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Medicare

February 08, 2023

What is Medicare?
Medicare is a federal health insurance program created in 1965 to help pay medical costs incurred by people over the age of 65,
people with certain disabilities, and people with end-stage renal disease. Coverage consisted of two parts: Part A (hospital
insurance) and Part B (medical insurance). These parts together are known as Original Medicare. The 1997 Balanced Budget Act
created Part C (originally called Medicare + Choice) to allow private companies to offer Medicare benefits as well as benefits not
offered by Medicare. In 2003, the Medicare Prescription Drug, Improvement, and Modernization Act, the first major revision of the
Medicare program since its creation, was signed into law. It preserved and strengthened the original plan, and offered important
new prescription drug (Medicare Part D) and preventive benefits, as well as extra help to people with low incomes.
Medicare Part A (hospital insurance)

Generally called hospital insurance, Part A covers services associated with inpatient hospital care (i.e., the costs associated with
an overnight stay in a hospital, skilled nursing facility, or psychiatric hospital, such as charges for the meals, hospital room, and
nursing services). Part A also covers hospice care and home health care.
Medicare Part B (medical insurance)

Generally called medical insurance, Part B covers other medical care. Physician care--whether it was received while you were an
inpatient at a hospital, at a doctor's office, or as an outpatient at a hospital or other health-care facility--is covered under Part B. In
addition, ambulance service, laboratory tests, and physical therapy or rehabilitation services are covered. Part B also covers 100
percent of the cost of many preventive services and an annual wellness visit.
Medicare Part C (Medicare Advantage)

A Medicare Advantage plan is a private health-care plan that contracts with Medicare to provide Part A and Part B benefits. Most
also offer prescription drug (Part D) coverage. Several types of Medicare Advantage plans may be available, including health
maintenance organization (HMO) plans, preferred provider organization (PPO) plans, private fee-for-service (PFFS) plans, and
special needs plans (SNPs). You can choose to get Medicare coverage through either Original Medicare or a Medicare Advantage
plan.
Medicare Part D

Medicare Part D covers the costs of prescription drugs. All Medicare beneficiaries are eligible to join a Medicare prescription drug
plan offered by private companies or insurers that have been approved by Medicare.

Who administers the Medicare program?
The Centers for Medicare and Medicaid Services (CMS), a division of the U.S. Department of Health and Human Services, has
overall responsibility for administering the Medicare program. While the Social Security Administration (SSA) processes Medicare
applications and claims, the CMS sets standards and policies, and manages the official government website for Medicare.

Tip: Because the majority of Medicare beneficiaries also receive Social Security benefits, local Social Security offices also provide
information about and assistance with Medicare. You can also access information by visiting ssa.gov (Social Security
Administration site) and at medicare.gov, or by calling (800) Medicare.

Who is eligible for coverage under Medicare?
Eligibility for Part A

You may be eligible for Medicare Part A if:

• You are age 65 or older and you are eligible for Social Security benefits
• You are a qualified Railroad Retirement beneficiary
• You are a dependent or a survivor of an individual age 65 or over who is entitled to Medicare Part A benefits or a dependent

of an individual under age 65 who is entitled to Social Security retirement benefits OR
• You are under age 65 and disabled, and
• You have permanent kidney failure, requiring dialysis or a transplant
• You have been receiving Social Security benefits for at least 24 months because you meet the Social Security

Administration's definition of permanent and total disability (i.e., you are unable to hold gainful employment in any job), or
• Under special circumstances, you are entitled to Railroad Retirement benefits because of disability
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Tip: Individuals who do not meet the eligibility requirements for premium-free hospital insurance can voluntarily enroll in Medicare
Part A and pay a monthly premium. If you enroll in premium Medicare Part A, you must also enroll in Medicare Part B.
Eligibility for Part B

You may be eligible for Medicare Part B if:

• You are entitled to Part A hospital insurance (by entitlement to Social Security or Railroad Retirement Act retirement or
disability benefits, Medicare-qualified government employment, or end-stage renal disease benefits) and you are a citizen of
the United States, or

• You are 65 or older, a U.S. resident, and either a U.S. citizen or an alien legally admitted for permanent residence who has
continuously resided in the United States for at least five years prior to your enrollment month

Caution: Unlike the state health insurance program, called Medicaid, eligibility for Medicare is not contingent on having low
income and few assets. You may be eligible for coverage under both Medicare and Medicaid.

How do you sign up for Medicare?
Enrollment is often automatic

Any individual who is receiving Social Security or Railroad Retirement benefits for at least four months before age 65 will be
automatically enrolled in Medicare. If you're not automatically enrolled, you can easily sign up online, in person, or through the
mail. If you're automatically enrolled in Medicare, you'll receive your Medicare card in the mail from the SSA about three months
before your 65th birthday. If you want to enroll in a Medicare Advantage plan, you can do so at that time. You can also decline to
enroll in Part B within a certain period of time.
If you decline Part B coverage, will you have another chance to enroll later?

In your 65th year, you have seven months to enroll in Part B during the initial enrollment period, beginning three months before
your 65th birthday and lasting until 4 months after. If you decline Part B coverage that year, you can also enroll in later years
during the annual general enrollment period from January 1 through March 31 each year. Coverage will begin the month following
the month you enroll. However, the cost of the Part B monthly premium increases 10 percent for each 12-month period that you
did not enroll although you were eligible, unless you did not enroll because you were still covered under an employer insurance
plan. In that case, you need to enroll within eight months after termination of your coverage under your employer's plan (the
special enrollment period).
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How much does Medicare cost?
Medicare deductible amounts and premiums change annually. Here's what you'll pay in 2023 if you're enrolled in Original
Medicare:

Premium Deductible Coinsurance

Part A (hospital) None for most people, but
noneligible individuals pay up
to $506 per month (if they have
39 or fewer quarters of
Medicare-covered
employment)

$1,600 per benefit period $400 a day for the 61st to 90th
day each benefit period; $800
a day for the 91st to 150th day
for each lifetime reserve day
(total of 60 lifetime reserve
days); $200.00 a day for the
21st to 100th day each benefit
period for skilled nursing
facility care

Part B (medical) The standard Part B premium
amount is $164.90 (subject to
an income-based adjustment).
However, some people who
get Social Security benefits will
pay more than this amount.
See below for more
information.

$226 per year After satisfying a deductible if
one applies, you normally pay
20% of the approved amount
for medical expenses (20 to
40% for outpatient mental
health services, 20% for
hospital charges for outpatient
hospital services, nothing for
laboratory services)

Most people pay the standard Part B premium of $164.90. But if your modified adjusted gross income as reported on your federal
income tax return from two years ago is above a certain amount, you'll pay the standard premium plus an extra charge called the
Income Related Monthly Adjusted Amount (IRMAA).

To determine if you're subject to income-related premiums, the SSA uses the most recent federal tax return provided by the IRS.
Generally, the tax return you filed in 2022 (based on 2021 income) will be used to determine if you will pay an income-related
premium in 2023. You can contact the SSA at (800) 772-1213 if you have new information to report that might change the
determination and lower your premium.

The table below shows what you'll pay if you're in this group.

You filed an individual
income tax return with
MAGI that was:

You filed a joint income
tax return with MAGI
that was:

You filed an income tax
return as married filing
separately with MAGI that
was:

Total monthly
premium in 2023 is:

*Total monthly premium in
2023 immunosuppressive
drug coverage only is:

$97,000 or less $194,000 or less $97,000 or less $164.90 $97.10

Above $97,000 up to
$123,000

Above $194,000 up to
$246,000

N/A $230.80 $161.80

Above $123,000 up to
$153,000

Above $246,000 up to
$306,000

N/A $329.70 $258.90

Above $153,000 up to
$183,000

Above $306,000 up to
$366,000

N/A $428.60 $356.00

Above $183,000 and
less than $500,000

Above $366,000 and
less than $750,000

Above $97,000 and less
than $403,000

$527.50 $453.10

$500,000 and above $750,000 and above $403,000 and above $560.50 $485.50

*This premium applies to a new benefit that extends coverage for immunosuppressive drugs for people who qualify for Medicare
coverage due to end-stage renal disease. Prior to 2023, Medicare coverage, including immunosuppressive drug coverage, ended
36 months after a successful kidney transplant. Beginning January 1, 2023, Medicare will offer a new benefit that will help
continue to pay for immunosuppressive drugs beyond 36 months for people who don't have other health coverage. It does not
cover other items or services. Rates shown apply to people who file individual or joint tax returns. Premiums for beneficiaries filing
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as married filing separately are different.

Since Original Medicare doesn't cover every type of medical care, and you'll have to pay deductibles and coinsurance, you may
want to buy a Medicare supplemental insurance (Medigap) policy.

If you're enrolled in a Medicare Advantage plan, you'll generally pay one monthly premium for that plan in addition to your
Medicare Part B premium. Each Medicare Advantage plan has different premiums and costs for services, and coverage varies, so
what you'll pay depends on the plan you have.

How are Medicare payments determined?
The general rule is that Medicare pays for those costs it determines are reasonable and necessary for diagnosing or treating your
illness or injury.
What are reasonable and necessary costs?

As a cost-control measure, Congress enacted complicated procedures for predetermining the dollar amounts Medicare will pay for
the specific health care provided.

Part A costs are determined by calculating the average cost to diagnose and/or treat the principal diagnosis. Diagnoses are
categorized into diagnosis-related groups, called DRGs. Part B costs are determined by calculating the cost of each variable in
treating your illness or injury, such as the degree of expertise needed by the physician and the specific procedures used.
Medicare will pay managed care plans directly under Part C. Costs may be adjusted for factors such as regional variations and the
type of health-care facility providing the treatment.
Limits on charges under Medicare

If the health-care provider (whether it is a hospital, a physician, or other kind of provider) accepts Medicare assignments, the
provider has agreed to accept the amount Medicare will pay as payment in full. Your Medicare carrier can give you the list of
providers that accept Medicare assignments. It is illegal for a provider accepting Medicare assignment to charge you more than
these amounts. Providers annually have the opportunity to sign a contract with Medicare that they will accept assignments or can
also choose to accept Medicare assignment on an ad hoc basis.

In addition, even without assignment, a provider generally cannot charge more than 15 percent above the Medicare approved
amount, except in three situations:

• You have agreed that neither you nor the provider will submit a claim to Medicare and you plan to pay out-of-pocket
• You are participating in Medicare's medical savings account plan and are using funds from your assets to pay for the

services in question
• Medicare approves a higher amount because of extenuating circumstances in your case, as documented by your provider

The 15 percent limit only applies to certain services, not supplies or equipment.

If you are concerned that you are being billed in violation of Medicare regulations (e.g., that Medicare is being billed for services
you did not receive or that a provider is performing unnecessary procedures), you can report it by calling the U.S. Department of
Health and Human Services's toll-free fraud and abuse hotline at (800) HHS TIPS ((800) 447-8477).
How do you cover medical expenses over and above what Medicare pays?

Many individuals who are enrolled in Original Medicare purchase supplemental insurance known as Medigap to augment
Medicare coverage. You should also understand the claims process and your rights if you disagree with the claims determination.

How Medicare claims are paid under Original Medicare
The claims process

Most health-care providers accept Medicare assignment and will submit your claims directly to Medicare. Providers who do not
accept Medicare assignments are supposed to submit claims to Medicare for any Medicare-covered services and can't charge
you for submitting a claim. If they don't submit a claim or if you have any questions, call (800) 633-4227. TTY users should call
(877) 486-2048.

Every three months, you'll receive a Medicare Summary Notice (MSN) in the mail that includes all services and supplies that were
billed to Medicare during that three-month period, what Medicare paid, and what you may owe the provider. You'll need to check
this information against your own receipts and bills you've received from your health-care providers. You can also sign up to view
your Medicare claims on-line.
Claims review and hearing procedures

If you disagree with a determination from Medicare that it will not pay a charge, you can appeal. The appeals process has five
levels. There are similar, but separate, procedures for resolving claims under Part C. For more information on the claims or
appeals process visit medicare.gov.

Page 6 of 27, see disclaimer on final page

http://www.medicare.gov


Medicare Part C (Medicare Advantage)

February 08, 2023

What is Medicare Part C (Medicare Advantage)?
A Medicare Part C (Medicare Advantage) plan is offered by a private company that contracts with Medicare to provide Part A and
Part B benefits and may offer coverage for additional services.

When Medicare was created in 1965 (Original Medicare), it provided only two parts; Part A and Part B. Generally speaking, Part A
is free to eligible recipients and helps pay for in-hospital care. Part B is optional and helps pay for regular medical care (e.g.,
doctor's bills, X-rays, lab tests). Individuals who choose to enroll in Part B must pay a premium, a deductible, and co-payments.

Original Medicare is a private fee-for-service (PFFS) plan, which means that beneficiaries can choose any doctor or specialist who
accepts Medicare, and is available nationwide. Original Medicare is administered directly by the federal government, although
claims and payments flow through private health insurance companies that act as intermediaries.

In 1997, Medicare Part C (originally called Medicare + Choice) became available to persons who are eligible for Part A and
enrolled in Part B. Under Part C, private health insurance companies can contract with the federal government to offer Medicare
benefits through their own policies. Insurance companies that do so are able to offer Medicare beneficiaries health coverage not
only through PFFSs, but also through managed care plans (such as HMOs) and preferred provider organizations (PPOs).
Medicare beneficiaries may also be able to enroll in Medicare Medical Savings Account Plans (Medicare MSAs) or HMO
Point-of-Service Plans if available in their area.

Insurance companies can offer Medicare recipients benefits that are not covered under Original Medicare, although a premium
may be charged for the extra coverage. Further, managed care plans and PPOs can typically offer Medicare recipients benefits at
a lower cost because enrollees can only get covered health care through the plan's network of providers, allowing the insurance
company to "manage" the costs. The result is that many Medicare beneficiaries (some plans are not available in all areas) have a
wider array of health plan options from which they can choose, allowing them to obtain the best coverage they can get at a cost
they can afford.

In 2003, under the Medicare Prescription Drug, Improvement, and Modernization Act, Medicare Advantage became the new name
for Medicare + Choice plans, and certain rules were changed to give Part C enrollees better benefits and lower costs. The law
also created Part D, prescription drug coverage.

In 2010, health-reform legislation made several changes to Medicare Advantage plans, including eliminating subsidies paid to
plans, changing open enrollment periods, and strengthening protections for beneficiaries.

Tip: A toll-free number ((800) MEDICARE) and a website ( medicare.gov ) are available to answer questions you may have about
your Medicare benefits and direct you to publications where you can find more information. The Medicare Health Plan Compare
tool available on the website also allows you to find and compare health plans that are available in your area.

You can also get free, personalized help from a trained counselor by contacting your State Health Insurance Assistance Program
(SHIP). Your SHIP counselor can help you review your Medicare options or help explain Medicare coverages and guidelines. To
find your local SHIP, visit the SHIP National Network at shiptacenter.org or call 877-839-2675.

Tip: The federal government now offers Medicare benefits through PPOs (not to be confused with Medicare Advantage PPOs) as
well as through PFFSs.

Enrolling in a Medicare Advantage plan
In order to enroll in a Medicare Advantage plan, you must be entitled to Part A and enrolled in Part B, and you can only enroll in a
plan that is available in your area. If you're new to Medicare, you can generally enroll when you first become eligible (three months
before the month you turn 65 until three months after the month you turn 65). However, once you're enrolled in a Medicare
Advantage plan, you can generally make changes to your plan only during certain time periods.

Currently, one such period occurs from October 15 through December 7 of each year. During this time period (referred to as open
enrollment), you can select a new Medicare health plan and/or a Medicare prescription drug plan or make other changes to your
coverage for the following year. If you're enrolled in a Medicare Advantage plan as of January 1, you also have an opportunity to
disenroll and return to Original Medicare with or without a prescription drug plan, or switch to a different Medicare Advantage plan
with or without drug coverage between January 1 and March 31 (the General Enrollment Period). Other special enrollment periods
may also be available. For more information about when you can join or switch Medicare plans, call (800) Medicare.

Tip: Individuals with end stage renal disease may enroll in Medicare Advantage plans.

Why choose a Medicare Advantage plan?
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Medicare Advantage is an "all-in-one" alternative to Original Medicare. When you enroll in any Medicare Advantage plan, you will
still get all Original Medicare covered services, but you may also obtain extra benefits and services not offered by Original
Medicare, and/or you may be able to reduce your out-of-pocket costs. The extra benefits and services you receive and/or the
amount of money you save will depend on which Medicare Advantage plan you choose. Most Medicare Advantage plans include
Part D prescription drug coverage.

Because out-of-pocket costs and the types of coverage offered will vary, it's important to compare plans before choosing one.
Because private insurance companies offer Medicare Advantage plans, they can change the extra benefits provided by the plan
and decide (on an annual basis) whether they will continue participating in Medicare. Health care providers can also join or leave
the plan at any time.

Several types of Medicare Advantage plans may be available in your area. These include Medical Savings Account (MSA) plans,
Special Needs Plans (SNPs), the three types discussed below--Private Fee-for-Service (PFFS) plans, Health Maintenance
Organization (HMO) plans, and Preferred Provider Organization (PPO) plans--and others.

Caution: You can't use (and can't be sold) a Medigap policy if you're in a Medicare Advantage plan, so you may decide to cancel
an existing Medigap policy because you will no longer need the extra coverage the policy provides. However, you should be
aware that if you do so, you may be unable to get it back except in certain situations. If you've just become eligible for Medicare or
if it is the first time you've enrolled in a Medicare Advantage plan, you may have special Medigap protections.

Medicare Advantage Private Fee-for-Service (PFFS) plans
These plans are generally the most flexible and most costly. They allow you to see any Medicare-approved health care provider
who accepts the terms of your plan.

Medicare Advantage Health Maintenance Organization (HMO) plans
You may save the most money on your health costs by joining a Medicare Advantage managed care plan--a Health Maintenance
Organization (HMO) plan. However, your choice of health care providers is more limited than with other options--you're generally
covered only when you see doctors and specialists, or go to hospitals that are part of the plan's network of providers, within the
plan's service area. When you choose a Medicare Advantage HMO, you'll need to choose a primary care physician who will
oversee your care and refer you to specialists when necessary. With some HMO plans, you may be able to go out of network for
certain services, usually at a higher cost. This type of plan is called an HMO with a point-of-service option (HMOPOS).

Medicare Advantage Preferred Provider Organization (PPO) plan
With Medicare Advantage PPOs, you will generally only see health care providers within the plan's network, but, unlike Medicare
Advantage managed care plans, you can choose doctors and services outside the PPO network usually for a fee, and you do not
need to choose a primary care doctor or get referrals to see specialists.

Choosing the right Medicare Advantage plan
There's a lot to consider when deciding which Medicare option is right for you. Here are some questions to ask during the
decision-making process:

• How much is the premium?
• Will you need to satisfy a deductible or pay co-payment or coinsurance costs? Medicare Advantage plans have an annual

cap on how much you pay for Part A and Part B services. This will differ among plans.
• Does the plan cover the extra benefits or services you need (such as coverage for vision, hearing, dental, or health and

wellness programs)? Does the plan offer prescription drug coverage (most Medicare Advantage plans do)?
• Do the health care providers you normally see participate in the plan?

What if your Medicare Advantage plan leaves the Medicare program?
You still have Medicare coverage. You can return to Original Medicare or join another Medicare Advantage plan if one is available
where you live. Your options will be listed in the notification letter you are sent when your plan leaves the Medicare program.

Consumer protections under Medicare Part C
Under Medicare Part C, consumers are offered several protections designed to enhance the quality of care they receive, including
the right to information, the right to participate in treatment decisions, the right to get emergency services, and the right to file
complaints. In addition, your state insurance laws may provide additional consumer protections.
What are your appeal rights?

You have the right to appeal any decision about your Medicare-covered services, whether you are enrolled in Original Medicare or
a Medicare Advantage plan. You can file an appeal if your plan does not pay for or provide a service or item you think should be
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covered or provided. The appeal procedure may vary, depending on the type of Medicare plan you have. If you are enrolled in
Original Medicare, you can find your appeal rights on the back of the Explanation of Medicare Benefits or Medicare Summary
Notice you received. If you are enrolled in a Medicare Advantage plan, the plan must give you written notification of your appeal
rights; this will generally be included in your Medicare enrollment materials.

Medicare beneficiaries also have the right to a fast-track appeals process. If you believe that your health plan is ending its
services too soon, you can ask for a quick review of your case conducted by independent doctors. You may have additional rights
if you are hospitalized, in a skilled nursing facility or if your home health care ends.

If you have any questions about consumer protections or appeal rights, call (800) Medicare or visit the Medicare website.
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What is it?
Medicare Part A is the portion of Medicare that is available premium free to all eligible individuals*. Medicare Part A provides
services associated with hospital, hospice, skilled nursing care, and home health care.

*Although Part A is free for most individuals, those who need to buy coverage will pay up to $506 per month in 2023.

What does Medicare Part A cover?
Part A covers the costs associated with these types of health care:

• Inpatient hospital stays
• Stays at a skilled nursing facility (i.e., where medically necessary skilled nursing and rehabilitation care are provided), in

contrast to a nursing home providing custodial care
• Home health care
• Psychiatric inpatient care
• Hospice care

Medicare Part A coverage is based on benefit periods
How are benefit periods determined?

Medicare Part A coverage is tied to a benefit period of 60 days for a spell of illness. A spell of illness benefit period commences on
the first day of your stay in a hospital or in a skilled nursing facility and continues until 60 consecutive days have lapsed and you
have received no skilled care. Medicare does not cover care that is or becomes primarily custodial, such as assistance with
bathing and eating. A deductible applies for each benefit period.

Your benefit period with Medicare, the spell of illness, does not end until 60 days after discharge from the hospital or the skilled
nursing facility. Therefore, if you are readmitted within those 60 days, you are considered to be in the same benefit period. On the
other hand, Medicare considers it a new spell of illness if you are readmitted more than 60 days after discharge. The good news is
that this means that if you are readmitted within 60 days, you are not charged another deductible; the bad news is that your
previous admission is tacked on to the second one in calculating the percentage amount Medicare will cover, since Medicare full
coverage is only for 60 days. There is no limit on the number of spells of illness Medicare will cover in your lifetime.

Example(s): Uncle George goes into the hospital June 1 and is discharged July 31. On November 1, he is readmitted to the
hospital. Once he pays his deductible again, Medicare will pay all his costs until December 30. If, however, George is readmitted
to the hospital within 60 days of his July 31 discharge, there is no additional deductible.

Coverage for inpatient care in a hospital
For inpatient hospital stays, Medicare will pay:

• 100 percent of costs for up to 60 days of inpatient care, after you pay the deductible. You pay $1,600 per benefit period in
2023.

• After 60 days, beneficiaries are responsible for coinsurance costs. In 2023, beneficiaries must pay $400/day.
• Beneficiaries are also entitled to a lifetime reserve of 60 additional days. If those reserve days are also used, beneficiaries

must pay $800/day in 2023 for days 91 to 150.
• If you choose not to use your lifetime reserve, all Medicare coverage stops after 90 days of inpatient care or after 60 days

without any skilled care for this spell of illness.

Tip: Part A coverage pays for all Medicare-approved inpatient hospital costs except for your physician bills, which are covered
under Part B. Medicare approves costs considered reasonable and medically necessary.
Specific services covered under Part A

Specific services covered under Part A include:

• A semiprivate room
• Meals
• General and skilled nursing services, including nursing in special care units such as intensive care
• Medications administered while in the hospital
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• Clinical laboratory tests
• X-ray and radiotherapy
• Medical supplies, such as dressings and intravenous lines
• The use of equipment such as wheelchairs
• Operating room and recovery room charges
• Rehabilitation services, such as physical therapy and speech pathology, provided in the hospital.

Medicare will not pay for items considered luxuries, such as a television in your room or for a private room, unless your condition
renders it medically necessary.

Coverage for skilled nursing facility care
What is a skilled nursing facility? The short answer is--not a nursing home. Medicare does not cover nursing home care but does
cover care in a skilled nursing facility, which may be housed in a nursing home or in a hospital or may be freestanding. The
significant attribute is the kind of care provided. A skilled nursing facility provides medically necessary nursing and/or rehabilitation
services.

To receive Medicare coverage for care in a skilled nursing facility:

• A physician must certify that you require daily skilled care that can only be provided for an inpatient in a skilled nursing
facility

• You must have been an inpatient in a hospital for at least three consecutive days for the same illness or condition before
being admitted to the skilled nursing facility

• Your admission to the skilled nursing facility must be within 30 days of discharge from the hospital to receive Medicare
• The facility must be Medicare-approved to provide skilled nursing care

Coverage is limited to a maximum of 100 days per benefit period, with coinsurance requirements of $200/day in 2023 after day 20.
Coverage includes:

• A semiprivate room
• Meals
• Rehabilitation services
• Prescription drugs administered while in the facility

Coverage for home health care
Home health care is care provided to you at home, typically by a visiting nurse or home health care aide. Medicare Part A covers
medically necessary home health care offered by an agency certified by Medicare to provide home health care. The home health
agency agrees to be paid by Medicare and to accept only the amount Medicare appoves for their services.

To receive home health services under Medicare, the following rules apply:

• You must be confined to your home
• Your physician must certify the care as medically necessary and approve the treatment plan

You should also be aware that:

• Medicare does not cover care that is primarily custodial, such as assistance in performing daily tasks
• Medicare will cover services such as nursing service, physical therapy, speech therapy, occupational therapy, and 20

percent of the cost of durable medical equipment, such as a wheelchair
• Currently there are no benefit periods, deductibles, co-payment, or coinsurance requirements for home health care

Coverage for psychiatric hospitalization
For inpatient psychiatric care, Medicare Part A will pay for the same kinds of services as if you were hospitalized in a general
hospital:

• Semiprivate room
• Meals
• Nursing care
• Rehabilitation services, such as physical or occupational therapy
• Prescription drugs administered in the hospital
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• Medical supplies
• Lab tests, X-rays, and radiotherapy

An important distinction from care in a general hospital is that you must use a facility that accepts Medicare assignments on all
claims. Deductibles and coinsurance costs are the same as for a regular inpatient hospital stay. In the course of your life,
Medicare will only pay for 190 days of inpatient psychiatric care (lifetime limit).

Coverage for hospice care
Hospice care is care for the terminally ill. Hospice care covered by Medicare Part A is comprehensive coverage, at home or in a
facility where you live, for symptom management and pain control for the terminally ill. To receive coverage:

• The health-care provider must be certified by Medicare to provide hospice care
• The patient's doctor and the hospice care director must certify that the patient is terminally ill (i.e., has a life expectancy of six

months or less)
• The patient must elect hospice coverage for the terminal illness instead of standard Medicare benefits, although Medicare

will continue to cover care provided that it is not related to the terminal illness

Services include nursing care, medical appliances and supplies, prescriptions, home health aide and homemaker services,
medical social services, and counseling.

There are two categories of costs for which a Medicare hospice patient may be responsible:

• A co-payment of up to $5 for each outpatient prescription for pain relief or symptom management.
• Respite care. The hospice may arrange for the hospice patient to be moved to an inpatient facility for up to five days at a

time to provide respite to the hospice care personnel. The Medicare beneficiary may be charged a nominal daily fee for the
inpatient care (5 percent of the Medicare-approved amount for in-patient respite care).

Note, too, that Medicare does not cover room and board when you get hospice care in your home or a facility where you live.
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What is it?
Medicare Part B is the medical insurance portion of Medicare, which covers physician services, outpatient hospital care, and many
other services typically covered under health insurance plans. Part B is financed through monthly premiums paid by enrollees and
by contributions from the federal government.

You can get Medicare Part B coverage by enrolling in Original Medicare (Parts A and B) or through a Medicare Advantage (Part
C) plan offered by a private company approved by Medicare. The following costs and coverages apply to Original Medicare. All
Medicare Advantage plans must cover all the benefits and services provided under Original Medicare but may also provide
additional benefits. With a Medicare Advantage plan you may pay a monthly premium in addition to your monthly Part B premium.
Costs will vary by plan and may be either higher or lower than those in Original Medicare.

What is the cost to enrollees?
Premiums

Most people will pay the standard Part B premium amount of $1 64.90 in 202 3 . But if your modified adjusted gross income as
reported on your federal income tax return from two years ago is above a certain amount, you'll pay the standard premium plus an
extra charge called the Income Related Monthly Adjusted Amount (IRMAA).

To determine if you're subject to income-related premiums, the SSA uses the most recent federal tax return provided by the IRS.
Generally, the tax return you filed in 202 2 (based on 202 1 income) will be used to determine if you will pay an income-related
premium in 202 3 . You can contact the SSA at (800) 772-1213 if you have new information to report that might change the
determination and lower your premium.

The table below shows what you'll pay if you're in this group.

You filed an individual
income tax return with
MAGI that was:

You filed a joint income
tax return with MAGI
that was:

You filed an income tax
return as married filing
separately with MAGI that
was:

Total monthly
premium in 2023 is:

*Total monthly premium in
2023 immunosuppressive
drug coverage only is:

$97,000 or less $194,000 or less $97,000 or less $164.90 $97.10

Above $97,000 up to
$123,000

Above $194,000 up to
$246,000

N/A $230.80 $161.80

Above $123,000 up to
$153,000

Above $246,000 up to
$306,000

N/A $329.70 $258.90

Above $153,000 up to
$183,000

Above $306,000 up to
$366,000

N/A $428.60 $356.00

Above $183,000 and
less than $500,000

Above $366,000 and
less than $750,000

Above $97,000 and less
than $403,000

$527.50 $453.10

$500,000 and above $750,000 and above $403,000 and above $560.50 $485.50

*This premium applies to a new benefit that extends coverage for immunosuppressive drugs for people who qualify for Medicare
coverage due to end-stage renal disease. Prior to 2023, Medicare coverage, including immunosuppressive drug coverage, ended
36 months after a successful kidney transplant. Beginning January 1, 2023, Medicare will offer a new benefit that will help
continue to pay for immunosuppressive drugs beyond 36 months for people who don't have other health coverage. It does not
cover other items or services. Rates shown apply to people who file individual or joint tax returns. Premiums for beneficiaries filing
as married filing separately are different.
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Deductibles

If you have Original Medicare, the Medicare Part B deductible is $2 26 in 202 3 .

What does Medicare Part B cover?
Medical care that is not inpatient is usually covered under Medicare Part B. Medicare Part B covers 80 percent of medically
necessary physician or outpatient charges, including charges from a physician for care received in a hospital. The Part B
deductible generally applies.
Services covered under Medicare Part B

Currently, services covered under Medicare Part B (the 20 percent coinsurance charge and deductible generally apply) include:

• Physician and surgeon fees
• Outpatient services
• Immunosuppressive drugs
• Blood service, after you pay for the first three pints of blood in any calendar year
• Clinical laboratory services
• Some coverage for outpatient mental health visits
• Certain medically-necessary home health services
• Physical, and occupational therapy, and speech language pathology services (therapy cap limits may apply)
• Ambulance service
• Opiod use treatment services

Medicare also fully covers the cost of most preventive services (beneficiaries will pay nothing out-of-pocket) if a health-care
provider accepts Medicare assignments. Some services are limited to one per year. The preventive services Medicare fully covers
include:

• An annual wellness exam to develop or update a personalized prevention plan
• Annual mammograms for individuals age 40 or older, and a baseline mammogram for individuals between ages 35 and 39
• Pap test and pelvic exams
• Pneumococcal and flu vaccines
• Hepatitis B vaccines for high-risk individuals
• HIV screening test
• Colorectal cancer screening test
• Diabetes screening test
• Cardiovascular screening test
• Bone density measurements for women at risk for osteoporosis
• Self-management training for individuals with diabetes
• Medical nutrition therapy for individuals with diabetes or kidney disease
• Smoking cessation counseling if you haven't yet been diagnosed with a tobacco-related illness
• Depression screening (test is fully covered; you generally have to pay 20 percent for doctor's visit)
• Alcohol misuse screening and counseling
• Obesity screening and counseling

Services excluded from Medicare Part B coverage

In general, Medicare pays only for services it considers reasonable or medically necessary. Specific exclusions include:

• Cosmetic surgery, unless particular medical conditions render it necessary
• Procedures considered experimental
• Hearing aids and fittings
• Chiropractic services, except for treatment of subluxation (partial dislocation) of the spine
• Most eyeglasses and eye exams
• Most dentures and dental care
• Prescription drugs you administer yourself, such as those you buy at a drug store and take at home (exceptions are
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immunosuppressive drugs and antirejection drugs for kidney transplant patients)
• Over-the-counter drugs
• Care outside of the United States (except when a Mexican or Canadian hospital is closer, such as in an emergency, even

though you reside in the United States, or if you require care while traveling through Canada en route to Alaska)

Tip: Prescription drug coverage is available through a Medicare Part D prescription drug plan or through a Medicare Advantage
plan.

Tip: Original Medicare doesn't cover every type of medical care, and you'll have to pay deductibles and coinsurance. If you have
Original Medicare, you may want to buy a Medicare supplemental insurance (Medigap) policy from a private company to fill some
coverage gaps.

You can get further information about coverage under Medicare Part B by calling the Social Security Administration at (800)
772-1213 or by visiting ssa.gov (the Social Security Administration website) or medicare.gov. The Medicare website contains a
comprehensive list of covered services, including a preventive care checklist that you can take to your health-care provider to find
out which services are right for you.
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What is it?
Assume you are a car owner or are about to be one. You're concerned about who will pay your medical bills if you have an
accident. You have a personal auto policy (PAP). The "med pay" portion of your PAP pays the medical expenses for you or your
family members involved in a car accident regardless of fault.

The purpose of med pay is to provide payment for immediate medical treatment of people injured in an auto accident without
waiting to see who is at fault and ultimately liable. Medical payments coverage is located in Part B of your PAP and contains the
following sections: the Insuring Agreement, Exclusions, Limit of Liability, and Other Insurance.

The insuring agreement
In general
The insuring agreement is the most important part of each section of your PAP. It sets forth the circumstances under which the
insurer will pay benefits to you, or on your behalf, for med pay coverage.

Your med pay coverage typically pays reasonable expenses incurred for necessary medical and funeral services because of
"bodily injury" caused by an accident that is sustained by an "insured." The benefits of med pay coverage are available up to the
specified limit per person.

Time limit
The insuring agreement also imposes a time limit after which the med pay coverage is no longer available. The time limit is
typically one to three years after the accident. Check your policy for the specific time limit.

Insurance companies impose a time limit on med pay for two reasons: (1) closure--the insurer wants to know what the total
payments are in a reasonable amount of time, and (2) protection against fraud--after a number of years it may become difficult to
determine whether the treatment requested is for the covered injury or for a later-occurring injury that is not covered. A time limit
gives insurance companies some protection on med pay claims.

Definition of "insured"
The definition of "insured" is very important. Whether a person is insured determines if they are covered under your policy. The
med pay section of your PAP has its own definition of "insured." It typically defines "insured" as:

• You or any "family member":
1. While "occupying" "your covered auto"
2. As a pedestrian when struck by a motor vehicle designed for use mainly on public roads or a trailer of any type.

• Any other person while "occupying" "your covered auto": As in Part A: Liability Coverage , "you" refers to you as the named
insured and your spouse. "Family member" is defined as any person related to you who lives in your home. "Your covered
auto" is any vehicle that is listed on the Declarations Page of your PAP.

To be covered by med pay, you have to be a person occupying a motor vehicle. The key term is occupying. Not surprisingly, there
has been plenty of litigation surrounding the interpretation of that term. Your PAP probably defines "occupying" as "in, upon,
getting in, on, out, or off" a motor vehicle at the time of the accident.

Med pay coverage is also extended to any pedestrian who is hit by "your covered auto." This reflects the no-fault nature of med
pay coverage. If anyone is injured by your vehicle, med pay will cover his or her medical bills no matter who is at fault.

The definition itself limits coverage to vehicles designed for use mainly on public roads. Therefore, Part B does not provide
coverage for injuries inflicted by bicycles and many other types of vehicles.

Exclusions
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In general
The exclusions section of your insurance policy specifically sets out the limitations and restrictions on the coverage provided by
the insuring agreement. Your PAP excludes med pay coverage for 11 specific causes of loss. Generally, coverage is excluded to
avoid duplication with other, more suitable insurance coverages, for business uses, and to eliminate nonstandard (even
catastrophic) risks.

Workers' compensation
Med pay coverage typically will not cover "bodily injuries" sustained by an insured that are covered by workers' compensation.
Workers' compensation is better suited to cover such losses.

Business use
Generally, med pay will not cover you for "bodily injuries" sustained while using a vehicle for business purposes. Commercial
policies are better suited for that type of coverage. The business exclusions in the PAP include:

• Your PAP will not provide med pay coverage when you are occupying "your covered auto" as a public or livery conveyance
(i.e., transporting people or goods for a fee).

• Med pay excludes coverage for injuries sustained while occupying a vehicle when it is being used in the business of an
insured. This exclusion does not apply to injuries sustained in:

1. A private passenger auto
2. A pickup or van that you own
3. A "trailer" being used with one of the above

Example(s): Hal has a PAP and uses his pickup truck for his job as a copier technician. The job requires Hal to drive from site to
site servicing copiers. Hal has an accident and sustains "bodily injury." Result: Hal is eligible for med pay coverage under the
preceding exceptions.

Nonstandard risks
There are some nonstandard risks that your insurer does not intend to cover. Your med pay policy excludes many nonstandard
risks that you could subject yourself to. Med pay coverage is excluded for:

• Unlawful use--Anyone who uses your vehicle without a reasonable belief that they are entitled to do so is not covered (e.g.,
when a thief or joyrider steals your car).

• Vehicles with fewer than four wheels--Med pay will not provide coverage for any injuries you sustain while "occupying" a
vehicle with fewer than four wheels. Vehicles such as motorcycles present additional risks that your med pay does not intend
to cover. You can purchase additional insurance to cover these types of risks.

• Vehicles located for use as a residence or premises--If you are injured in the equivalent of someone's "house," your auto
insurance isn't really the best place to look for payment. A homeowners insurance claim may be more appropriate. For
example, coverage is excluded if you are injured in a trailer that has been set up as a campsite.

• Autos not listed on the PAP--Any auto that you own or that is owned by a family member not listed on your PAP Declarations
Page is not covered under med pay. This exception does not apply to you (or your spouse) if you're in a vehicle that is
owned by a different "family member."

Example(s): Your son Pat owns a car. He is 18, lives with you at home, and has his own insurance. If you take the car for a test
ride around the block and have an accident, your medical expenses are covered under your own med pay policy. If Pat's friend,
Bobby, has an accident while taking the same test ride, your med pay coverage will not cover him for his medical expenses.

Insurers can calculate risks only on your known vehicles. If a vehicle is not listed on your policy, injuries sustained while using it
will not be covered.

• Racing--You guessed it: no med pay coverage when you compete in, practice, or prepare for any prearranged or organized
racing or speed contest. If you're a race-car driver you should purchase insurance that is designed to cover the obvious risks
of race-car driving.

Catastrophic exposure
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The med pay section of your PAP also excludes coverage for various catastrophic exposures that cause "bodily injury" to an
insured. These are so catastrophic that calling them "nonstandard risks" just doesn't seem to be appropriate. They are:

• Discharge of a nuclear weapon, a nuclear reaction, radiation, or radioactive contamination (even if accidental)
• War (declared or undeclared)
• Civil war
• Insurrection
• Rebellion or revolution

These exceptions are designed to protect the insurer from a situation in which a large number of claims result from a single
catastrophic incident.

Limit of liability
In general
Your PAP is not an unlimited source of funds for you to draw on in case of an accident. There are limits to how much coverage
your insurer will provide. The limit of liability for med pay coverage is listed on the Declarations Page of your PAP. It can be in any
dollar amount but is typically $5,000 or $10,000. This limit is the maximum amount of med pay coverage that will be paid by the
insurance company, per person, for any one accident.

Total per accident
The med pay limit on the Declarations Page is the maximum dollar amount that the insurance company will pay any one person
for any one accident. It's the most the insurance company will pay regardless of the number of:

• Insureds
• Claims made
• Vehicles or premiums shown on the Declarations Page or
• Vehicles involved in the auto accident

The insurance company is responsible for paying up to the specified limit and no higher. That limit does not change depending on
how many insureds there are or how many of your covered vehicles are involved in the accident.

No duplicate damages
Your insurer will not pay med pay benefits when some other person or organization will do so. The first example of this is when
other sections of your PAP cover the loss.

You will not receive duplicate med pay payments for the same loss that is covered under Part A: Liability , Part C-: Uninsured
Motorist (UM) Coverage , or any underinsured motorists coverage provided by your PAP. The same rule applies to duplicate med
pay benefits under another person's policy.

Example(s): You are injured as a passenger in Ron's car. You receive $5,000 in med pay coverage from Ron's PAP. Later, it is
proven that Ron is liable for your injuries. Any amount you are awarded from the Part A: Liability section of Ron's policy will be
reduced by the amount you were paid under the med pay coverage.

Other insurance
In general
When you're in a car accident, it's likely that more than one auto insurance policy is in effect. The other insurance clause limits
your insurer's liability when there is another policy that might also cover your loss.

Generally, your PAP insurer will pay its pro rata share of the loss. That share is the proportion that your policy's med pay limit
bears to the total amount of any other med pay policies in effect.

Example(s): Ron is a passenger in Tammy's car when she has an accident. Tammy's policy provides for $10,000 per person in
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med pay coverage. Ron is considered an "insured" under Tammy's policy because he's in her car. Let's say that Ron has his own
PAP that provides med pay coverage of $5,000. Which policy pays, and how much? The total amount of med pay is $15,000.
Each has to pay only their pro-rated fair share of any losses that are less than the total. Tammy's share is two-thirds ($10,000 of
$15,000) and Ron's share is one-third ($5,000 of $15,000). So, under the general rule, if Ron's medical bills add up to $6,000,
Tammy's insurer has to pay $4,000 (two-thirds) and Ron's insurer has to pay $2,000 (one-third).

The second part of the other insurance clause limits liability even further. When your insurer is providing med pay coverage for a
vehicle that you do not own, it will make payment only if the primary med pay coverage on the vehicle is insufficient. In the
preceding example, Ron's med pay coverage will have to pay only his medical bills that exceed Tammy's med pay limit of
$10,000.
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What is Medicare Part D prescription drug coverage?
The Medicare program, which is a federal program that helps senior citizens and certain other individuals pay for health care, is
divided into four parts. Part A covers hospital and inpatient services and Part B covers doctor visits and other outpatient services.
Together, Parts A and B are referred to as Original Medicare. Part C, also known as Medicare Advantage, makes
Medicare-covered services available through private health plans, such as HMOs, PPOs, and private fee-for-service plans
(PFFSs). Part D prescription drug coverage is offered by private companies through stand-alone plans (for members who have
Original Medicare) and through HMOs, PPOs, and PFFSs (for beneficiaries who have Medicare Advantage). Anyone who has
Original Medicare or Medicare Advantage is eligible to enroll in Part D. Enrollment in Part D is voluntary.

Tip: Call (800) MEDICARE or go to Medicare's website at medicare.gov for more information.

What is covered under Part D?
In general

Private companies that offer Part D coverage are allowed to design their own benefit plans, as long as the overall value of the plan
is at least as good as the basic plan outlined in the 2003 Medicare Act. So, different plans offer different lists of medicines (called
a formulary), and different costs. Beneficiaries should compare the different drug plans available in their area to find the one that
best suits their needs.

Tip: The Medicare website provides an online tool to help you compare drug plans.
The basic plan

The basic plan generally meets the following criteria:

• The annual deductible can't be more than $ 505 (in 202 3 )
• The plan must cover at least two drugs in each drug class
• The plan must cover substantially all drugs in these six categories: antidepressants, antipsychotics, anticonvulsants,

antiretrovirals (AIDS treatments), anticancer drugs, and immunosuppressants
• Members must be able to seek an exception if a drug is medically necessary but not covered under the plan
• Plans must have a network of pharmacies that provide convenient access
• Lists of covered drugs and pharmacy networks must be readily available to members
• Plans must work with nursing homes
• Plans must help transition a member's current drug coverage
• Plans must offer catastrophic coverage that is at least as good as the coverage outlined in the 2003 Medicare Act

As of 2023, Part D plans will now offer all covered insulin products at a monthly cost of $35 or less. They will also fully cover
recommended vaccines (no copays, deductibles, or coinsurance will apply under Part D).
What is not covered

Some drugs are generally not covered by Medicare Part D, including:

• Over-the-counter drugs
• Most prescription vitamins and minerals
• Certain anti-anxiety and anti-seizure drugs
• Fertility drugs
• Drugs for weight loss or gain, and anorexia
• Cosmetic and hair growth drugs
• Drugs that treat symptoms of the common cold (e.g., coughs, congestion)
• Drugs covered under Part A or Part B

How much will it cost?
What you'll pay for Medicare drug coverage depends on which plan you choose. But here's a look at how the cost of Medicare
drug coverage for a standard plan is generally structured. All figures are for 202 3 .
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A monthly premium. Most plans charge a monthly premium. Premiums vary considerably, but average $3 1.50 . (Source:
Centers for Medicare & Medicaid Services.) This is in addition to the premium you pay for Medicare Part B. You can have the
premium deducted from your Social Security check, or you can pay your Medicare drug plan company directly. If your modified
adjusted gross income is above a certain amount, you may also pay a Part D income-related monthly adjustment amount
(IRMAA). The Social Security Administration will contact you if you have to pay Part D-IRMAA.

Annual deductible. Plans may require you to satisfy an annual deductible of up to $ 505 . Deductibles vary widely, so make sure
you compare deductibles when choosing a plan.

Initial coverage phase. Once you've satisfied the annual deductible, if any, you'll generally need to pay 25% of your prescription
costs and your Medicare drug plan will pay 75% of your costs until they total $4, 660 (including the deductible).

Coverage gap phase. After the initial coverage phase, there's a coverage gap (also called the "donut hole"). In this phase, you'll
pay no more than 25% of costs for both brand-name and generic drugs.

Catastrophic coverage phase. Once you've spent $7,400 out-of-pocket you enter the "catastrophic" phase. * Your Medicare
drug plan will then generally cover at least 95% of any further prescription costs. For the rest of the year, you'll pay either a
coinsurance amount (e.g., 5% of the prescription cost) or a small copayment for each prescription, whichever is greater.

Again, keep in mind that all figures are for 202 3 only, and costs and limits vary among plans. Not all plans will work exactly this
way. For example, some plans may charge a copayment that is smaller than 25% of prescription costs in the initial coverage
period or offer even lower costs during the coverage gap.

*Costs that help you reach catastrophic coverage for the year include your deductible, what you paid during the initial coverage
period, and what you paid in the coverage gap. The discount you get on brand-name drugs also counts — youget credit for almost
the full price of brand-name drugs purchased in the coverage gap, because you get credit for both the discounted price you
actually paid (25% of the cost) and what the manufacturer paid to discount the price for you (70% of the cost).

Tip: Extra help with Medicare drug plan costs is available to people who have limited income and resources. Medicare will pay all
or most of the drug plan costs of those who qualify for help.

Enrolling in Part D
Medicare prescription drug coverage is available in two ways:

• You can join or remain in a Medicare Advantage plan that provides all your Medicare benefits, including Part D benefits
• You can enroll in a stand-alone plan, which will cover only Part D while you continue to get your other services through

Original Medicare

Caution: If you are in an HMO or PPO, you must receive drug coverage through that plan.

If you are currently enrolled in Medicare, you can enroll in Part D (or make changes in your Part D coverage) from October 15
though December 7 of each year (the annual election period). If you're new to Medicare, you have seven months to enroll in a
drug plan (three months before, the month of, and three months after becoming eligible for Medicare). If you qualify for special
(extra) help, you can enroll in a drug plan at anytime during the year.

If the initial enrollment period is missed, you will be able to enroll (or disenroll, or change drug plans) during the annual election
period. However, a premium penalty will generally apply unless the reason you didn't join sooner was because you already had
creditable prescription drug coverage that was at least as good as the coverage available through Medicare.

You can join or change plans during a special enrollment period (SEP) in certain situations, including (but not limited to):

• Moving out of your plan's service area
• Losing drug coverage provided by a non-employer through no fault of your own
• Losing employer-provided drug coverage for any reason
• Losing full Medicaid coverage
• Entering, residing in, or leaving a long-term care facility
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What is Medigap?
Because original Medicare coverage has limitations, many people purchase supplemental insurance policies that are specifically
designed to cover some of the gaps. These supplemental insurance policies, called "Medigap" policies, are sold by private health
insurance companies, not the federal government. In general, you will not need a Medigap policy if your Medicare coverage is
through a managed care plan (Medicare Advantage) or if you are qualified for Medicaid because you have low income; your
managed care plan or Medicaid will generally fill the gaps in Medicare coverage.

Note that:

• You must have Medicare Part A and B in order to buy a Medigap policy.
• A Medigap policy only covers one person. Spouses will need to buy separate Medigap policies.
• The monthly premium you pay to the insurance company for your Medigap policy is in addition to the monthly Part B

premium you pay to Medicare.

What services are covered?
The federal government generally requires that only 10 kinds of plans (Plans A through D, Plans F and G, and Plans K through N)
can be offered as Medigap plans; these plans must be clearly identified as "Medicare Supplemental Insurance." All plans must
cover these services:

• Part A coinsurance costs up to 365 extra days of hospital care after Medicare benefits are used up
• Part B coinsurance or co-payment (Plan K covers 50 percent and Plan L covers 75 percent)
• The first three pints of blood (Plan K covers 50 percent and Plan L covers 75 percent)
• Part A hospice care coinsurance or co-payment (Plan K covers 50 percent and Plan L covers 75 percent)

The Plan A Medigap policy will cover only the above expenses. Other plans offer Plan A benefits plus some combination of these
additional benefits:

• Full or partial coverage of your Part A deductible
• Full coverage of your Part B deductible
• Full or partial coverage of the daily co-payment requirement for the 21st to 100th day of skilled nursing facility care
• Medically necessary emergency care during the first two months of each trip outside the US, after you pay a $250 deductible

(up to plan limits)
• Medicare Part B excess charges
• Medicare preventive care Part B coinsurance costs
• Full coverage of Medicare Part A and Medicare Part B coinsurance, co-payments, and deductibles after out-of-pocket

maximum has been reached

Medigap Plans: Benefits Offered
Plan A B C D F* G K L M N

Plan A Coinsurance X X X X X X X X X X

Plan B Coinsurance or Co-payment X X X X X X 50% 75% X X**

Blood (First Three Pints) X X X X X X 50% 75% X X

Hospice Care Part A Coinsurance or
Co-payment

X X X X X X 50% 75% X X

Skilled Nursing Coinsurance X X X X 50% 75% X X

Part A Deductible X X X X X 50% 75% 50% X

Part B Deductible X X

Part B Excess Charges X X

Foreign Travel Emergency Care 80% 80% 80% 80% 80% 80%
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Preventive Care Part B Coinsurance X X X X X X X X X X

Out-of-Pocket Maximum Applies $5,880 $2,940

*Plan F also offers a high-deductible plan with a deductible of $2,340.

**Plan N pays 100 percent of Part B coinsurance except up to a $20 co-payment for office visits and up to $50 for emergency
room visits.

All plans may not be offered in your state, yet all are standardized and certified by the U.S. Department of Health and Human
Services so that each plan provides exactly the same kind of coverage no matter what state you live in (except for Massachusetts,
Minnesota, and Wisconsin, which have their own standardized plans).

Caution: This chart shows plans and benefits available for new Medigap policies. If you currently have Medigap insurance that
was purchased before June 1, 2010, policy benefits may be different, or you may have a plan that is no longer sold (Plans C, E, F,
H, I, or J). If so, you can keep that plan as long as you continue to pay the premiums, and plan benefits won't change.

Caution: Starting January 1, 2020, Medigap plans sold to new people with Medicare won't be allowed to cover the Part B
deductible. Because of this, Plans C and F will no longer be available to people new to Medicare starting on January 1, 2020. If
you already have either of these 2 plans (or the high deductible version of Plan F) or are covered by one of these plans before
January 1, 2020, you'll be able to keep your plan. If you were eligible for Medicare before January 1, 2020, but not yet enrolled,
you may be able to buy one of these plans.

What consumer safeguards are available?
The federal government has mandated that several consumer safeguards be required in all Medigap plans:

• There must be what is called a "free-look" provision, permitting you to get a full refund of any money you paid if you decide to
cancel the policy within a certain time period, usually 30 days. The specific time period may actually be longer in your state.

• The policy must be guaranteed renewable, unless you don't pay your premiums or if you make false statements on your
application.

• If you purchase Medigap insurance within six months of enrolling in Part B (your open enrollment period), you cannot be
denied coverage, regardless of any illnesses or medical conditions you may have, although you may have to wait up to a
maximum of six months to get coverage of a pre-existing condition. Pre-existing conditions are any illnesses you had before
signing on to an insurance plan. However, if you had at least six months of continuous prior creditable coverage (you didn't
have a break in coverage for more than 63 days), your new policy cannot restrict or deny payment for pre-existing
conditions.

• An insurance company cannot sell you a policy that substantially duplicates any existing coverage you have, including
Medicare, or sell you more than one Medigap policy.

• An insurance company cannot claim a policy is a Medigap policy if it duplicates Medicare coverage.
• If an insurance company offers a plan that looks like a Medigap policy but does not conform to one of the standardized

plans, there must be a clear disclaimer that it is not a Medigap policy.

In addition, most regulation of insurance is actually done on the state level, and there may be additional consumer safeguards in
your state.

What is Medicare SELECT?
Medicare SELECT is offered in some states as a managed care Medigap plan that provides full coverage only if you use the
plan's network of health care providers. These policies have lower premiums than the Medigap plans that do not restrict your
choice of provider.

Can you use your employer plan as your Medigap?
If you plan to keep working past age 65, you may choose to keep your employer-provided health insurance as well as sign up for
Medicare. Since Part A coverage is free, you may want to sign up for it when you reach age 65. However, you may want to wait to
enroll in Medicare Part B until your employer coverage ends, because once you enroll in Part B, your open enrollment period for
Medigap starts. If you don't buy a Medigap policy within six months, you may be denied coverage later or charged a higher
premium.

If you're covered by an employer-sponsored plan after you retire, your employer's plan may cover costs that Medicare doesn't, so
you may not need to purchase a Medigap policy. If you have any questions about your coverage, talk to your employer's benefits
coordinator.
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What is it?
Under certain conditions, disabled individuals are eligible to enroll in Medicare, the federal health insurance program that currently
consists of premium-free hospital insurance Part A protection, premium-paid medical insurance (Part B) protection, Part C, which
allows private companies to offer Medicare benefits as well as benefits not offered by Medicare, and Part D, which covers the
costs of prescription drugs.

Which disabled individuals are entitled to enroll in Medicare?
Disabled workers age 65 or older
All persons age 65 and older, whether disabled or not, who are entitled to receive Social Security benefits are eligible to enroll in
Medicare. Enrollment at age 65 is automatic if you are already receiving Social Security benefits. And because Medicare eligibility
is income-blind, you can continue to receive Medicare benefits even if you work after you begin receiving Social Security benefits.

Disabled beneficiaries under age 65 who have been receiving Social Security
disability benefits for more than 24 months
If you have been receiving (or have been entitled to receive) Social Security disability benefits for at least 24 months (not
necessarily consecutively), you may be eligible to enroll in Medicare. To enroll, you must be entitled to benefits in one of the
following categories:

• You are disabled, of any age and receiving worker's disability benefits
• You are a disabled widow or widower age 50 or older, or
• You are a disabled beneficiary who is older than age 18 who receives benefits based on a disability that occurred before age

22

Individuals disabled by renal disease
A person who is disabled as a result of chronic kidney failure, who requires dialysis or a kidney transplant, and who is fully or
currently insured or entitled to payments either under the Social Security Act or the Railroad Retirement Act is entitled to enroll in
Medicare. His or her spouse and dependent children are also entitled to enroll in Medicare.

Individuals disabled by ALS
A person disabled by Amyotrophic Lateral Sclerosis (ALS) automatically gets Medicare Parts A and B the month the disability
begins.

Some disabled beneficiaries who return to work
If you are no longer entitled to receive Social Security disability benefits because you have returned to work, you may have your
Medicare coverage continued for 93 months after the trial work period. However, this coverage extension applies only if your
disabling condition continues, even if it doesn't prevent you from working and you meet other eligibility requirements. After that
period, you will no longer be able to obtain Medicare Part A premium free, but if your disabling condition continues, you can
purchase Medicare Part A coverage by paying premiums.

Tip: If you are a qualified low-income person who is working, your premiums for Medicare Part A may be paid by your state
Medicaid agency.

Some previously disabled individuals
If you become re-entitled to receive Social Security disability benefits after the end of a previous period of entitlement, you are
automatically eligible for Medicare coverage and no waiting period applies. However, this rule applies only to workers who
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become re-entitled within five years after the end of their previous period of entitlement (seven years for widows, widowers, and
dependent children). The five- or seven-year requirement will be waived if the previous period of disability ended after February
20, 1988, and the current disability is the same as or related to the previous disability.

How does Medicare coverage affect other medical coverage that a
disabled individual might have?
Medicare is usually the primary payer
Medicare is the only medical insurance some disabled people have. However, you may also be entitled to receive benefits from
another health insurance policy as well as Medicare. So which insurance will pay your claim? In most situations, you will submit
your claims to Medicare first, but there are exceptions: If you are covered by an employer-sponsored group policy or another type
of social insurance, Medicare will be the secondary payer.

Medicare will be the secondary payer on services covered under
employer-sponsored group health plans
If you are disabled and covered under a group health plan, either through your own employer or the employer of a spouse or
family member, you must apply for benefits from your group health plan first. If your group health plan rejects the claim because
the services are not covered by the plan, Medicare will then pay if Medicare covers those services. This applies if the plan is
sponsored by an employer who has at least 100 employees. If you are over 65 and working, this rule applies if your employer has
20 or more employees.

Example(s): After he was released from the hospital, Claude submitted a claim to his group health insurance company. His claim
was paid except for one item--occupational therapy he received while he was in the hospital. His insurance contract did not cover
this type of therapy. However, since Medicare covers occupational therapy, Medicare paid the remainder of Claude's medical bill
as second payer.

Medicare will be the second payer if you are eligible to receive medical benefits
under certain other social insurance programs
If you are entitled to medical workers' compensation benefits, veterans benefits, or black-lung benefits, Medicare will be the
second payer.

Group health plans may not discriminate against Medicare beneficiaries
Group health plans may not discriminate against Medicare beneficiaries who are disabled. They cannot refuse to insure you
because you are also covered under Medicare for a disability.

Questions & Answers
If you are disabled and have other group medical insurance, do you have to enroll
in Medicare?
Enrollment in Medicare is automatic if you have already been receiving Social Security disability benefits at the time you become
eligible for Medicare. Enrollment in Medicare Part A is compulsory, but you can decline to enroll in Medicare Part B by filling out a
form that will be sent to you, and you will not have to pay the premium for Medicare Part B. If you change your mind, you can still
enroll later during a special open enrollment period. Your enrollment in Medicare Part A, however, will not cost you anything, and
since Medicare Part A will be the secondary payer to your group health insurance plan anyway, think twice before declining
coverage.

If you are awaiting a kidney transplant and undergoing dialysis, when will you be
eligible for Medicare benefits?
Your Medicare coverage can begin with the first day of the third month after the month your dialysis treatments began. However, if
you are expecting a transplant soon, a different rule may apply. Your Medicare coverage will begin either with the month of the
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transplant, or if you are hospitalized before the transplant to undergo procedures related to the transplant, in that month, as long
as it was within two months of the transplant.
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