














2 Annual Notice of Changes in PremierCare Plus for 2011 

 

 
Exceptions:  

• If you are required to pay a late enrollment penalty (because you went at least 63 days 
without Part D or other “creditable” prescription drug coverage anytime after the end 
of your Part D initial enrollment period), your monthly premium for 2011 will be 
$35.30 plus the amount of your late enrollment penalty. For more information about 
this penalty, see Chapter 6 of your Evidence of Coverage.  

• Most people will pay the standard monthly Part D premium. However, starting 
January 1, 2011, some people will pay a higher premium because of their yearly 
income (over $85,000 for singles—2010, $170,000 for married couples—2010). For 
more information about Part D premiums based on income, you can visit medicare.gov 
on the web or call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. You may also call the Social Security 
Administration at 1-800-772-1213. TTY users should call 1-800-325-0778.  

Section 3. Medical services: Changes to your benefits and “out-of-pocket” costs  

Changes to your benefits 
As shown below, PremierCare Plus is changing our covered benefits for next year. For details, see 
Chapters 3 and 4 in your Evidence of Coverage.  

 2010 (this year) 2011 (next year) 

Outpatient rehabilitation 
• Speech and language therapy 
• Physical therapy 
• Occupational therapy 

$0 co-pay $10 co-pay 

Emergency room services $50 co-pay is waived if 
you are admitted to the 
hospital for the same 
diagnosis within 24 hours 

$50 emergency room co-
pay is NOT waived if you 
are admitted to the 
hospital for the same 
diagnosis within 24 hours 

Changes to your “out-of-pocket” costs  
The chart on page 3 summarizes changes to your “out-of-pocket” costs, the amounts you will pay 
as your share of the cost of covered medical services, usually at the time services are received. 
For details, see Chapter 4, Medical Benefits Chart (what is covered and what you pay), in your 
Evidence of Coverage.  















2011 Evidence of Coverage for PremierCare Plus  

 

 

Benefits, formulary, pharmacy network, premium and/or co-payments/co-insurance may change 
on January 1, 2012.  
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Chapter 3: Using the plan’s coverage for your medical service 

 

• If you get services from this institution that are provided to you in your home, our plan 
will cover these services only if your condition would ordinarily meet the conditions for 
coverage of services given by home health agencies that are not religious non-medical 
healthcare institutions.  

• If you get services from this institution that are provided to you in a facility, the 
following conditions apply: 

o You must have a medical condition that would allow you to receive covered 
services for inpatient hospital care or skilled nursing facility care.  

o – and– you must get approval in advance from our plan before you are admitted 
to the facility or your stay will not be covered.  

The benefit limits that apply to Medicare Inpatient hospital coverage also apply to care from a 
religious non-medical healthcare institution.  
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Services that are covered for you  What you must pay 
when you get these 
services 

Inpatient mental healthcare 

• Covered services include mental healthcare services that require 
a hospital stay. .  

• You get up to 190 days in a psychiatric hospital in a lifetime.  

In-Network 
Up to 190 days in a 
Psychiatric Hospital in a 
lifetime. 
Same deductible and co-pay 
as inpatient hospital care (See 
“Inpatient Hospital Care”) 
Except in an emergency, your 
doctor must tell the plan that 
you are going to be admitted 
to the hospital. 

Skilled nursing facility (SNF) care 

(For a definition of “skilled nursing facility,” see Chapter 12 of this 
booklet. Skilled nursing facilities are sometimes called “SNFs.”) 
No prior hospital stay is required.  
Covered services include: 

• Semiprivate room (or a private room if medically necessary) 
• Meals, including special diets 
• Regular 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 only with the fourth 
pint of blood that you need - you pay for the first 3 pints of 
unreplaced blood. 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 services 

Generally, you will get your SNF care from plan facilities. However, 
under certain conditions listed below, you may be able to pay in-
network cost-sharing for a facility that isn’t a plan provider, if the 
facility accepts our plan’s amounts for payment.  

In-Network 
No limit on days covered 
each benefit period.  
No prior hospital stay is 
required.  
In 2010, the amounts for each 
benefit period were: 
$0 or: 
Days 1–20: $0 per day 
Days 21–100: $137.50 per 
day. 
These amounts may change 
for 2011. 
You will not be charged 
additional cost sharing for 
professional services.  
A “benefit period” starts the 
day you go into a hospital or 
skilled nursing facility. It ends 
when you go for 60 days in a 
row without hospital or 
skilled nursing care. If you go 
into the hospital after one 
benefit period has ended, a 
new benefit period begins. 
You must pay the inpatient 
hospital deductible for each 
benefit period. There is no 
limit to the number of benefit 
periods you can have. 
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Chapter 4: Medical Benefits Chart (what is covered and what you pay) 

 

Services that are covered for you  What you must pay 
when you get these 
services 

• A nursing home or continuing care retirement community where 
you were living right before you went to the hospital (as long as 
it provides skilled nursing facility care).  

• A SNF where your spouse is living at the time you leave the 
hospital.  

Authorization rules may apply 
  

Inpatient services covered when the hospital or SNF days 
aren’t, or are no longer, covered  
As described above, the plan covers 90 days per benefit period for 
inpatient hospital care and an unlimited number of days per benefit 
period for skilled nursing facility (SNF) care. Once you have reached 
these coverage limits, the plan will no longer cover your stay in the 
hospital. However, we will cover certain types of services that you 
receive while you are still in the hospital. Covered services include: 

• Physician services 
• Tests (like x-ray or lab tests) 
• X-ray, radium, and isotope therapy including technician 

materials and services 
• Surgical dressings, splints, casts and other devices 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), or all 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 neck braces; trusses, and artificial legs, 
arms, and eyes including adjustments, repairs, and 
replacements required because of breakage, wear, loss, or a 
change in the patient’s physical condition 

• Physical therapy, speech therapy, and occupational therapy 

Member is responsible for 
100% of cost for services that 
are NOT covered.  
 

Home health agency care 

Covered services include: 

• Part-time or intermittent skilled nursing and home health aide 
services (To be covered under the home healthcare benefit, 
your skilled nursing and home health aide services combined 
must total fewer than 8 hours per day and 35 hours per week) 

• Physical therapy, occupational therapy, and speech therapy 
• Medical social services 
• Medical equipment and supplies 

In-Network 
$0 co-pay for each Medicare-
covered home health visit.  
Authorization rules may apply. 
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Services that are covered for you  What you must pay 
when you get these 
services 

Hospice care 
 

You may receive care from any Medicare-certified hospice program. 
Original Medicare (rather than our Plan) will pay the hospice provider 
for the services you receive. Your hospice doctor can be a network 
provider or an out-of-network provider. You will still be a plan 
member and will continue to get the rest of your care that is unrelated 
to your terminal condition through our Plan. However, Original 
Medicare will pay for all of your Part A and Part B services. Your 
provider will bill Original Medicare while your hospice election is in 
force. Covered services include:  

• Drugs for symptom control and pain relief, short-term respite 
care, and other services not otherwise covered by Original 
Medicare  

• Home care  

When you enroll in a 
Medicare-certified hospice 
program, your hospice 
services and your Original 
Medicare services are paid for 
by Original Medicare, not 
PremierCare Plus. 
 

Outpatient Services  

Physician services, including doctor’s office visits 

Covered services include: 

• Office visits, including medical and surgical care in a 
physician’s office  

• Medical or surgical services furnished in a certified ambulatory 
surgical center or in a hospital outpatient setting 

• Consultation, diagnosis, and treatment by a specialist 
• Hearing and balance exams, if your doctor orders it to see if 

you need medical treatment  
• Telehealth office visits including consultation, diagnosis and 

treatment by a specialist 
• Second opinion by another network provider prior to surgery 
• Outpatient hospital services 
• Non-routine dental care (Covered services are limited to 

surgery of the jaw or related structures, setting fractures of the 
jaw or facial bones, extraction of teeth to prepare the jaw for 
radiation treatments of neoplastic cancer disease, or services 
that would be covered when provided by a physician) 

In-Network 
0% or 20% of the cost for 
each primary care doctor visit 
for Medicare-covered 
benefits. 
0% or 20% of the cost for 
each specialist visit for 
Medicare-covered benefits. 
 

Chiropractic services 

Covered services include: 

• Manual manipulation of the spine to correct subluxation 

0% or 20% of the cost for 
each Medicare-covered visit.  
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Services that are covered for you  What you must pay 
when you get these 
services 

Podiatry services 

Covered services include: 

• Treatment of injuries and diseases of the feet (such as hammer 
toe or heel spurs).  

• Routine foot care for members with certain medical conditions 
affecting the lower limbs 

0% or 20% of the cost for 
each Medicare-covered visit. 
Authorization rules may apply.  
Medicare-covered podiatry 
benefits are for medically 
necessary foot care. 

Outpatient mental healthcare 

Covered services include: 

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

In-Network 
0% or 20% of the cost for 
Medicare-covered individual 
or group visits.  
Authorization rules may apply 

Partial hospitalization services 
“Partial hospitalization” is a structured program of active psychiatric 
treatment that is more intense than the care received in your doctor’s 
or therapist’s office and is an alternative to inpatient hospitalization.  

$0 co-pay for each Medicare-
covered individual or group 
therapy visit.  
Authorization rules may apply 

Outpatient substance abuse services In-Network 
0% or 20% of cost for 
Medicare-covered visits.  
Authorization rules may apply  

Outpatient surgery, including services provided at 
hospital facilities and ambulatory surgical centers 

In-Network 
0% or 20% of the cost 
Authorization rules may apply.  

Ambulance services 
• 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 
transportation are contraindicated (could endanger the 
person’s health). The member’s condition must require both 
member whose medical condition is such that other means of 
the ambulance transportation itself and the level of service 
provided in order for the billed service to be considered 
medically necessary.  

• Non-emergency transportation by ambulance is appropriate if 
it is documented that the member’s condition is such that 
other means of transportation are contraindicated (could 
endanger the person’s health) and that transportation by 
ambulance is medically required.  

In-Network 
0% or 20% of the cost for 
Medicare-covered ambulance 
benefits. 
If you are admitted to the 
hospital, you pay $0 for 
Medicare-covered ambulance 
benefits. 
Authorization rules may apply.  
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Services that are covered for you  What you must pay 
when you get these 
services 

Emergency care 
 

$0 or $50 co-pay for 
Medicare-covered emergency 
room visits.  
Not covered outside the U.S. 
except under limited 
circumstances. Contact the 
plan for more details. 
If you receive emergency care 
at an out-of-network hospital 
and need inpatient care after 
your emergency condition is 
stabilized, you must return to 
a network hospital in order for 
your care to continue to be 
covered OR you must have 
your inpatient care at the out-
of-network hospital 
authorized by the plan and 
your cost is the cost-sharing 
you would pay at a network 
hospital. 

Urgently needed care 0% or 20% of the cost for 
Medicare-covered urgently 
needed care visits.  
If you are admitted to the 
hospital within 24 hours for 
the same condition, you pay 
$0 for the urgently needed 
care visit.  

Outpatient rehabilitation service 
 

Covered services include: physical therapy, occupational therapy, 
speech language therapy, cardiac rehabilitation services, intensive 
cardiac rehabilitation services, pulmonary rehabilitation services, and 
Comprehensive Outpatient Rehabilitation Facility (CORF) services. 

In-Network 
$0 or $10 co-pay for 
Medicare-covered: 
• Occupational therapy 

visits. 
• Physical and/or speech and 

language therapy visits. 
0% or 20% of the cost for 
Medicare-covered cardiac 
rehab services. 
Authorization rules may apply.  
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Services that are covered for you  What you must pay 
when you get these 
services 

Durable medical equipment and related supplies 

(For a definition of “durable medical equipment,” see Chapter 12 of 
this booklet.) 

Covered items include, but are not limited to: wheelchairs, crutches, 
hospital bed, IV infusion pump, oxygen equipment, nebulizer, and 
walker.  

In-Network 
0% or 20% of the cost for 
Medicare-covered items  
Authorization rules may apply.  
 

Prosthetic devices and related supplies 

Devices (other than dental) that replace 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 (including a 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 cataract 
surgery– see “Vision Care” later in this section for more detail.  

In-Network 
0% or 20% of the cost for 
Medicare-covered items 
Authorization rules may apply.  

Diabetes self-monitoring, training, and supplies 
For all people who have diabetes (insulin and non-insulin users). 
Covered services include: 

• Blood glucose monitor, blood glucose test strips, lancet devices 
and lancets, and glucose-control solutions for checking the 
accuracy of test strips and monitors. 

• For people 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 (not including the non-customized removable inserts 
provided with such shoes. Coverage includes fitting. 

• Self-management training is covered under certain conditions.  
• For persons at risk of diabetes: Fasting plasma glucose tests. 

every six months or annually as indicated by the treating 
physician. 

Authorization rules may apply.  
In-Network 
0% or 20% of the cost for 
diabetes self-monitoring 
training 
0% or 20% of the cost for 
Diabetes supplies  

Medical nutrition therapy 
 

For people with diabetes, renal (kidney) disease (but not on dialysis), 
and after a transplant when referred by your doctor.  

0% or 20% of the cost for 
nutrition therapy for Diabetes 
 

Kidney Disease Education Services—Education to teach 
kidney care and help members make informed decisions about their 
care. For people with stage IV chronic kidney disease, when referred 
by their doctor, we cover up to six sessions of kidney disease 
education services per lifetime. 

$0 co-pay for each 
educational session 
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Services that are covered for you  What you must pay 
when you get these 
services 

Outpatient diagnostic tests and therapeutic services and 
supplies 
 

Covered services include: 

• X-rays 
• Diagnostic radiology services (not including x-rays) 
• Therapeutic radiology services  
• Surgical supplies, such as dressings  
• Supplies, such as splints and casts 
• Laboratory tests 
• Blood: Coverage begins with the fourth pint of blood that you 

need; you pay for the first 3 pints of unreplaced blood. 
Coverage of storage and administration begins with the first 
pint of blood that you need.  

• Other outpatient diagnostic tests  

In-Network 
0% or 20% of the cost for 
Medicare-covered: 
 Lab services 
 Diagnostic procedures and 

tests 
• X-rays 
• Diagnostic radiology 

services 
• Therapeutic radiology 

services 
Authorization rules may apply 

Vision care 

Covered services include: 

• Outpatient physician services for eye care.  
• For people who are at high risk of glaucoma, such as people 

with a family history of glaucoma, people with diabetes, and 
African-Americans who are age 50 and older: glaucoma 
screening once per year 

• One pair of eyeglasses or contact lenses after each cataract 
surgery that includes insertion of an intraocular lens. 
Corrective lenses/frames (and replacements) needed after a 
cataract removal without a lens implant.  

In-Network 
Non-Medicare-covered eye 
exams and glasses not 
covered. 
0% or 20% of the cost for one 
pair of eyeglasses or contact 
lenses after cataract surgery 
0% or 20% of the cost for 
exams to diagnose and treat 
diseases and conditions of the 
eye 

Preventive Care and Screening Tests  

Abdominal aortic aneurysm screening  
 

A one-time screening ultrasound for people at risk. The plan only 
covers this screening if you get a referral for it as a result of your 
“Welcome to Medicare” physical exam. 

$0 co-pay 

Bone mass measurement 
 

For qualified individuals (generally, this means people at risk of 
losing bone mass or at risk of osteoporosis), the following services 
are covered every 2 years 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. 

0% or 20% of the cost for 
Medicare-covered bone mass 
measurement 



2011 Evidence of Coverage for PremierCare Plus 41 
Chapter 4: Medical Benefits Chart (what is covered and what you pay) 

 

Services that are covered for you  What you must pay 
when you get these 
services 

Colorectal screening 

For people 50 and older, the following are covered: 

• Flexible sigmoidoscopy (or screening barium enema as an 
alternative) every 48 months 

• Fecal occult blood test, every 12 months 
For people at high risk of colorectal cancer, we cover: 

• Screening colonoscopy (or screening barium enema as an 
alternative) every 24 months  

For people not at high risk of colorectal cancer, we cover: 

• Screening colonoscopy every 10 years, but not within 
48 months of a screening sigmoidoscopy  

0% or 20% of the cost for 
Medicare-covered colorectal 
screenings 

HIV screening 

For people who ask for an HIV screening test 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 screening exams during a pregnancy 

$0 co-pay for each Medicare-
covered HIV screening.  

Immunizations 
 

Covered services include: 

• Pneumonia vaccine  
• Flu shots, once a year in the fall or winter  
• Hepatitis B vaccine if you are at high or intermediate risk of 

getting Hepatitis B  
• Other vaccines if you are at risk 

We also cover some vaccines under our outpatient prescription drug 
benefit.  

$0 co-pay for: 
 Flu vaccine 
 Pneumonia vaccine 
No referral needed for flu and 
Pneumonia vaccines 
0% or 20% of the cost for 
Hepatitis B vaccine 
 

Mammography screening  
Covered services include: 

• One baseline exam between the ages of 35 and 39 
• One screening every 12 months for women age 40 and older 

0% or 20% of the cost for 
Medicare-covered screening 
mammograms 
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Services that are covered for you  What you must pay 
when you get these 
services 

Pap test, pelvic exams, and clinical breast exams  
Covered services include: 

• For all women, Pap tests, pelvic exams, and clinical breast 
exams are covered once every 24 months 

• If you are at high risk of cervical cancer or have had an 
abnormal Pap test and are of childbearing age: one Pap test 
every 12 months 

0% or 20% of the cost for 
Medicare-covered 
• Pat tests 
• Pelvic exams 
• Clinical breast exam 
 

Prostate cancer screening exams 
For men age 50 and older, covered services include the following - 
once every 12 months: 

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

0% or 20% of the cost for 
Medicare-covered cancer 
screening 

Cardiovascular disease testing 
Blood tests for the detection of cardiovascular disease (or 
abnormalities associated with an elevated risk of cardiovascular 
disease). Frequency based on medical necessity. 

0% or 20% of the cost for 
Medicare-covered 
cardiovascular disease testing; 
limited to one test each year 

Initial Preventative Physical exam  
(Welcome to Medicare Physical Exam) 
 

A physical exam for members including measurement of height, 
weight, body mass index, blood pressure, visual acuity screen and 
other routine measurements; an electrocardiogram; education, 
counseling and referral with respect to covered screening and 
preventive services. Doesn’t include lab tests.  

0% or 20% of the cost 

Personalized Prevention Plan Services  
(Annual Wellness Visit) 
Available to members in the first 12 months that they have Medicare 
Part B or 12 months after the member has the one-time Initial 
Preventative Physical Exam (Welcome to Medicare Physical Exam).  

0% or 20% of the cost; 
limited to one exam every 
year 

Other Services  

Dialysis (kidney)  
Covered services include: 

• Outpatient dialysis treatments (including dialysis treatments 
when temporarily out of the service area, as explained in 
Chapter 3)  

• Inpatient dialysis treatments (if you are admitted to a hospital 
for special care) 

 

0% or 20% of the cost for: 
• Renal dialysis 
• Nutrition therapy for End-

Stage Renal Disease 
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Services that are covered for you  What you must pay 
when you get these 
services 

• Self-dialysis training (includes training for you and anyone 
helping you 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) 

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: 

• Drugs that usually aren’t self-administered by the patient and 
are injected while you are getting physician services  

• Drugs you take using durable medical equipment (such as 
nebulizers) that was 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 fracture that 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 
erythropoisis-stimulating agents (such as Epogen, Procrit, 
Epoetin Alfa, Aranesp, or Darbepoetin Alfa)  

• Intravenous Immune Globulin for the home treatment of 
primary immune deficiency diseases 

Chapter 5 explains the Part D prescription drug benefit, including 
rules you must follow to have prescriptions covered. What you 
pay for your Part D prescription drugs through our plan is listed 
in Chapter 6.  

0% or 20% of the cost for Part 
B-covered chemotherapy 
drugs and other Part B-
covered drugs 

Additional Benefits  

Dental services $0 co-pay for Medicare-
covered dental benefits 
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• Surgical treatment for morbid obesity, except when it is considered medically necessary 
and covered under Original Medicare.  

• Private room in a hospital, except when it is considered medically necessary.  

• Private duty nurses.  

• Personal items in your room at a hospital or a skilled nursing facility, such as a telephone 
or a television.  

• Full-time nursing care in your home.  

• Custodial care, unless it is provided with covered skilled nursing care and/or skilled 
rehabilitation services. Custodial care, or non-skilled care, is care that helps you with 
activities of daily living, such as bathing or dressing.  

• Homemaker services include basic household assistance, including light housekeeping or 
light meal preparation.  

• Fees charged by your immediate relatives or members of your household.  

• Meals delivered to your home.  

• Elective or voluntary enhancement procedures or services (including weight loss, hair 
growth, sexual performance, athletic performance, cosmetic purposes, anti-aging and 
mental performance), except when medically necessary.  

• Cosmetic surgery or procedures, unless because of an accidental injury or to improve a 
malformed part of the body. However, all stages of reconstruction are covered for a 
breast after a mastectomy, as well as for the unaffected breast to produce a symmetrical 
appearance.  

• Routine dental care, such as cleanings, filings or dentures. However, non-routine dental 
care received at a hospital may be covered.  

• Chiropractic care, other than manual manipulation of the spine consistent with Medicare 
coverage guidelines.  

• Routine foot care, except for the limited coverage provided according to Medicare 
guidelines.  

• Orthopedic shoes, unless the shoes are part of a leg brace and are included in the cost of 
the brace or the shoes are for a person with diabetic foot disease.  

• Supportive devices for the feet, except for orthopedic or therapeutic shoes for people with 
diabetic foot disease.  

• Hearing aids and routine hearing examinations.  

• Eyeglasses, routine eye examinations, radial keratotomy, LASIK surgery, vision therapy 
and other low vision aids. However, eyeglasses are covered for people after cataract 
surgery.  

• Outpatient prescription drugs including drugs for treatment of sexual dysfunction, 
including erectile dysfunction, impotence, and anorgasmy or hyporgasmy.  

• Reversal of sterilization procedures, sex change operations, and non-prescription 
contraceptive supplies.  
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Section 5.3 Do any of these restrictions apply to your drugs? 

The plan’s Drug List includes information about the restrictions described above. To find out if 
any of these restrictions apply to a drug you take or want to take, check the Drug List. For the 
most up-to-date information, call Customer Service (phone numbers are on the front cover) or 
check our website (www.familycarehealthplans.org).  

SECTION 6 What if one of your drugs is not covered in the way 
you’d like it to be covered? 

Section 6.1 There are things you can do if your drug is not covered in the 
way you’d like it to be covered 

Suppose there is a prescription drug you are currently taking, or one that you and your doctor 
think you should be taking. We hope that your drug coverage will work well for you, but it’s 
possible that you might have a problem. For example: 

• What if the drug you want to take is not covered by the plan? For example, the drug 
might not be covered at all. Or maybe a generic version of the drug is covered but the 
brand name version you want to take is not covered.  

• What if the drug is covered, but there are extra rules or restrictions on coverage for 
that drug? As explained in Section 5, some of the drugs covered by the plan have extra 
rules to restrict their use. For example, you might be required to try a different drug first, 
to see if it will work, before the drug you want to take will be covered for you. Or there 
might be limits on what amount of the drug (number of pills, etc.) is covered during a 
particular time period.  

• What if the drug is covered, but it is in a cost-sharing tier that makes your cost 
sharing more expensive than you think it should be? The plan puts each covered drug 
into one of two different cost-sharing tiers. How much you pay for your prescription 
depends in part on which cost-sharing tier your drug is in.  

There are things you can do if your drug is not covered in the way that you’d like it to be 
covered. Your options depend on what type of problem you have: 

• If your drug is not on the Drug List or if your drug is restricted, go to Section 6.2 to learn 
what you can do.  

• If your drug is in a cost-sharing tier that makes your cost more expensive than you think 
it should be, go to Section 6.3 to learn what you can do.  

Section 6.2 What can you do if your drug is not on the Drug List or if the 
drug is restricted in some way? 

If your drug is not on the Drug List or is restricted, here are things you can do: 

• You may be able to get a temporary supply of the drug (only members in certain 
situations can get a temporary supply). This will give you and your doctor time to change 
to another drug or to file an exception.  
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If we have a program that fits your needs, we will automatically enroll you in the program and 
send you information. If you decide not to participate, please notify us and we will withdraw 
your participation in the program. 
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Chapter 6: What you pay for your Part D prescription drugs 

 

Section 7.4 What can you do if you disagree about your late enrollment 
penalty? 

If you disagree about your late enrollment penalty, you can ask us to review the decision about 
your late enrollment penalty. Call Customer Service at the number on the front of this booklet to 
find out more about how to do this.  
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Chapter 7: Asking the plan to pay its share of a bill you have received 

 

• Please note: Because you are getting your drug through the patient assistance program 
and not through the plan’s benefits, the plan will not pay for any share of these drug 
costs. But sending the receipt allows us to calculate your out-of-pocket costs correctly 
and may help you qualify for the Catastrophic Coverage Stage more quickly.  

Since you are not asking for payment in the case described above, this situation is not considered 
coverage decisions. Therefore, you cannot make an appeal if you disagree with our decision. 
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Chapter 9: What to do if you have a problem or complaint 

 

• You also have the right to hire a lawyer to act for you. You may contact your own 
lawyer, or get the name of a lawyer from your local 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 any kind of coverage 
decision or appeal a decision.  

Section 4.3 Which section of this chapter gives the details for your 
situation? 

There are four different types of situations that involve coverage decisions and appeals. Since 
each situation has different rules and deadlines, we give the details for each one in a separate 
section: 

 
If you’re still not sure which section you should be using, please call Customer Service. 
(Phone numbers are on the front cover.) You can also get help or information from 
government organizations such as your State Health Insurance Assistance Program 
(Chapter 2, Section 3, of this booklet has the phone numbers for this program).  

SECTION 5 Your medical care: How to ask for a coverage 
decision or make an appeal 

? Have you read Section 4 of this chapter (A guide to “the 
basics” of coverage decisions and appeals)? If not, you may 
want to read it before you start this section.  

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 for medical care and services. These are the benefits described 
in Chapter 4 of this booklet: Medical Benefits Chart (what is covered and what you pay). To 
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• However, we can take up to 14 more days if you ask for more time, or if we need 
information (such as medical records) that may benefit you. If we decide to take extra 
days to make the decision, we will tell you in writing.  

• If you believe we should not take extra days, you can file a “fast complaint” about 
our decision to take extra days. When you file a fast complaint, we will give you 
an answer to your complaint within 24 hours. (The process for making a complaint 
is different from the process for coverage decisions and appeals. For more 
information about the process for making complaints, including fast complaints, 
see Section 10 of this chapter.)  

If your health requires it, ask us to give you a “fast decision” 

• A fast decision means we will answer within 72 hours.  
o However, we can take up to 14 more days if we find that some information 

is missing that may benefit you, or if you need to get information to us for 
the review. If we decide to take extra days, we will tell you in writing.  

o If you believe we should not take extra days, you can file a “fast complaint” 
about our decision to take extra days. (For more information about the 
process for making complaints, including fast complaints, see Section 10 of 
this chapter.) We will call you as soon as we make the decision.  

• To get a fast decision, you must meet two requirements: 
o You can get a fast decision only if you are asking for coverage for medical 

care you have not yet received. (You cannot get a fast decision if your request 
is about payment for medical care you have already received.) 

o You can get a fast decision only if using the standard deadlines could cause 
serious harm to your health or hurt your ability to function.  

• If your doctor tells us that your health requires a “fast decision,” we will 
automatically agree to give you a fast decision.  

• If you ask for a fast decision on your own, without your doctor’s support, our plan 
will decide whether your health requires that we give you a fast decision.  

o If we decide that your medical condition does not meet the requirements for a 
fast decision, we will send you a letter that says so (and we will use the 
standard deadlines instead).  

o This letter will tell you that if your doctor asks for the fast decision, we will 
automatically give a fast decision.  

o The letter will also tell how you can file a “fast complaint” about our decision 
to give you a standard decision instead of the fast decision you requested. (For 
more information about the process for making complaints, including fast 
complaints, see Section 10 of this chapter.) 
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Section 5.3 Step-by-step: How to make a Level 1 Appeal 
(How to ask for a review of a medical care coverage decision 
made by our plan) 

Legal 
Terms 

When you start the appeal process by making an 
appeal, it is called the “first level of appeal” or a 
“Level 1 Appeal.” 
An appeal to the plan about a medical care 
coverage decision is called a plan 
“reconsideration.” 

Step 1: You contact our plan and make your appeal. If your health requires a quick 
response, you must ask for a “fast appeal.” 

What to do 

• To start an appeal you, your representative or—in some cases—your doctor 
must contact our plan. For details on how to reach us for any purpose related to 
your appeal, go to Chapter 2, Section 1, and look for section called, How to contact 
our plan when you are making an appeal about your medical care.  

• If you are asking for a standard appeal, make your standard appeal in writing 
by submitting a signed request. You may also ask for an appeal by calling us at 
the phone number shown in Chapter 2, Section 1 (How to contact our plan when 
you are making an appeal about your medical care).  

• If you are asking for a fast appeal, make your appeal in writing or call us at 
the phone number shown in Chapter 2, Section 1 (How to contact our plan when 
you are making an appeal about your medical care).  

• You must make your appeal request within 60 calendar days from the date on 
the written notice we sent to tell you our answer to your request for a coverage 
decision. If you miss this deadline and have a good reason for missing it, we may 
give you more time to make your appeal.  

• You can ask for a copy of the information regarding your medical decision 
and add more information to support your appeal.  
o You have the right to ask us for a copy of the information regarding your 

appeal.  

o If you wish, you and your doctor may give us additional information to 
support your appeal.  

If your health requires it, ask for a “fast appeal.” (You can make an oral request.) 

Legal 
Terms 

A “fast appeal” is also called an “expedited 
appeal.” 

• If you are appealing a decision our plan made about coverage for care you have not 
yet received, you and/or your doctor will need to decide if you need a “fast appeal.” 
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receive your doctor’s statement supporting your request. We will give you our 
answer sooner if your health requires us to.  

o If we do not meet this deadline, we are required to send your request on to 
Level 2 of the appeals process, where it will be reviewed by an independent 
outside organization. Later in this section, we tell about this review organization 
and explain what happens at Appeal Level 2.  

• If our answer is yes to part or all of what you requested, we must provide the 
coverage we have agreed to provide within 24 hours after we receive your request or 
doctor’s statement supporting your request.  

• If our answer is no to part or all of what you requested, we will send you a written 
statement that explains why we said no.  

Deadlines for a “standard” coverage decision about a drug you have not yet 
received 

• If we are using the standard deadlines, we must give you our answer within 
72 hours.  

o Generally, this means within 72 hours after we receive your request. If you are 
requesting an exception, we will give you our answer within 72 hours after we 
receive your doctor’s statement supporting your request. We will give you our 
answer sooner if your health requires us to.  

o If we do not meet this deadline, we are required to send your request on to 
Level 2 of the appeals process, where it will be reviewed by an independent 
organization. Later in this section, we tell about this review organization and 
explain what happens at Appeal Level 2.  

• If our answer is yes to part or all of what you requested–  
o If we approve your request for coverage, we must provide the coverage we 

have agreed to provide within 72 hours after we receive your request or 
doctor’s statement supporting your request.  

• If our answer is no to part or all of what you requested, we will send you a written 
statement that explains why we said no.  

Deadlines for a “standard” coverage decision about payment for a drug you have 
already bought 

• We must give you our answer within 14 calendar days after we receive your request.  
o If we do not meet this deadline, we are required to send your request on to Level 2 

of the appeals process, where it will be reviewed by an independent organization. 
Later in this section, we tell about this review organization and explain what 
happens at Appeal Level 2.  

• If our answer is yes to part or all of what you requested, we are also required to make 
payment to you within 14 calendar days after we receive your request.  

• If our answer is no to part or all of what you requested, we will send you a written 
statement that explains why we said no.  
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Level 3 Appeal A judge who works for the Federal government will review your 
appeal and give you an answer. This judge is called an “Administrative 
Law Judge.” 

• If the Administrative Law Judge says yes to your appeal, the appeals process may or 
may not be over—We will decide whether to appeal this decision to Level 4. Unlike a 
decision at Level 2 (Independent Review Organization), we have the right to appeal a 
Level 3 decision that is favorable to you.  

o If we decide not to appeal the decision, we must authorize or provide you with the 
service within 60 days after receiving the judge’s decision.  

o If we decide to appeal the decision, we will send you a copy of the Level 4 Appeal 
request with any accompanying documents. We may wait for the Level 4 Appeal 
decision before authorizing or providing the service in dispute.  

• If the Administrative Law Judge says no to your appeal, the appeals process may or 
may not be over.  

o If you decide to accept this decision that turns down your appeal, the appeals 
process is over.  

o If you do not want to accept the decision, you can continue to the next level of the 
review process. If the administrative law judge says no to your appeal, the notice 
you get will tell you what to do next if you choose to continue with your appeal.  

Level 4 Appeal The Medicare Appeals Council will review your appeal and give you 
an answer. The Medicare Appeals Council works for the Federal 
government.  

• If the answer is yes, or if the Medicare Appeals Council denies our request to review 
a favorable Level 3 Appeal decision, the appeals process may or may not be over - 
We will decide whether to appeal this decision to Level 5. Unlike a decision at Level 2 
(Independent Review Organization), we have the right to appeal a Level 4 decision that is 
favorable to you.  

o If we decide not to appeal the decision, we must authorize or provide you with the 
service within 60 days after receiving the Medicare Appeals Council’s decision.  

o If we decide to appeal the decision, we will let you know in writing.  

• If the answer is no or if the Medicare Appeals Council denies the review request, the 
appeals process may or may not be over.  

o If you decide to accept this decision that turns down your appeal, the appeals 
process is over.  

o If you do not want to accept the decision, you might be able to continue to the next 
level of the review process. If the Medicare Appeals 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 Appeal. If the rules allow you to go on, the written notice will also tell you 
who to contact and what to do next if you choose to continue with your appeal.  
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• If you are making a complaint because we denied your request for a “fast response” 
to a coverage decision or 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.  

Legal 
Terms 

What this section calls a “fast complaint” is also 
called a “fast grievance.” 

Step 2: We look into your complaint and give you our answer.  
• If possible, we will answer you right away. If you call us with a complaint, we may be 

able to give you an answer on the same phone call. If your health condition requires us to 
answer quickly, we will do that.  

• Most complaints are answered in 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 days 
(44 days total) to answer your complaint.  

• If we do not agree with some or all of your complaint or don’t take responsibility for the 
problem you are complaining about, we will let you know. Our response will include our 
reasons for this answer. We must respond whether we agree with the complaint or not.  

Section 10.4 You can also make complaints about quality of care to the 
Quality Improvement Organization 

You can make your complaint about the quality of care you received to our plan by using the 
step-by-step process outlined above.  

When your complaint is about quality of care, you also have two extra options:  

• You can make your complaint to the Quality Improvement Organization. If you 
prefer, you can make your complaint about the quality of care you received directly to 
this organization (without making the complaint to our plan). To find the name, 
address, and phone number of the Quality Improvement Organization in your state, 
look in Chapter 2, Section 4, of this booklet. If you make a complaint to this 
organization, we will work with them to resolve your complaint.  

• Or you can make your complaint to both at the same time. If you wish, you can make 
your complaint about quality of care to our plan and also to the Quality Improvement 
Organization.  
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The table below explains how you should end your membership in our plan.  

If you would like to switch 
from our plan to: 

 This is what you should do: 

• Another Medicare Advantage 
plan.  

 

• Enroll in the new Medicare Advantage 
plan.  
 
You will automatically be disenrolled from 
PremierCare Plus when your new plan’s 
coverage begins.  

• Original Medicare with a 
separate Medicare prescription 
drug plan.  

• Enroll in the new Medicare prescription 
drug plan.  
 
You will automatically be disenrolled from 
PremierCare Plus when your new plan’s 
coverage begins.  

• Original Medicare without a 
separate Medicare prescription 
drug plan.  

 

• Contact Customer Service and ask to be 
disenrolled from the plan. (Phone 
numbers are on the cover of this 
booklet.)  

• You can also contact Medicare, at 
1-800 MEDICARE (1-800-633-4227), 
24 hours a day, 7 days a week, and ask to 
be disenrolled. TTY users should call 
1-877-486-2048.  

• You will be disenrolled from PremierCare 
Plus when your coverage in Original 
Medicare begins.  

SECTION 4 Until your membership ends, you must keep getting 
your medical services and drugs through our plan 

Section 4.1 Until your membership ends, you are still a member of our 
plan 

If you leave PremierCare Plus, it may take time before your membership ends and your new 
Medicare coverage goes into effect. (See Section 2 for information on when your new coverage 
begins.) During this time, you must continue to get your medical care and prescription drugs 
through our plan.  

• You should continue to use our network pharmacies to get your prescriptions filled 
until your membership in our plan ends. Usually, your prescription drugs are only 
covered if they are filled at a network pharmacy, including through our mail-order 
pharmacy services.  
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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 our reasons in writing for ending your 
membership. We must also explain how you can make a complaint about our decision to end 
your membership. You can also look in Chapter 9, Section 10 for information about how to make 
a complaint.  
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SECTION 1 Notice about governing law 
Many laws apply to this Evidence of Coverage and some additional provisions may apply 
because they are required by law. This may affect your rights and responsibilities even if the 
laws are not included or explained in this document. The principal law that applies to this 
document is Title XVIII of the Social Security Act and the regulations created under the Social 
Security Act by 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.  

SECTION 2 Notice about nondiscrimination 
We don’t discriminate based on a person’s race, disability, religion, sex, health, ethnicity, creed, 
age, or national origin. 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 Act of 1973, the Age Discrimination Act of 1975, the Americans with 
Disabilities Act, all other laws that apply to organizations that get Federal funding, and any other 
laws and rules that apply for any other reason.  
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