (PPO)may be
eligible to end their membership at other times of the year. This is known as a Special
Enrollment Period.

You may be eligible to end your membership during a Special Enrollment Period if any of
the followingsituations apply to you. These are just examples, for the full list you can contact
the plan, call Medicare, or visit the Medicare website (www.medicare.gov):

e Usually, when you have moved.

e /If youhave MassHealth.

e Ifyou are eligible for “Extra Help” with paying for your Medicare prescriptions.
e If we violate our contract with you.

e If you are getting care in an institution, such as anursinghome or long-term care (LTC)
hospital.

e Ifyouenrollin the Program of All-inclusive Care for the Elderly (PACE).

Note: If you’re in a drug managementprogram, youmay not be able to change plans.
Chapter5, Section 10 tells you more about drugmanagement programs.

The enrollment time periods vary dependingon your situation.
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To find out if youare eligible for a Special Enrollment Period, please callMedicare at 1-

800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-
2048. If you are eligible to end your membership because of a special situation, you can choose
to change both your Medicare health coverage and prescription drugcoverage. Youcan choose:

e Another Medicare health plan with or without prescription drugcoverage.

e Original Medicare with a separate Medicare prescriptiondrugplan.
OR

e —or—0Original Medicare withouta separate Medicare prescription drugplan.

Note: If you disenroll from Medicare prescription drug coverage and go without
creditable prescription drugcoverage for 63 days ormore in a row, you may haveto pay
a Part D late enrollment penalty if you join a Medicare drug plan later.

Your membership will usually end on the firstday of the month after yourrequestto change
your plan is received.

If youreceive “Extra Help” from Medicare to pay for your prescription drugs: If you
switch to Original Medicare and do notenrollin a separate Medicare prescriptiondrugplan,
Medicare may enroll you in a drug plan, unless you have opted out of automatic enrollment.

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

If you have any questions about ending your membership youcan:
e Call Customer Service.

e Find the information in the Medicare & You 2023 handbook.

o ContactMedicare at 1-800-MEDICARE (1-800-633-4227),24 hoursaday, 7 days a
week. (TTY 1-877-486-2048).

SECTION 3 How do you end your membershipin our plan?

The table below explains how you should end your membershipin our plan.

If youwouldlike to switchfromour  This is what youshould do:
plan to:

Another Medicare health plan. Enroll in the new Medicare health plan.

You will automatically be disenrolled from Mass
General Brigham Advantage Premier (PPO)when
your new plan’s coverage begins.
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If youwouldlike to switchfromour
plan to:

Original Medicare with a separate
Medicare prescription drug plan.

Original Medicare withoutaseparate
Medicare prescription drug plan.

This is what youshould do:

Enroll in the new Medicare prescription drugplan.

You will automatically be disenrolled from Mass
General Brigham Advantage Premier (PPO)when
your new plan’s coverage begins.

Send us a writtenrequestto disenroll

ContactCustomer Service if youneed more
information on how to do this.

You can also contact Medicare, at 1-800-
MEDICARE (1-800-633-4227), 24 hours a day, 7
days aweek and ask to be disenrolled. TTY users
should call 1-877-486-2048.

You will be disenrolled from Mass General
Brigham Advantage Premier (PPO)when your
coverage in Original Medicare begins.

SECTION4 Until yourmembership ends, youmust keep getting
your medical services and drugs through our plan

Until your membership ends, and your new Medicare coverage begins, you must continue to get
your medical care and prescription drugs through our plan.

e Continue to use our networkproviders to receive medical care.

e Continue to use our network pharmacies or mail order] to getyour prescriptions

filled

e If youare hospitalized on the day that your membership ends, your hospital stay
will be coveredby our plan until youaredischarged (even if you are dischargedafter

your new health coverage begins).

SECTIONS Mass General Brigham Advantage Premier (PPO)must
end your membership in the plan in certain situations

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

Mass General Brigham Advantage Premier (PPO) mustend your membership in the plan if

any of the following happen:
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e Ifyouno longer have Medicare Part A and Part B.

e If youmove outof our service area.

e [fyouare away from our service areafor more thansix months.

o Ifyoumove ortakea longtrip, call Customer Service to find outif the place you
are moving or traveling to is in our plan’s area.

e If you become incarcerated (go to prison).
e Ifyou are no longer a United States citizen or lawfully presentin the United States.

e If you lie or withhold information aboutother insuranceyou have thatprovides
prescription drug coverage.

e If you intentionally give us incorrect informationwhenyou are enrollingin our plan
and that information affects your eligibility for our plan. (We cannot make you leave our
plan for this reason unless we get permission from Medicare first.)

e If you continuously behave in a way thatis disruptive and makes itdifficultforus to
provide medical care for you and other members of our plan. (We cannot make you
leave our plan for this reason unless we get permission from Medicare first.)

e If you letsomeone else use your membership card to get medical care. (We cannot
make you leave our plan for this reason unless we get permission from Medicare first.)

o If we end your membership because of this reason, Medicare may have your case
investigated by the Inspector General.

e If you are required to pay the extra Part D amount because of your income and you do
not pay it, Medicare will disenroll you from our plan andyou will lose prescription drug
coverage.

Where can you get more information?

If you have questions or wouldlike more information on when we can end your membership call
Customer Service.

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

Mass General Brigham Advantage Premier (PPO)is not allowed to ask you to leave our plan
for any health-related reason.

What should you do if this happens?

If you feel that you are being asked to leave our plan because of a health-related reason, call
Medicare at 1-800-MEDICARE (1-800-633-4227) 24 hours aday, 7 daysa week (TTY 1-877-
486-2048).
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Section 5.3 You have the right to make a complaint if we end your
membership in our plan

If we end your membership in our plan, we must tell you ourreasons in writing forending your
membership. We must also explain how you can file a grievance or make a complaintabout our
decision to end your membership.




CHAPTER 11:

Legal notices
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SECTION 1 Notice about governing law

The principal law thatapplies to this Evidence of Coverage documentis Title XVIII of the Social
Security Act and the regulations created under the Social Security Actby the Centers for
Medicare & Medicaid Services, or CMS. In addition, other Federal laws may apply and, under
certain circumstances,the laws of the state you live in. This may affect your rights and
responsibilities even if the laws are notincluded or explained in this document.

SECTION 2 Notice about nondiscrimination

We don’t discriminate based on race, ethnicity, national origin, color, religion, sex, gender, age,
sexual orientation, mental or physical disability, health status, claims experience, medical
history, genetic information, evidence of insurability, or geographic location within the service
area. All organizations that provide Medicare Advantage Plans, like our plan, must obey Federal
laws against discrimination, including Title VI of the Civil Rights Act of 1964, the Rehabilitation
Actof 1973, the Age Discrimination Actof 1975, the Americans with Disabilities Act, Section
1557 of the Affordable Care Act, all other laws that apply to organizations that get Federal
funding, and any other laws and rules that apply for any other reason.

If you want more information or have concerns about discrimination or unfair treatment, please
call the Department of Health and Human Services’ Office for Civil Rights at 1-800-368-1019
(TTY 1-800-537-7697) or your local Office for Civil Rights. You can also review information
from the Department of Health and Human Services’ Office for Civil Rights at
https://www.hhs.gov/ocr/index.

If you have a disability and need help with access to care, please callus at Customer Service. If
you have a complaint,such as a problem with wheelchair access, Customer Service can help.

SECTION3 Notice about Medicare Secondary Payer subrogation
rights

We have the rightand responsibility to collectfor covered Medicareservices for which Medicare
is not the primary payer. According to CMS regulations at 42 CFR sections 422.108 and
423.462, Mass General Brigham Advantage Premier (PPO), as a Medicare Advantage
Organization, will exercise the same rights of recovery that the Secretary exercises under CMS
regulations in subparts B through D of part 411 of42 CFR and the rules established in this
section supersede any State laws.


https://www.hhs.gov/ocr/index.html

CHAPTER 12:

Definitionsof importantwords
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Allowed Amount: This is the maximum amount on whichpayment is based for covered health
care services. This may be called “eligible expense” “payment allowance,” or “negotiated rate.”
It is the dollar amountassigned for a procedure, service, or supply based on various pricing
mechanisms.

Ambulatory Surgical Center — An Ambulatory Surgical Center is an entity that operates
exclusively forthepurpose of furnishing outpatient surgical services to patients not requiring
hospitalization and whose expected stay in the center does not exceed 24 hours.

Annual Enrollment Period— The time period of October 15 until December 7 ofeachyear
when members can change their health or drug plans or switch to Original Medicare.

Appeal — An appealis somethingyou do if you disagree with our decision to denya request for
coverage of health care services or prescription drugs or payment for services or drugs you
already received. You may also makean appeal if you disagree with our decision to stop services
that you are receiving.

Balance Billing — When a provider (such as a doctor or hospital) bills a patientmore than the
plan’s allowed cost-sharingamount. As amember of Mass General Brigham Advantage Premier
(PPO), you only have to pay our plan’s cost-sharingamounts whenyou get services coveredby
our plan. We do not allow providers to “balance bill” or otherwise charge you more than the
amount of cost sharing your plan says you must pay.

Benefit Period — The way that both our plan and Original Medicare measures your use of
skilled nursing facility (SNF) services. A benefitperiod begins the day you go into a skilled
nursing facility. The benefitperiod ends when you have notreceived any skilled care in a SNF)
for 60 days in arow. If you go into skilled nursingfacility after one benefitperiod has ended, a
new benefit period begins. There is no limitto the number of benefit periods.

Brand Name Drug — A prescription drugthatis manufactured and sold by the pharmaceutical
company that originally researched and developed the drug. Brand name drugs have the same
active-ingredient formula as the generic version of the drug. However, generic drugs are
manufacturedand sold by other drugmanufacturers and are generally not availableuntil after the
patent on the brand name drug has expired.

Catastrophic Coverage Stage — The stage in the Part D Drug Benefitwhere you pay a low
copaymentor coinsurance for your drugs after you or other qualified parties on your behalf have
spent $7,400 in covered drugs during the covered year.

Centers for Medicare & Medicaid Services (CMS)— The Federal agency thatadministers
Medicare.
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Coinsurance— An amountyou may berequiredto pay, expressed as a percentage (for example
20%) as your share of the cost for services or prescription drugs after youpay any deductibles.

Combined Maximum QOut-of-Pocket Amount — This is the mostyou will pay in a year forall
Part A and Part B services from both network (preferred) providers and out-of-network (non-
preferred) providers.

Complaint — The formal name for “makinga complaint” is “filinga grievance.” The complaint
process is used only for certain types of problems. This includes problems related to quality of
care, waitingtimes, and the customer service youreceive. It also includes complaints if your plan
does not follow the time periods in the appeal process.

Comprehensive Outpatient Rehabilitation Facility (CORF) — A facility thatmainly provides
rehabilitation services after an illness or injury, including physical therapy, social or
Psychological services, respiratory therapy, occupational therapy and speech-language
pathology services, and home environment evaluation services.

Copayment (or “copay”)— An amount you may be required to pay as your share of the cost for
a medical service or supply, like a doctor’s visit, hospital outpatient visit, or a prescription drug
A copayment is a set amount (for example $10), rather than a percentage.

CostSharing — Cost sharingrefers to amounts thata member has to pay when services or drugs
are received Cost sharing includes any combination of the following three types of payments:
(1) any deductible amount a plan may imposebefore services or drugs are covered; (2) any fixed
“copayment” amount that a plan requires when a specific service or drugis received; or (3) any
“coinsurance” amount, a percentage of the total amount paid for a service or drug that a plan
requires when a specific service or drugis received.

Cost-Sharing Tier — Every drugon the list of covered drugs is in one of 5 cost-sharing tiers. In
general, the higher the cost-sharing tier, the higher your cost for the drug.

Coverage Determination — A decision about whether a drug prescribed for you is covered by
the plan and the amount, if any, you are required to pay for the prescription. In general, if you
bring your prescription to a pharmacyand the pharmacytells you the prescription isn’t covered
under your plan, thatisn’ta coverage determination. Youneedto call or write to your plan to ask
for a formal decision about the coverage. Coverage determinations are called “coverage
decisions” in this document.

CoveredDrugs — The term we use to mean all of the prescription drugs covered by our plan.

CoveredServices — The term we use in this EOC to mean all of the health care services and
supplies that are covered by our plan.
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Creditable Prescription Drug Coverage — Prescription drug coverage (for example, from an
employerorunion)that is expected to pay, on average, at leastas much as Medicare’s standard
prescription drug coverage. People who have thiskind of coverage when they become eligible
for Medicare can generally keep thatcoverage withoutpaying a penalty if they decide to enroll
in Medicare prescription drug coverage later.

Custodial Care — Custodial care is personal care providedin a nursinghome, hospice, or other
facility settingwhen you do notneed skilled medical care orskilled nursing care. Custodial care,
provided by people who do not have professional skills or training, includes help with activities
of daily livinglike bathing, dressing, eating, getting in or out of a bed or chair, movingaround,
and using the bathroom. It may also include the kind of health-related care that most people do
themselves, like using eye drops. Medicare doesn’t pay for custodial care.

Customer Service — A department within our plan responsible for answering your questions
about your membership, benefits, grievances, and appeals.

Daily cost-sharing rate — A “daily cost-sharing rate” may apply when your doctor prescribes
less than a full month’s supply of certain drugs for youand you are required to pay a copayment.
A daily cost-sharingrate is the copayment divided by the number of days in a month’s supply.
Here is an example: If your copayment for a one-month supply of a drugis $30, and a one-
month’s supply in your planis 30 days, then your “daily cost-sharing rate” is $1 per day.

Deductible — The amountyou mustpay forhealth care orprescriptions before our plan pays.
Disenroll or Disenrollment — The process of ending your membership in our plan.

Dispensing Fee — A fee charged each time a covereddrugis dispensed to pay forthe costof
fillinga prescription, such as the pharmacist’s time to prepare andpackage the prescription.

Durable Medical Equipment (DME) — Certain medical equipmentthatis ordered by your
doctor formedical reasons. Examples include walkers, wheelchairs, crutches, powered mattress
systems, diabetic supplies, IV infusion pumps, speech generating devices, oxygen equipment,
nebulizers, or hospital beds ordered by a provider for use in the home.

Emergency — A medical emergency is when you, or any other prudentlayperson with an
average knowledge of health and medicine, believe that you havemedical symptoms that require
immediate medical attention to prevent loss of life (and, if youare a pregnant woman, loss of an
unborn child), loss of'a limb, or loss of functionof a limb, or loss of or serious impairment to a
bodily function. The medical symptoms may be an illness, injury, severe pain,or a medical
condition that is quickly gettingworse.

Emergency Care— Covered services thatare: (1) provided by a provider qualified to furnish
emergency services; and (2) needed to treat, evaluate, or stabilize an emergency medical
condition.

Evidence of Coverage (EOC) and Disclosure Information— This document, alongwith your
enrollment form and any other attachments, riders, or other optional coverage selected, which
explains your coverage, whatwe mustdo, your rights, and whatyou have to do as a member of
our plan.
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Exception— A type of coverage decisionthat, if approved, allows you to geta drugthat is noton
our formulary (a formulary exception), or get a non-preferred drug at a lower cost-sharinglevel
(a tiering exception). You may also request an exception if our plan requires you to try another
drug before receivingthe drugyou are requesting, or if our plan limits the quantity or dosage of
the drug you are requesting (a formulary exception).

Extra Help— A Medicare or a State program to help people with limited income and resources
pay Medicare prescription drugprogram costs, such as premiums, deductibles, and coinsurance.

Generic Drug — A prescription drug that is approved by the Food and Drug Administration
(FDA) as havingthe same active ingredient(s) as the brand name drug. Generally, a “generic”
drug works the same as a brand name drug and usually costs less.

Grievance - A type of complaintyou make aboutour plan, providers, or pharmacies, includinga
complaint concerning the quality of your care. This does not involve coverage or payment
disputes.

Home Health Aide — A person who providesservices thatdo notneed the skills of a licensed
nurse or therapist, such as help with personal care (e.g., bathing, usingthe toilet, dressing, or
carrying out the prescribed exercises).

Hospice - A benefit that provides special treatment for a member who has been medically
certified as terminally ill, meaninghavinga life expectancy of 6 months orless. We, your plan,
must provide you with a list of hospices in your geographic area. If you elect hospice and
continue to pay premiums youare stilla member of our plan. You can still obtain allmedically
necessary services as well as the supplemental benefits we offer.

Hospital Inpatient Stay — A hospital stay when you havebeen formally admitted to the hospital
for skilled medical services. Even if you stay in the hospital overnight, you might still be
considered an “outpatient.”

Income Related Monthly Adjustment Amount (IRMAA)-If yourmodified adjusted gross
income as reported on your IRS tax return from 2 years ago is abovea certain amount, you’llpay
the standard premium amount and an Income Related Monthly Adjustment Amount, also known
as IRMAA. IRMAA is an extra charge added to your premium. Less than 5% of people with
Medicare are affected, so most people will not pay a higher premium.

Initial Coverage Limit— The maximum limitof coverage under the Initial Coverage Stage.

Initial Coverage Stage — This is the stage before your “total drugcosts includingamounts you
have paid and what your plan has paid on your behalf” for the year have reached $4,660.

Initial Enrollment Period — When you are firsteligible for Medicare, the period of time when
you can sign up for Medicare Part A and Part B. If you’re eligible for Medicare when you tum
65, your Initial Enrollment Period is the 7-month period that begins 3 months before the month
you turn 65, includes the month you turn 65, and ends 3 months after the month you turn 65.
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In-Network Maximum Out-of-Pocket Amount — The mostyou will pay for Part A and Part B
services received from network (preferred) providers. After you have reached this limit, you will
not have to pay anything when you get covered services from network providers for the rest of
the contract year. However, until you reach your combined out-of-pocket amount, you must
continue to pay your share of the costs whenyou seek care from an out-of-network (non-
preferred) provider.

List of Covered Drugs (Formulary or “Drug List”)— A list of prescription drugs covered by
the plan.

Low Income Subsidy (LIS)— See “ExtraHelp.”

Medicaid (or Medical Assistance)— A jointFederal and State program thathelps with medical
costs for some people with low incomes and limited resources. State Medicaid programs vary,
but most health care costs are covered if you qualify for both Medicare and Medicaid.

Medically Accepted Indication — A use of adrugthatis eitherapproved by the Food and Drug
Administration or supported by certain reference books.

Medically Necessary — Services, supplies, or drugs that are needed for the prevention, diagnosis,
or treatment of your medical condition and meet accepted standards of medical practice.

Medicare — The Federal health insurance program for people 65 yearsof age orolder, some
people under age 65 with certain disabilities, and people with End-Stage Renal Disease
(generally those with permanent kidney failure who need dialysis or a kidney transplant).

Medicare Advantage Open Enrollment Period — The time period from January 1 until March
31 when members in a Medicare Advantage plan can cancel their plan enrollment and switch to
another Medicare Advantage plan orobtain coverage through Original Medicare. If you choose
to switch to Original Medicare during this period, you can also join a separate Medicare
prescription drugplan at that time. The Medicare Advantage Open Enrollment Period is also
available for a 3-month period after an individual is first eligible for Medicare.

Medicare Advantage (MA) Plan — Sometimes called Medicare Part C. A plan offered by a
private company that contracts with Medicare to provide you with all your Medicare Part A and
Part B benefits. A Medicare Advantage Plan can be an i) HMO, ii) PPO, a iii) Private Fee-for-
Service (PFFS) plan, or a iv) Medicare Medical Savings Account (MSA)plan. Besides choosing
from these types of plans, a Medicare Advantage HMO or PPO plan can also be a Special Needs
Plan (SNP) In most cases, Medicare Advantage Plans also offer Medicare Part D (prescription
drug coverage). These plans are called Medicare Advantage Plans with Prescription Drug
Coverage.

Medicare Coverage Gap Discount Program— A program that provides discounts on most
covered PartD brand name drugs to Part D members who have reached the Coverage Gap Stage
and who are notalready receiving “Extra Help.” Discounts are based on agreements between the
Federal government and certain drug manufacturers.
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Medicare-Covered Services — Services covered by Medicare Part A and Part B. All Medicare
health plans must cover all of the services that are covered by Medicare Part A and B. The term
Medicare-Covered Services does not include the extra benefits, such as vision,dental or hearing,
thata Medicare Advantage plan may offer.

Medicare Health Plan — A Medicare health plan is offered by a private company thatcontracts
with Medicare to provide Part A and Part B benefits to people with Medicare whoenrollin the
plan. This term includes all Medicare Advantage Plans, Medicare Cost Plans, Special Needs
Plans, Demonstration/Pilot Programs, and Programs of All-inclusive Care for the Elderly
(PACE).

Medicare PrescriptionDrug Coverage (Medicare Part D) — Insurance to help pay for
Outpatient prescription drugs, vaccines, biologicals, and some supplies not coveredby Medicare
Part A or Part B.

“Medigap” (Medicare Supplement Insurance) Policy — Medicare supplementinsurance sold
by private insurance companies to fill “gaps” in Original Medicare. Medigap policies only work
with Original Medicare. (A Medicare Advantage Plan is not a Medigap policy.)

Member (Member of our Plan, or “Plan Member”) — A person with Medicare who is eligible
to get covered services, who has enrolled in our plan, and whose enrollment has been confirmed
by the Centers for Medicare & Medicaid Services (CMS).

Network Pharmacy —A pharmacy that contracts with our plan where members of our plan can
get their prescription drugbenefits. In most cases, your prescriptions are covered only if they are
filled at one of our network pharmacies.

Network Provider — “Provider” is the general term for doctors, other health care professionals,
hospitals, and other health care facilities that are licensed or certified by Medicare and by the
State to provide health care services. “Network providers” have an agreement with our plan to
accept our payment as payment in full, and in some casesto coordinate as well as provide
covered services to members of our plan. Network providers are also called “plan providers.”

Organization Determination —A decision our plan makes about whetheritems orservices are
covered or how much you have to pay for covered items or services. Organization
determinations are called “coverage decisions” in this document.

Original Medicare (“Traditional Medicare” or “Fee-for-service” Medicare) — Original
Medicare is offered by the government, and not a private health plan such as Medicare
Advantage Plans and prescription drug plans. Under Original Medicare, Medicare services are
covered by paying doctors, hospitals, and other health care providers payment amounts
established by Congress. Youcan see anydoctor, hospital, or other health care provider that
accepts Medicare. You must pay the deductible. Medicare pays its share of the Medicare-
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approved amount, and you pay your share. Original Medicare has two parts: Part A (Hospital
Insurance) and Part B (Medical Insurance) and is available everywhere in the United States.

Out-of-Network Pharmacy — A pharmacy that does not have a contract with our plan to
coordinate or provide covered drugs to members of our plan. Most drugs you get from out-of-
network pharmacies are not covered by our plan unless certain conditions apply.

Out-of-Network Provider or Out-of-Network Facility — A provider or facility that does not
have a contract with our plan to coordinate or provide covered services to members of our plan.
Out-of-network providers are providers that are not employed,owned, or operated by our plan.

Out-of-Pocket Costs — See the definition for “cost sharing” above. A member’s cost-sharing
requirementto pay for a portion of services or drugs received is also referred to as the member’s
“out-of-pocket” cost requirement.

PartC — see “Medicare Advantage (MA) Plan.”
Part D — The voluntary Medicare Prescription Drug Benefit Program.

Part D Drugs — Drugs that can be covered under Part D. We may or may notoffer all Part D
drugs. Certain categories of drugs have been excluded as covered Part D drugs by Congress.
Certain categories of Part D drugs must be covered by every plan.

Part D Late Enrollment Penalty — An amountadded to your monthly premium for Medicare
drug coverage if you go without creditable coverage (coverage that is expected to pay, on
average, at least as much as standard Medicare prescription drugcoverage) for a continuous
period of 63 days or moreafter you are first eligible to join a Part D plan.

Preferred Provider Organization (PPO) Plan — A Preferred Provider Organization planis a
Medicare Advantage Plan that has a network of contracted providers that have agreed to treat
plan members for a specified payment amount. A PPO plan must cover all plan benefits whether
they are received from network or out-of-network providers. Member costsharing will generally
be higher when plan benefits are received from out-of-network providers. PPO plans have an
annual limit on your out-of-pocket costs for services received from network (preferred) providers
and a higher limit on your total combined out-of-pocket costs for services from both network
(preferred) and out-of-network (non-preferred) providers.

Premium — The periodic payment to Medicare, an insurance company, or a health care plan for
health or prescription drug coverage.

Primary Care (PCP) —The doctor or other provider you see first formost health problems.
In many Medicare health plans, you mustsee your primary care provider before you see any
other health care provider.

Prior Authorization — Approval in advance to get services or certain drugs. In the network
portion of a PPO, some in-network medical services are covered only if your doctor or other
network provider gets “prior authorization” from our plan. In a PPO, you do not need prior
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authorization to obtain out-of-network services. However, you may want to check with the plan
before obtaining services from out-of-network providers to confirm thatthe service is covered by
your plan and what your cost-sharing responsibility is. Covered services that need prior
authorization are marked in the Benefits Chart in Chapter 4. Covered drugs that need prior
authorization are marked in the formulary.

Prosthetics and Orthotics — Medical devices including, but are not limited to, arm, back and
neck braces; artificial limbs; artificial eyes; and devices needed to replace an internal body part
or function, including ostomy supplies and enteral and parenteral nutrition therapy.

Quality Improvement Organization (QIO) — A group of practicing doctors and other health
care experts paid by the Federal government to check and improve the care given to Medicare
patients.

Quantity Limits — A management tool that is designed to limit the use of selected drugs for
quality, safety, or utilization reasons. Limits may be on the amountof the drugthatwe cover per
prescription or for a defined period of time.

Rehabilitation Services — These services include physical therapy, speech and language
therapy, and occupational therapy.

Service Area — A geographic area where you mustlive to join a particular health plan. For plans
thatlimit which doctors and hospitals you may use, it’s also generally the areawhere youcan get
routine (non-emergency) services. The plan must disenroll you if you permanently move out of
the plan’s service area.

Skilled Nursing Facility (SNF) Care— Skilled nursingcare and rehabilitation services provided
on a continuous, daily basis, in a skilled nursing facility. Examples of care include physical
therapy or intravenous injections that can only be given by a registered nurse or doctor.

Special Enrollment Period— A set time when members canchange their health ordrugplan or
return to Original Medicare. Situations in which you may be eligible for a Special Enrollment
Period include: if you move outside the service area, if you are getting “Extra Help” with your
prescription drugcosts, if you move into a nursinghome, or if we violate our contract with you.

Step Therapy — A utilization tool that requires you to firsttry anotherdrugto treat your medical
condition before we will cover the drug your physician may have initially prescribed.

Supplemental Security Income (SSI) — A monthly benefit paidby Social Security to people
with limited income and resources who are disabled, blind, or age 65 andolder. SSI benefits are
not the same as Social Security benefits.

Urgently Needed Services — Covered services thatare notemergency services, provided when
the network providers are temporarily unavailable orinaccessible or when the enrollee is out of
the service area. For example, you need immediate care during the weekend. Services must be
immediately needed and medically necessary.



Mass General Brigham Advantage Premier (PPO) Customer Service

Method

CALL

TTY

WRITE

WEBSITE

Customer Service — Contact Information

1-855-833-3668

Calls to this number are free. October 1 through March 31, seven
daysa week from 8:00am — 8:00 pm and April I through September
30, Monday through Friday from 8:00 am — 8:00 pm. After hours,
please leave a message and a representative will return your call on
the next business day.

Customer Service also has free language interpreter services available
for non-English speakers.

711

Calls to this number are free. October 1 through March 31, seven
daysa week from 8:00am — 8:00 pm and April I through September
30, Monday through Friday from 8:00 am — 8:00 pm

Mass General Brigham Health Plan
Medicare Advantage

399 Revolution Drive, Suite 850
Somerville, MA 02145
healthplanmedadvcustomerservice@mgb.org

MassGeneralBrighamAdvantage.org



SHINE “Serving the Health Information Needs of Everyone” (Massachusetts’
SHIP)

SHINE is a state program that gets money from the Federal governmentto give free local health
insurance counseling to people with Medicare.

Method ContactInformation

CALL 1-800-243-4636
Monday through Friday from 8:00 am — 5:00 pm

TTY (800) 439-2370 This number requires special telephone equipment
and is only forpeople whohave difficulties with hearingor speaking.
WRITE SHINE -Executive Office of Elder Affairs
One Ashburton Place
5th floor

Boston, MA 02108

WEBSITE www.mass.gov/health-insurance-counseling

PRA Disclosure Statement Accordingto the Paperwork Reduction Act of 1995, no persons are
required to respondto a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1051. If you have
comments or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.

14705-0623-01


http://www.mass.gov/health-insurance-counseling
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