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SECTION 1 Understanding your out-of-pocket costs for covered services 
 
This chapter focuses on your covered services and what you pay for your medical benefits. It includes a 
Medical Benefits Chart that lists your covered services and shows how much you will pay for each covered 
service as a member of our plan. Later in this chapter, you can find information about medical services that are 
not covered. It also explains limits on certain services. 
 

Section 1.1 Types of out-of-pocket costs you may pay for your covered services 
 
To understand the payment information we give you in this chapter, you need to know about the types of out-of-
pocket costs you may pay for your covered services. 
 

• The “deductible” is the amount you must pay for medical services before our plan begins to pay its 
share. (Section 1.2 tells you more about your deductibles for certain categories of services.) 

 

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

 

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

 
Some people qualify for State Medicaid programs to help them pay their out-of-pocket costs for Medicare. 
(These “Medicare Savings Programs” include the Qualified Medicare Beneficiary (QMB), Specified Low-
Income Medicare Beneficiary (SLMB), Qualifying Individual (QI), and Qualified Disabled & Working 
Individuals (QDWI) programs.) If you are enrolled in one of these programs, you may still have to pay a 
copayment for the service, depending on the rules in your state. 
 

Section 1.2 Our plan has a deductible for certain types of services 
 
We have a deductible for certain types of services. 
 
The plan has a deductible amount of $50 for Emergency Accidental Dental Services From Out-of-Network 
Providers. Until you have paid the deductible amount, you must pay the full cost for Emergency Accidental 
Dental Services From Out-of-Network Providers. Once you have paid your deductible, we will pay our share of 
the costs for these services and you will pay your share (all charges over $300 per calendar year) for the rest of 
the calendar year. 
Section 1.3 What is the most you will pay for covered medical services? 
 
There is a limit to how much you have to pay out-of-pocket each year for medical services that are covered by 
our plan (see the Medical Benefits Chart in Section 2, below). This limit is called the maximum out-of-pocket 
amount for medical services. 
 
As a member of our plan, the most you will have to pay out-of-pocket for services in 2017 is $3,400. The 
amounts you pay for deductibles, copayments and coinsurance for covered services count toward this maximum 
out-of-pocket amount. (The amounts you pay for your plan premiums and for your Part D prescription drugs do 
not count toward your maximum out-of-pocket amount. In addition, amounts you pay for some services do not 
count toward your maximum out-of-pocket amount. These services are marked with an asterisk in the Medical 
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Benefits Chart.) If you reach the maximum out-of-pocket amount of $3,400, you will not have to pay any out-
of-pocket costs for the rest of the year for covered services. However, you must continue to pay your plan 
premium and the Medicare Part B premium (unless your Part B premium is paid for you by Medicaid or another 
third party). 
 

Section 1.4 Our plan does not allow providers to “balance bill” you 
 
As a member of our plan, an important protection for you is that you only have to pay your cost-sharing amount 
when you get services covered by our plan. We do not allow providers to add additional separate charges, called 
“balance billing.” This protection (that you never pay more than your cost-sharing amount) applies even if we 
pay the provider less than the provider charges for a service and even if there is a dispute and we don’t pay 
certain provider charges. 
 
Here is how this protection works.  
 

• If your cost-sharing is a copayment (a set amount of dollars, for example, $15.00), then you pay only 
that amount for any covered services from a network provider. 

 

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

 
o If you receive the covered services from a network provider, you pay the coinsurance percentage 

multiplied by the plan’s reimbursement rate (as determined in the contract between the provider 
and the plan). 

 
o If you receive the covered services from an out-of-network provider who participates with 

Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for 
participating providers. (Remember, the plan covers services from out-of-network providers only 
in certain situations, such as when you get a referral.) 

 
o If you receive the covered services from an out-of-network provider who does not participate 

with Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for 
non-participating providers. (Remember, the plan covers services from out-of-network providers 
only in certain situations, such as when you get a referral.) 

 

• If you believe a provider has “balance billed” you, call Member Services (phone numbers are printed on 
the back cover of this booklet). 

 

SECTION 2 Use the Medical Benefits Chart to find out what is covered for you and 
how much you will pay 

 

Section 2.1 Your medical benefits and costs as a member of the plan 
 
The Medical Benefits Chart on the following pages lists the services our plan covers and what you pay out-of-
pocket for each service. The services listed in the Medical Benefits Chart are covered only when the following 
coverage requirements are met: 
 

• Your Medicare covered services must be provided according to the coverage guidelines established by 
Medicare. 
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• Your services (including medical care, services, supplies, and equipment) must be medically necessary. 
“Medically necessary” means that the services, supplies, or drugs are needed for the prevention, 
diagnosis, or treatment of your medical condition and meet accepted standards of medical practice. 

 

• You receive your care from a network provider. In most cases, care you receive from an out-of-network 
provider will not be covered by our plan. Chapter 3 provides more information about requirements for 
using network providers and the situations when we will cover services from an out-of-network 
provider. 

 
o If you get Medicare-covered services from an out-of-network provider and we do not cover the 

services, Original Medicare will cover the services. For any services covered by Original 
Medicare instead of our plan, you must pay Original Medicare’s cost-sharing amounts. 

 

• Some of the services listed in the Medical Benefits Chart are covered only if your doctor or other 
network provider gets approval in advance (sometimes called “prior authorization”) from us. Covered 
services that need approval in advance are marked in the Medical Benefits Chart by an italicized 
statement that reads, “(Certain services under this item may require prior authorization).”  

Other important things to know about our coverage: 

• Like all Medicare health plans, we cover everything that Original Medicare covers. For some of these 
benefits, you pay more in our plan than you would in Original Medicare. For others, you pay less. (If 
you want to know more about the coverage and costs of Original Medicare, look in your Medicare & 
You 2017 Handbook. View it online at http://www.medicare.gov or ask for a copy by calling 1-800-
MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.) 

• For all preventive services that are covered at no cost under Original Medicare, we also cover the service 
at no cost to you. However, if you also are treated or monitored for an existing medical condition during 
the visit when you receive the preventive service, a copayment will apply for the care received for the 
existing medical condition. 

• Sometimes, Medicare adds coverage under Original Medicare for new services during the year. If 
Medicare adds coverage for any services during 2017, either Medicare or our plan will cover those 
services.  

 You will see this apple next to the preventive services in the benefits chart.  

• If we do not cover services you receive from an out-of-network provider, the services will be covered by 
Original Medicare if they are Medicare-covered services. Except for emergency or urgently needed 
services, or services covered under the Extended Absence Benefit, if you get services covered by 
Original Medicare from an out-of-network provider then you must pay Original Medicare’s cost-sharing 
amounts. For information on Original Medicare’s cost-sharing amounts, call 1-800-MEDICARE (1-800-
633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

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

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

There is no coinsurance, 
copayment, or deductible for 
beneficiaries eligible for this 
preventive screening. 

Acupuncture (Certain services under this item may require prior 
authorization.) 
 

• We cover acupuncture services when medically necessary. 
 
Covered services and supplies are based on established medical policies, 
which are subject to periodic review and modification by the medical or dental 
directors. These medical policies (medical coverage criteria) are available by 
calling Member Services. 
 

$10 copayment per office visit. 
 

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 member whose medical 
condition is such that other means of transportation could endanger the 
person’s health or if authorized by us. 

 
• Non-emergency transportation by ambulance is appropriate if it is 

documented that the member’s condition is such that other means of 
transportation could endanger the person’s health and that 
transportation by ambulance is medically required. 

 

Ambulance services inside the 
United States. 
 
Nothing. 
 
Ambulance services outside the 
United States. 
 
20% coinsurance for one way 
or round trips. 
 

Annual wellness visit 
 
If you’ve had Part B for longer than 12 months, you can get an annual 
wellness visit to develop or update a personalized prevention plan based on 
your current health and risk factors. This is covered once every 12 months. 
 
Note: Your first annual wellness visit can’t take place within 12 months of 
your “Welcome to Medicare” preventive visit. However, you don’t need to 
have had a “Welcome to Medicare” visit to be covered for annual wellness 
visits after you’ve had Part B for 12 months. 
 

There is no coinsurance, 
copayment, or deductible for 
the annual wellness visit. 
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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 24 
months or more frequently if medically necessary: procedures to identify bone 
mass, detect bone loss, or determine bone quality, including a physician’s 
interpretation of the results. 
 

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

Breast cancer screening (mammograms) 
 
Covered services include: 
 

• One baseline mammogram between the ages of 35 and 39. 
 

• One screening mammogram every 12 months for women age 40 and 
older. 

 

• Clinical breast exams once every 24 months. 
 

There is no coinsurance, 
copayment, or deductible for 
covered screening 
mammograms. 

Cardiac rehabilitation services 
 
Comprehensive programs of cardiac rehabilitation services that include 
exercise, education, and counseling are covered for members who meet certain 
conditions with a doctor’s order. The plan also covers intensive cardiac 
rehabilitation programs that are typically more rigorous or more intense than 
cardiac rehabilitation programs. 
 

Nothing. 

Cardiovascular disease risk reduction visit (therapy for 
cardiovascular disease) 
  

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

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

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

There is no coinsurance, 
copayment, or deductible for 
cardiovascular disease testing 
that is covered once every 5 
years. 
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Cervical and vaginal cancer screening 
 
Covered services include: 
 

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

 

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

 

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

Chiropractic services 
 
Covered services include: 
 

• We cover only manual manipulation of the spine to correct 
subluxation. 

 

$10 copayment per office 
visit. 

Colorectal cancer screening 
 
For people 50 and older, the following are covered: 
 

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

 

There is no coinsurance, 
copayment, or deductible for a 
Medicare-covered colorectal 
cancer screening. 

One of the following every 12 months: 
 

• Guaiac-based fecal occult blood test (gFOBT). 
• Fecal immunochemical test. 
 

 

DNA based colorectal screening every 3 years. 
 

 

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 (120 months), but not within 48 
months of a screening sigmoidoscopy. 
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Court-ordered mental health evaluation 
 
We provide coverage for mental health treatment ordered by a Minnesota court 
under a valid court order that is issued on the basis of a behavioral care 
evaluation performed by a licensed psychiatrist or doctoral level licensed 
psychologist, which includes a diagnosis and an individual treatment plan for 
care in the most appropriate, least restrictive environment. We must be given a 
copy of the court order and the behavioral care evaluation, and the service 
must be a covered benefit under this plan, and the service must be provided by 
a network provider, or other provider as required by law. We cover the 
evaluation upon which the court order was based if it was provided by a 
network provider. 
 

Same as stated under 
“Inpatient mental health care” 
or “Outpatient mental health 
care,” depending on type of 
service provided. 

Dental services 
 

 

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

 

 

• Treatment of Temporomandibular Disorder (TMD) and 
Craniomandibular Disorder (CMD). (Certain services under this item 
may require prior authorization.) 

 

Nothing. 
 

• Accidental Dental Services 
 

 

Accidental Dental Services From Network Providers are covered 
subject to the limitations described below. 
 

Nothing. 
 

Emergency Accidental Dental Services From Out-of-Network 
Providers are covered subject to the limitations described below. 
 

A deductible of $50 per year, 
and all charges over $300 per 
year.  
 

All accidental dental services are subject to the following limitations: 
 

 

Coverage is limited to dentally necessary services to treat and restore 
damage done to sound, natural, unrestored teeth as a result of an 
accidental injury. Coverage is for damage caused by external trauma 
to face and mouth only, not for cracked or broken teeth which result 
from biting or chewing. We cover restorations, root canals, crowns 
and replacement of teeth lost that are directly related to the accident in 
which the member was involved. We cover initial exams, x-rays, and 
palliative treatment including extractions, and other oral surgical 
procedures directly related to the accident. Subsequent treatment must 
be initiated within the plan's time-frame and must be directly related to 
the accident. We do not cover restoration and replacement of teeth that 
are not “sound and natural” at the time of the accident. 
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Full mouth rehabilitation to correct occlusion (bite) and malocclusion 
(misaligned teeth) not due to the accident are not covered. When an 
implant-supported dental prosthetic treatment is pursued, the 
accidental dental benefit will be applied to the prosthetic procedure. 
Benefits are limited to the amount that would be paid toward the 
placement of a removable dental prosthetic appliance that could be 
used in the absence of implant treatment. Care must be provided or 
pre-authorized by a network dentist. 
 

 

Treatment and/or restoration must be initiated within six months of the 
date of the injury. Coverage is limited to the initial course of treatment 
and/or initial restoration. Services must be provided within 24 months 
of the date of injury to be covered. 

 

 
See also “Non-routine dental care” under “Physician/Practitioner 
services, including doctor’s office visits.” 
 

 

Depression screening 
 

We cover one screening for depression per year. The screening must be done 
in a primary care setting that can provide follow-up treatment and referrals. 
 

There is no coinsurance, 
copayment, or deductible for 
an annual depression 
screening visit. 

Diabetes screening 
 

We cover this screening (includes fasting glucose tests) if you have any of the 
following risk factors: high blood pressure (hypertension), history of abnormal 
cholesterol and triglyceride levels (dyslipidemia), obesity, or a history of high 
blood sugar (glucose). Tests may also be covered if you meet other 
requirements, like being overweight and having a family history of diabetes.  
 
Based on the results of these tests, you may be eligible for up to two diabetes 
screenings every 12 months. 
 

There is no coinsurance, 
copayment, or deductible for 
the Medicare-covered 
diabetes screening tests. 
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Diabetes self-management training, diabetic services and 
supplies 
 
For all people who have diabetes (insulin and non-insulin users). Covered 
services include: 
 

 

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

 
No more than a 90-day supply of diabetic supplies will be covered and 
dispensed at a time. 

 
Certain diabetic supplies, including blood glucose testing products, are 
limited to specific manufacturers. For more information, please call 
Member Services (phone numbers are printed on the back cover of this 
booklet). 

 

10% coinsurance. 
 

• 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. 

 

10% coinsurance. 
 

• Diabetes self-management training is covered under certain conditions. Nothing for health education. 
 

Durable medical equipment and related supplies (Certain services 
under this item may require prior authorization.) 
 

10% coinsurance. 
 

(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. 
 

 

We cover all medically necessary durable medical equipment covered by 
Original Medicare. If our supplier in your area does not carry a particular 
brand or manufacturer, you may ask them if they can special order it for you. 
 

 

You may also obtain any medically necessary durable medical equipment from 
any supplier that contracts with Fee-for-Service Medicare (Original Medicare). 
However, if our plan does not contract with this supplier you will have to pay 
the cost-sharing under Fee-for-Service Medicare. 
 

 



2017 Evidence of Coverage for HealthPartners Freedom Group Plan  11 
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 

 
 

 
BCH-200.16 COST G 3081-17 

Emergency care 
 
Emergency care refers to services that are: 

• Furnished by a provider qualified to furnish emergency services, and 
• Needed to evaluate or stabilize an emergency medical condition. 
A medical emergency is when you, or any other prudent layperson with an 
average knowledge of health and medicine, believe that you have medical 
symptoms that require immediate medical attention to prevent loss of life, loss 
of a limb, or loss of function of a limb. The medical symptoms may be an 
illness, injury, severe pain, or a medical condition that is quickly getting 
worse. 
 
Cost-sharing for necessary emergency services furnished out-of-network is the 
same as for such services furnished in-network. 
 

 

Inside the United States. $50 copayment per visit. 
 
Emergency department 
copayment is waived if 
admitted for the same 
condition within 24 hours. 
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 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. If you get inpatient 
care at an out-of-network 
hospital after an emergency 
admission, your cost is the 
cost-sharing you would pay 
at a network hospital. 
However, if you refuse 
reasonable, medically 
appropriate transfer to a 
network hospital, your cost-
sharing might be higher. 

Outside the United States. 20% coinsurance. 
 

Family planning services 
 
Professional voluntary family planning services. (You may also receive these 
services from out-of-network providers, as described in the “Specified services 
from out-of-network providers” benefit later in this Medical Benefits Chart.) 
 

Nothing. 

Habilitative care (Certain services under this item may require prior 
authorization.) 

 

 

• Physical therapy and occupational therapy. 
 

Nothing. 
 

• Speech therapy. 
 

$10 copayment per visit. 
 

Please see definition of Habilitative care in Chapter 12 for details. 
 

 

Hair prostheses 
 
Wigs for hair loss resulting from alopecia areata. 
 
Limited to one wig per year. 
 

10% coinsurance. 
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Health and wellness education programs 
 

 

Two Silver&Fit® Exercise & Healthy Aging program options are offered: 
 

 

• The Silver&Fit Fitness Facility Program offers membership at fitness 
facilities participating in an extensive network. Membership includes 
standard fitness facility services. Nonstandard services that typically 
require an additional fee are not included. 

 

The Silver&Fit Fitness 
Facility Program: 
 
Nothing. 
 

• The Silver&Fit Home Fitness Program may be selected by members 
who are unable to go to a fitness facility or prefer to work out at home. 

 
Offers up to 2 Home Fitness kits per year. 

 

The Silver&Fit Home Fitness 
Program: 
 
Nothing. 
 

To enroll in the Silver&Fit program, visit SilverandFit.com or call 
Silver&Fit customer service at 1-877-427-4788 (TTY/TDD 1-877-710-
2746) for more information. 
 

 

The Silver&Fit program is provided by American Specialty Health 
Fitness, Inc., a subsidiary of American Specialty Health Incorporated 
(ASH). All programs and services are not available in all areas. 
Silver&Fit and the Silver&Fit logo are federally registered trademarks 
of ASH and used with permission herein. 
 

 

Hearing services 
 

 

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

 

 

• Diagnostic hearing exams. $10 copayment per office 
visit.   

 

• Routine hearing exams. 
 

Limited to one exam per year, unless medically necessary.  

Nothing. 
 

 

https://www.silverandfit.com/
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• Selected hearing aids. A selected hearing aid includes internal or 
external devices, not implantable devices. The following accessories 
are included in this coverage: chest harness, tone and ear hooks, 
carrying cases, batteries and other accessories necessary to use the 
hearing aid, but not included in the cost of the hearing aid. Coverage 
includes the initial hearing aid fitting sessions if prescribed by a 
physician as medically necessary. Coverage does not include hearing 
aid repairs, and is limited to a standard model hearing aid. 

 

20% of the charges incurred 
for one selected hearing aid 
for each ear every three 
years. 

• Hearing aid adjustments after the initial fitting sessions. 
 

Same as for doctor's office 
visits for illness or injury. 
See in this Medical Benefits 
Chart, 
“Physician/Practitioner 
services, including doctor’s 
office visits.” 

 
Hearing aids must be purchased from plan-affiliated providers. Call 
the Member Services Department for a listing of these providers. 
 

 

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. 
 

There is no coinsurance, 
copayment, or deductible for 
beneficiaries eligible for 
Medicare-covered preventive 
HIV screening. 
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Home health agency care (Certain services under this item may require 
prior authorization.)  
 
Prior to receiving home health services, a doctor must certify that you need 
home health services and will order home health services to be provided by a 
home health agency. You must be homebound, which means leaving home is 
a major effort. 
 
Covered services include, but are not limited to: 
 

 

• Part-time or intermittent skilled nursing and home health aide services. 
(To be covered under the home health care 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 and social services. 
 

Nothing for Medicare-
covered home health visits. 
 
We cover the Medicare Part 
B coinsurance for Medicare-
covered TPN/IV therapy, and 
IVIG for treatment in the 
home of primary immune 
deficiency diseases. 
 

• Medical equipment and supplies. 
 

See “Durable medical 
equipment and related 
supplies” benefit. 
 

Hospice care 
 
You may receive care from any Medicare-certified hospice program. You are 
eligible for the hospice benefit when your doctor and the hospice medical 
director have given you a terminal prognosis certifying that you’re terminally 
ill and have 6 months or less to live if your illness runs its normal course. Your 
hospice doctor can be a network provider or an out-of-network provider. 
 
Covered services include: 
 

• Drugs for symptom control and pain relief. 
 

• Short-term respite care. 
 

• Home care. 
 

When you enroll in a 
Medicare-certified hospice 
program, your hospice 
services and your Part A and 
Part B services related to 
your terminal prognosis are 
paid for by Original 
Medicare, not our plan. 
 

For hospice services and for services that are covered by Medicare Part A or B 
and are related to your terminal prognosis: Original Medicare (rather than our 
plan) will pay for your hospice services and any Part A and Part B services 
related to your terminal prognosis. While you are in the hospice program, your 
hospice provider will bill Original Medicare for the services that Original 
Medicare pays for.  
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For services that are covered by Medicare Part A or B and are not related to 
your terminal prognosis: If you need non-emergency, non-urgently needed 
services that are covered under Medicare Part A or B and that are not related 
to your terminal prognosis, your cost for these services depends on whether 
you use a provider in our plan’s network: 
 

• If you obtain the covered services from a network provider, you only 
pay the plan cost-sharing amount for in-network services. 

 

• If you obtain the covered services from an out-of-network provider, 
you pay the cost-sharing under Fee-for-Service Medicare (Original 
Medicare). 

 

 

For drugs that may be covered by the plan's Part D benefit: Drugs are never 
covered by both hospice and our plan at the same time. For more information, 
please see Chapter 5, Section 9.4 (What if you're in Medicare-certified 
hospice). 
 
Note: If you need non-hospice care (care that is not related to your terminal 
prognosis), you should contact us to arrange the services. Getting your non-
hospice care through our network providers will lower your share of the costs 
for the services. 
 

 

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

$10 copayment per office 
visit. 
 

Immunizations 
 
Covered Medicare Part B services include: 
 

• Pneumonia vaccine. 
 

There is no coinsurance, 
copayment, or deductible for 
the pneumonia, influenza, 
and Hepatitis B vaccines. 

• 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 and they meet Medicare Part B 
coverage rules. 

 

 

We also cover some vaccines under our Part D prescription drug benefit. 
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Inpatient hospital care 
 
Includes inpatient acute, inpatient rehabilitation, long-term care hospitals and 
other types of inpatient hospital services. Inpatient hospital care starts the day 
you are formally admitted to the hospital with a doctor’s order. The day before 
you are discharged is your last inpatient day. 
 
Our plan covers an unlimited number of hospital days, when approved by 
Medicare as medically necessary, or after Medicare coverage ends, when the 
services are in accordance with Medicare guidelines. However, you must use 
available days from your Medicare lifetime reserve of 60 days. Covered 
services include but are not limited to: 
 

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

• Meals including special diets. 
 

• Regular nursing services. 
 

• Costs of special care units (such as intensive care or coronary care 
units). 

 

• Drugs and medications. 
 

• Lab tests. 
 

$100 copayment per benefit 
period. A benefit period 
begins the day you go into a 
hospital or skilled nursing 
facility. The benefit period 
ends when you haven’t 
received any inpatient 
hospital care (or skilled care 
in a SNF) for 60 days in a 
row. For more information 
on benefit periods, see the 
definition of “benefit period” 
in Chapter 12. 
 
After Medicare coverage 
ends, nothing. 
 
If you get authorized 
inpatient care at an out-of-
network hospital after your 
emergency condition is 
stabilized, your cost is the 
cost-sharing you would pay 
at a network hospital. 
 

• X-rays and other radiology services. 
 

 

• Necessary surgical and medical supplies. 
 

 

• Use of appliances, such as wheelchairs. 
 

 

• Operating and recovery room costs. 
 

 

• Physical, occupational, and speech language therapy. 
 

 

• Inpatient substance abuse services. 
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• Under certain conditions, the following types of transplants are 
covered: corneal, kidney, kidney-pancreatic, heart, liver, lung, 
heart/lung, bone marrow, stem cell, and intestinal/multivisceral. If you 
need a transplant, we will arrange to have your case reviewed by a 
Medicare-approved transplant center that will decide whether you are a 
candidate for a transplant. Transplant providers may be local or outside 
of the service area. If our in-network transplant services are at a distant 
location, you may choose to go locally or distant as long as the local 
transplant providers are willing to accept the Original Medicare rate. If 
our plan provides transplant services at a distant location (outside of 
the service area) and you chose to obtain transplants at this distant 
location, we will arrange or pay for appropriate lodging and 
transportation costs for you and a companion. However, transportation 
and lodging costs will not be covered if the transplant occurs during 
any period of time you are covered under the Extended Absence 
Benefit. 

 

 

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

 

 

• Physician services. 
 

 

Note: To be an inpatient, your provider must write an order to admit you 
formally as an inpatient of the hospital. Even if you stay in the hospital 
overnight, you might still be considered an “outpatient.” If you are not sure if 
you are an inpatient or an outpatient, you should ask the hospital staff. 
 

 

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

 

https://www.medicare.gov/Pubs/pdf/11435.pdf
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Inpatient mental health care 
 
Covered services include mental health care services that require a hospital 
stay. Inpatient mental health services in a hospital are covered for an unlimited 
number of days, when approved by Medicare as medically necessary, or after 
Medicare coverage ends, when the services are in accordance with Medicare 
guidelines. 
 

$100 copayment per benefit 
period. A benefit period 
begins the day you go into a 
hospital or skilled nursing 
facility. The benefit period 
ends when you haven’t 
received any inpatient 
hospital care (or skilled care 
in a SNF) for 60 days in a 
row. For more information 
on benefit periods, see the 
definition of “benefit period” 
in Chapter 12. 
 
After Medicare coverage 
ends, nothing. 
 

Inpatient services covered during a non-covered inpatient stay 
(Certain services under this item may require prior authorization.) 
 

Nothing. 

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

• Physician services. 
 

 

• Diagnostic tests (like lab tests). 
 

 

• X-ray, radium, and isotope 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. 
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• 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. 
 

 

Medical nutrition therapy 
 
This benefit is for people with diabetes, renal (kidney) disease (but not on 
dialysis), or after a kidney transplant when ordered by your doctor. 
 
We cover three hours of one-on-one counseling services during your first year 
that you receive medical nutrition therapy services under Medicare (this 
includes our plan, any other Medicare Advantage plan, or Original Medicare), 
and two hours each year after that. If your condition, treatment, or diagnosis 
changes, you may be able to receive more hours of treatment with a 
physician’s order. A physician must prescribe these services and renew their 
order yearly if your treatment is needed into the next calendar year. 
 

There is no coinsurance, 
copayment, or deductible for 
beneficiaries eligible for 
Medicare-covered medical 
nutrition therapy services. 

Medicare Part B prescription drugs (Certain services under this item 
may require prior authorization.) 
 
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 or infused while you are getting physician, hospital outpatient, 
or ambulatory surgical center services. 

 

20% coinsurance. 

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

 

20% coinsurance. 

• Clotting factors you give yourself by injection if you have hemophilia. 
 

20% coinsurance. 

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

 

20% coinsurance. 

• 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. 

 

20% coinsurance. 

• Antigens. 
 

20% coinsurance. 

• Certain oral anti-cancer drugs and anti-nausea drugs. 
 

20% coinsurance. 
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• Certain drugs for home dialysis, including heparin, the antidote for 
heparin when medically necessary, topical anesthetics, and 
erythropoiesis-stimulating agents (such as Procrit® or Aranesp®). 

 

20% coinsurance. 

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

 

See the “Home health 
agency care” benefit in this 
Medical Benefits Chart, the 
second paragraph under the 
“What you must pay when 
you get these services” 
column. 
 

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 explained in Chapter 6. 

 

 

Obesity screening and therapy to promote sustained weight 
loss 
 

If you have a body mass index of 30 or more, we cover intensive counseling 
to help you lose weight. This counseling is covered if you get it in a primary 
care setting, where it can be coordinated with your comprehensive prevention 
plan. Talk to your primary care doctor or practitioner to find out more. 
 

There is no coinsurance, 
copayment, or deductible for 
preventive obesity screening 
and therapy. 

Outpatient diagnostic tests and therapeutic services and 
supplies 
 
Covered services include, but are not limited to: 
 

 

• X-rays. 
 

Nothing. 

• Radiation (radium and isotope) therapy including technician materials 
and supplies. 

 

Nothing. 
 

• Surgical supplies, such as dressings. 
 

Nothing. 
 

• Splints, casts and other devices used to reduce fractures and 
dislocations. 

 

Nothing.  
 

• Laboratory tests. 
 

Nothing. 
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• Blood – including storage and administration. Coverage of whole 
blood and packed red cells begins with the first pint of blood that you 
need. All other components of blood are covered beginning with the 
first pint used. 

 

Nothing.  

• Other outpatient diagnostic tests. Outpatient Magnetic 
Resonance Imaging (MRI) 
and Computing Tomography 
(CT): 
 
Nothing. 
 

Outpatient hospital services (Certain services under this item may 
require prior authorization.) 
 
We cover medically-necessary services you get in the outpatient department of 
a hospital for diagnosis or treatment of an illness or injury.  
 
Covered services include, but are not limited to: 
 

 

• Services in an emergency department or outpatient clinic, such as 
observation services or outpatient surgery. 

Observation services that are 
not related to a surgical 
procedure: 
 
Nothing. 
 
All other services: 
 
See “Emergency care” and 
“Outpatient surgery, 
including services provided 
at hospital outpatient 
facilities and ambulatory 
surgical centers.” 
 

• Laboratory and diagnostic tests billed by the hospital. Nothing. 
 

• Mental health care, including care in a partial-hospitalization program, 
if a doctor certifies that inpatient treatment would be required without 
it. 

See “Outpatient mental 
health care” and “Partial 
hospitalization services.” 

 

• X-rays and other radiology services billed by the hospital. Nothing. 
 

• Medical supplies such as splints and casts. 
 

Nothing. 

• Certain screenings and preventive services. Nothing. 
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• Certain drugs and biologicals that you can’t give yourself. Nothing. 
 
Note: Unless the provider has written an order to admit you as an inpatient to 
the hospital, you are an outpatient and pay the cost-sharing amounts for 
outpatient hospital services. Even if you stay in the hospital overnight, you 
might still be considered an “outpatient.” If you are not sure if you are an 
outpatient, you should ask the hospital staff. 
 

 

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

 

Outpatient mental health care 
 
Covered services include: 
 
Mental health services provided by a state-licensed psychiatrist or doctor, 
clinical psychologist, clinical social worker, clinical nurse specialist, nurse 
practitioner, physician assistant, or other Medicare-qualified mental health 
care professional as allowed under applicable state laws. 
 
If you question the decision made by a network mental health professional 
concerning treatment for mental health services, we cover a second opinion 
from another network mental health professional at your request. The coverage 
decision will not be final until the second network provider is seen. If the 
determination is that no outpatient or inpatient treatment is necessary, you may 
request another opinion from a qualified out-of-network mental health 
professional and we will pay for such an opinion. We will consider the opinion 
of the out-of-network mental health professional, but are not obligated to 
accept or act upon the recommendations made by such professional. 
 

Outpatient services: 
 
$10 copayment per visit. 
 
Group therapy: 
 
$5 copayment per visit. 
 

Outpatient rehabilitation services (Certain services under this item 
may require prior authorization.) 
 
Covered services include: physical therapy, occupational therapy, and speech 
language therapy. 
 
Outpatient rehabilitation services are provided in various outpatient settings, 
such as hospital outpatient departments, independent therapist offices, and 
Comprehensive Outpatient Rehabilitation Facilities (CORFs). 
 

Nothing for physical therapy 
and occupational therapy. 
 
$10 copayment per visit for 
speech language therapy. 

https://www.medicare.gov/Pubs/pdf/11435.pdf
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Outpatient substance abuse services 
 
We cover services for the diagnosis and treatment of substance abuse when 
such services are medically necessary and in accordance with Medicare 
guidelines. Such services are for persons who require treatment, but do not 
require the level of services found only in an inpatient hospital setting. 
 
If you question the decision made by a network mental health professional 
concerning treatment for alcohol or drug abuse services, we cover a second 
opinion from another network mental health professional at your request. The 
coverage decision will not be final until the second network provider is seen. If 
the determination is that no outpatient or inpatient treatment is necessary, you 
may request another opinion from a qualified out-of-network mental health 
professional and we will pay for such an opinion. We will consider the opinion 
of the out-of-network mental health professional, but are not obligated to 
accept or act upon the recommendations made by such professional. 
 

$10 copayment per visit.  
 

Outpatient surgery, including services provided at hospital 
outpatient facilities and ambulatory surgical centers (Certain 
services under this item may require prior authorization.) 
 
Note: If you are having surgery in a hospital facility, you should check with 
your provider about whether you will be an inpatient or outpatient. Unless the 
provider writes an order to admit you as an inpatient to the hospital, you are an 
outpatient and pay the cost-sharing amounts for outpatient surgery. Even if 
you stay in the hospital overnight, you might still be considered an 
“outpatient.” 
 

Nothing. 

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

Nothing. 

Phenylketonuria (PKU) 
 
Special dietary treatment for PKU. 
 

10% coinsurance. 
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Physician/Practitioner services, including doctor’s office visits 
 
Covered services include: 
 

 

• Medically-necessary medical care or surgery services furnished in a 
physician’s office, certified ambulatory surgical center, hospital 
outpatient department, or any other location. (Certain services under 
this item may require prior authorization.) 

 

$10 copayment per visit. 
 

• Consultation, diagnosis, and treatment by a specialist. 
 

$10 copayment per office 
visit. 
 

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

 

$10 copayment per office 
visit. 
 

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

 

$10 copayment per office 
visit. 
 

• Second opinion by another network provider prior to surgery. $10 copayment per office 
visit. 

 

• 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). See also “Dental services.” 

Nothing. 
 

 

• Medicare Part B injections administered in a physician’s office. 
 

Nothing. 
 

• Injectable and implantable birth control drugs/devices 
(this provision applies whether the birth control drug/device is used for 
birth control or for a medically necessary purpose other than birth 
control). 

 

20% coinsurance. 
 

• Visits to convenience clinics that have a contract with us. Contracted 
convenience care clinics are designated on our website at 
healthpartners.com/medicare. You must use a designated 
convenience care clinic to obtain this convenience care benefit. 

 

$5 copayment per visit. 

• Access to unlimited online care through virtuwell® at 
www.virtuwell.com. Available 24 hours a day, 7 days a week, without 
an appointment. Please see definition of virtuwell® in Chapter 12 for 
details. Use of online clinics is optional. You can continue going to 
your provider directly. 

 

Nothing. 
 

https://www.healthpartners.com/hp/insurance/medicare/
https://www.virtuwell.com/
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• E-visits. Please see definition of E-visit in Chapter 12 for details. 
 

Nothing. 
 

• Scheduled Telephone Visits. Please see definition of Scheduled 
Telephone Visit in Chapter 12 for details. 

 

Nothing. 

• Real-time Interactive Audio and Video Technologies. Please see 
definition of Real Time Interactive Audio and Video Technologies in 
Chapter 12 for details. 

$10 copayment per visit. 

 

Podiatry services 
 
Covered services include: 
 

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

 

$10 copayment per office 
visit. 

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

 

 

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. 
 

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

Prosthetic devices and related supplies (Certain services under this 
item may require prior authorization.) 
 

 

Devices (other than dental) that replace all or part of a body part or function. 
These include, but are not limited to: colostomy bags and supplies directly 
related to colostomy care, pacemakers, braces, prosthetic shoes, artificial 
limbs, and breast prostheses (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. 
 

10% coinsurance. 
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Pulmonary rehabilitation services  
 
Comprehensive programs of pulmonary rehabilitation are covered for 
members who have moderate to very severe chronic obstructive pulmonary 
disease (COPD) and an order for pulmonary rehabilitation from the doctor 
treating the chronic respiratory disease. 
 

Nothing. 

Routine physical exams 
• Routine physical exams. A physician or health care provider will 

counsel members as to how often health assessments are needed, based 
on age, sex and health status of the member. 

• Provider office visits/sessions for health education in connection with 
preventive services. 

 

Nothing. 
 

Routine prenatal, routine postnatal and child health 
supervision services 
 
Routine prenatal care and exams include visit-specific screening tests, 
education and counseling. Routine postnatal care and exams to include health 
exams, assessments, education and counseling relating to the period 
immediately after childbirth. Child health supervision services, including 
pediatric preventive services, routine immunizations, developmental 
assessments and laboratory services appropriate to the age of the child from 
birth to 72 months, and appropriate immunizations to age 18. 
 

Nothing. 

Screening and counseling to reduce alcohol misuse 
 

We cover one alcohol misuse screening for adults with Medicare (including 
pregnant women) who misuse alcohol, but aren’t alcohol dependent.  
 
If you screen positive for alcohol misuse, you can get up to 4 brief face-to-
face counseling sessions per year (if you’re competent and alert during 
counseling) provided by a qualified primary care doctor or practitioner in a 
primary care setting. 
 

There is no coinsurance, 
copayment, or deductible for 
the Medicare-covered 
screening and counseling to 
reduce alcohol misuse 
preventive benefit. 
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Screening for lung cancer with low dose computed 
tomography (LDCT) 
 
For qualified individuals, a LDCT is covered every 12 months.  
 
Eligible enrollees are: people aged 55 – 77 years who have no signs or 
symptoms of lung cancer, but who have a history of tobacco smoking of at 
least 30 pack-years or who currently smoke or have quit smoking within the 
last 15 years, who receive a written order for LDCT during a lung cancer 
screening counseling and shared decision making visit that meets the Medicare 
criteria for such visits and be furnished by a physician or qualified non-
physician practitioner. 
 

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

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

 

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

There is no coinsurance, 
copayment, or deductible for 
the Medicare-covered 
screening for STIs and 
counseling to prevent STIs 
preventive benefit. 

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

 

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

 

Nothing. 

• Outpatient dialysis treatments. 
 

Nothing. 
 

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

 

Same as stated under 
“Inpatient hospital care” 
above. 
 

• Self-dialysis training (includes training for you and anyone helping you 
with your home dialysis treatments). 

 

Nothing. 

• Home dialysis equipment and supplies. 
 

Nothing. 
 

• 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). 

 

Nothing. 

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

 

Skilled nursing facility (SNF) care (Certain services under this item 
may require prior authorization.) 
 
(For a definition of “skilled nursing facility care,” see Chapter 12 of this 
booklet. Skilled nursing facilities are sometimes called “SNFs.”) 
 
Skilled nursing facility care is covered if it follows a hospital stay of three or 
more days. Skilled nursing facility care is limited to 100 days per benefit 
period. 
 
Covered services include but are not limited to: 
 

• Semiprivate room (or a private room if medically necessary). 
 

• Meals, including special diets. 
 

Nothing. 
 
We cover the Medicare 
coinsurance for Medicare-
specified days up to the 
Medicare limit of 100 days 
per benefit period. 
 

• Skilled nursing services. 
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• Physical therapy, occupational therapy, and speech therapy. 
 

 

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

 

 

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

 

 

• Medical and surgical supplies ordinarily provided by SNFs. 
 

 

• Laboratory tests ordinarily provided by SNFs. 
 

 

• X-rays and other radiology services ordinarily provided by SNFs. 
 

 

• Use of appliances such as wheelchairs ordinarily provided by SNFs. 
 

 

• Physician/Practitioner services. 
 

 

Smoking and tobacco use cessation (counseling to stop 
smoking or tobacco use) 
 
If you use tobacco, but do not have signs or symptoms of tobacco-related 
disease: We cover two counseling quit attempts within a 12-month period as a 
preventive service with no cost to you. Each counseling attempt includes up to 
four face-to-face visits. 
 

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

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

 

We offer, as a supplemental benefit, additional sessions of face-to-face 
counseling and interactive on-line and telephone-based coaching. 
 

Nothing. 

Specified services from out-of-network providers 
 
We cover the following services, when you elect to receive them from an out-
of-network provider, at the same level of coverage we provide when you elect 
to receive the services from a network provider: 
 

• Voluntary family planning of the conception and bearing of children. 
 

Copayment or coinsurance 
level same as corresponding 
plan benefit, depending on 
type of service provided, 
such as doctor office visits 
for illness or injury. 
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• The provider visit(s) and test(s) necessary to make a diagnosis of 
infertility. 

 

 

• Testing and treatment of sexually transmitted diseases (other than 
HIV). 

 

 

• Testing for AIDS or other HIV-related conditions. 
 

 

Supplemental Drugs* 
 
Your group health plan sponsor has purchased coverage above the Part D 
defined standard benefit. After the Part D drug benefit has been calculated as 
described in Chapters 5 and 6, your share of the cost of the drug is: 
 
For a one-month supply (see Chapter 6, Section 5.2) from a network 
pharmacy, plan mail-order pharmacy, network long-term care pharmacy, or 
out-of network pharmacy: 
 

 

Cost-Sharing Tier 1 (preferred generic drugs). 
 

$10 copayment. 

Cost-Sharing Tier 2 (generic drugs). 
 

$10 copayment. 

Cost-Sharing Tier 3 (preferred brand drugs). $30 copayment. 
 

Cost-Sharing Tier 4 (non-preferred brand drugs). $50 copayment. 
 

Cost-Sharing Tier 5 (specialty drugs). 
 

$50 copayment. 

For a long-term supply (see Chapter 6, Section 5.4) from a network pharmacy 
or plan mail-order pharmacy: 
 

 

Cost-Sharing Tier 1 (preferred generic drugs). 
 

Mail-order pharmacy with 
preferred cost-sharing: $20 
copayment. 
 
Network pharmacy or mail-
order pharmacy with 
standard cost-sharing: $30 
copayment. 
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Cost-Sharing Tier 2 (generic drugs). Mail-order pharmacy with 
preferred cost-sharing: $20 
copayment. 
 
Network pharmacy or mail-
order pharmacy with 
standard cost-sharing: $30 
copayment. 
 

Cost-Sharing Tier 3 (preferred brand drugs). Mail-order pharmacy with 
preferred cost-sharing: $60 
copayment. 
 
Network pharmacy or mail-
order pharmacy with 
standard cost-sharing: $90 
copayment. 
 

Cost-Sharing Tier 4 (non-preferred brand drugs). Mail-order pharmacy with 
preferred cost-sharing: $100 
copayment. 
 
Network pharmacy or mail-
order pharmacy with 
standard cost-sharing: $150 
copayment. 
 

Cost-Sharing Tier 5 (specialty drugs). A long-term supply is not 
available for drugs in Cost-
Sharing Tier 5 (specialty 
drugs). 
 

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 explained in Chapter 6. This benefit is 
subject to Part D prescription drug requirements. 
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Urgently needed services 
 
Urgently needed services are provided to treat a non-emergency, unforeseen 
medical illness, injury, or condition, that requires immediate medical care. 
Urgently needed services may be furnished by network providers or by out-of-
network providers when network providers are temporarily unavailable or 
inaccessible. 
 
Cost sharing for necessary urgently needed services furnished out-of-network 
is the same as for such services furnished in-network. 

 

 
Inside the United States. $10 copayment per visit. 

 
Outside the United States. 20% coinsurance. 

 

Ventilator-dependent services 
 
We cover up to 120 hours of services provided by a private duty nurse or 
personal care assistant who has provided home care services to a ventilator-
dependent patient, solely for the purpose of assuring adequate training of the 
hospital staff to communicate with that patient. 
 

Nothing. 

Vision care 
 
Covered services include: 
 

 

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

 

$10 copayment per office 
visit. 
 

• 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. 

 

Nothing. 
 

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

 

Nothing. 
 

• One pair of eyeglasses or contact lenses after each cataract surgery that 
includes insertion of an intraocular lens. (If you have two separate 
cataract operations, you cannot reserve the benefit after the first surgery 
and purchase two eyeglasses after the second surgery.) Eyeglasses or 
contact lenses may be purchased from a network or out-of-network 
provider. 

 

Nothing. 
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• Routine eye exams. (Does not include visits for diagnosis, treatment 
and monitoring of conditions of the eye. These services are covered as 
“Outpatient physician services for the diagnosis and treatment of 
diseases and injuries of the eye.”) 

 
Limited to one exam per year, unless medically necessary. 

 

Nothing. 

“Welcome to Medicare” Preventive Visit 
 
The plan covers the one-time “Welcome to Medicare” preventive visit. The 
visit includes a review of your health, as well as education and counseling 
about the preventive services you need (including certain screenings and 
shots), and referrals for other care if needed.  
 
Important: We cover the “Welcome to Medicare” preventive visit only within 
the first 12 months you have Medicare Part B. When you make your 
appointment, let your doctor’s office know you would like to schedule your 
“Welcome to Medicare” preventive visit. 
 

There is no coinsurance, 
copayment, or deductible for 
the Welcome to Medicare 
preventive visit. 
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Section 2.2 Getting care using our plan’s optional extended absence benefit 
 
When you are absent from our plan’s service area for more than 90 days in a row, we usually must disenroll you 
from our plan. However, we offer as a supplemental benefit an extended absence program, which will allow you 
to remain enrolled in our plan when you are outside of our service area, but inside the United States, for up to 9 
months in a row. Under this program, which is available to all members of this plan who are temporarily in the 
extended absence area (outside of our service area, but inside the United States), you may receive all plan 
covered services at in-network out-of-pocket cost-sharing. Our extended absence program is described in more 
detail below. 
 
Extended Absence Benefit 
 
Our plan covers services that you receive from out-of-network providers while you are temporarily outside the 
service area, but inside the United States, for up to 9 months in a row. The services must be covered services 
described in this chapter. 
 
To use this benefit, you must activate it by notifying Member Services. You may call us at the telephone 
numbers shown in Chapter 2 or, if you are registered, notify us on our website at healthpartners.com, 
preferably before you begin each temporary absence. Notifying Member Services sets up the process that will 
authorize claims from out-of-network providers to be paid during the period of time you have indicated you will 
be outside the service area, but inside the United States. Upon activation, coverage under this benefit will begin 
immediately. 
 
For services to be covered under this benefit, the out-of-network providers you use must participate with the 
Medicare program. Before you receive services, ask if the provider participates with the Medicare program. 
You must present both your Medicare card and plan membership card to the out-of-network provider at the time 
you receive services. 
 
To use this benefit, you must remain a permanent resident of the service area. If you move permanently to a 
location outside the service area, you are not eligible to use the Extended Absence Benefit. 
 
When you return to the service area, you must use network providers, except for emergency and urgently 
needed care services, to receive the highest level of coverage under this Evidence of Coverage. 
 
If you are in the extended absence area (outside our service area, but inside the United States), you can stay 
enrolled in our plan for up to 9 months. If you have not returned to the plan’s service area within 9 months, you 
will be disenrolled from the plan. For more information, see Chapter 10. 
 

SECTION 3 What services are not covered by the plan? 

Section 3.1 Services we do not cover (exclusions) 

 
This section tells you what services are “excluded” from Medicare coverage and therefore, are not covered by 
this plan. If a service is “excluded,” it means that this plan doesn’t cover the service. 
 
The chart below lists services and items that either are not covered under any condition or are covered only 
under specific conditions. 
 

https://www.healthpartners.com/hp/index.html
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If you get services that are excluded (not covered), you must pay for them yourself. We won’t pay for the 
excluded medical services listed in the chart below except under the specific conditions listed. The only 
exception: we will pay if a service in the chart below is found upon appeal to be a medical service that we 
should have paid for or covered because of your specific situation. (For information about appealing a decision 
we have made to not cover a medical service, go to Chapter 9, Section 5.3 in this booklet.) 
 
All exclusions or limitations on services are described in the Benefits Chart, or in the chart below. 
 
Even if you receive the excluded services at an emergency facility, the excluded services are still not covered 
and our plan will not pay for them. 
 

Services not covered by Medicare Not covered under 
any condition 

Covered only under specific conditions 

Services considered not reasonable and 
necessary, according to the standards of 
Original Medicare. 

√ 

 

 

Experimental medical and surgical 
procedures, equipment and 
medications. 

Experimental procedures and items are 
those items and procedures determined 
by our plan and Original Medicare to 
not be generally accepted by the 
medical community. 

 √ 

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

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

Private room in a hospital. 

 

 √ 

Covered only when medically necessary. 

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 is care provided in a 
nursing home, hospice, or other facility 
setting when you do not require skilled 
medical care or skilled nursing care.  

√  
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Services not covered by Medicare Not covered under 
any condition 

Covered only under specific conditions 

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

√  

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

√  

Cosmetic surgery or procedures. 

 

 √ 

• Covered in cases of an accidental 
injury or for improvement of the 
functioning of a malformed body 
member. 

• Covered for all stages of 
reconstruction for a breast after a 
mastectomy, as well as for the 
unaffected breast to produce a 
symmetrical appearance. 

• In addition, we cover reconstructive 
surgery, incidental to or following 
surgery, resulting from injury or 
illness of the involved part, or to 
correct a congenital disease or 
anomaly resulting in functional 
defect in a dependent child, as 
determined by the attending 
physician. 

 

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

√  

Non-routine dental care.  √ 

Dental care required to treat illness or 
injury may be covered as inpatient or 
outpatient care. 
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Services not covered by Medicare Not covered under 
any condition 

Covered only under specific conditions 

Routine chiropractic care. 

 

 √ 

Manual manipulation of the spine to 
correct a subluxation is covered.  

Routine foot care.  √ 

Some limited coverage provided according 
to Medicare guidelines, e.g., if you have 
diabetes. 

Home-delivered meals. √  

Orthopedic shoes.  √ 

If 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.  √ 

Orthopedic or therapeutic shoes for people 
with diabetic foot disease. 

Eyeglasses, radial keratotomy, LASIK 
surgery, vision therapy and other low 
vision aids. 

 √ 

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

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

√  

Naturopath services (uses natural or 
alternative treatments). 

√  
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Services not covered by Medicare Not covered under 
any condition 

Covered only under specific conditions 

Halfway houses, extended care 
facilities or comparable facilities and 
mental health residential treatment 
facilities. 

√  

Adult foster care. √  

Recreational or educational therapy. 
Recreational therapy is therapy 
provided solely for the purpose of 
recreation, including but not limited to: 
(a) requests for physical therapy or 
occupational therapy to improve 
athletic ability, and (b) braces or guards 
to prevent sports injuries. 

√  

Genetic counseling and genetics studies 
except when the results would 
influence a treatment or management of 
a condition. 

 √ 

Covered only when medically necessary 
according to Medicare Guidelines. 

Charges for sales tax. √  

Professional services associated with 
substance abuse interventions.  A 
“substance abuse intervention” is a 
gathering of family and/or friends to 
encourage a person covered under this 
Evidence of Coverage to seek 
substance abuse treatment. 

√  

Treatment, procedures or services 
which are provided when you are not 
covered under this Evidence of 
Coverage. 

√  
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Services not covered by Medicare Not covered under 
any condition 

Covered only under specific conditions 

Commercial weight loss programs and 
exercise programs. 

√  

Non-medical administrative fees and 
charges including but not limited to 
medical record preparation charges, 
appointment cancellation fees, after 
hours appointment charges, and interest 
charges. 

√  

Transportation and lodging costs in 
connection with a transplant, if the 
transplant occurs during any period of 
time you are covered under the 
Extended Absence Benefit. 

√  

Medical cannabis. √  

Non-emergency wheelchair van 
transportation. 

√  

*Custodial care is personal care that does not require the continuing attention of trained medical or paramedical 
personnel, such as care that helps you with activities of daily living, such as bathing or dressing. 
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Did you know there are programs to help people pay for their drugs? 

 
The “Extra Help” program helps people with limited resources pay for their drugs. For more 
information, see Chapter 2, Section 7.  
 
Are you currently getting help to pay for your drugs? 
 
If you are in a program that helps pay for your drugs, some information in this Evidence of Coverage 
about the costs for Part D prescription drugs may not apply to you. We send you a separate insert, 
called the “Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs” 
(also known as the “Low Income Subsidy Rider” or the “LIS Rider”), which tells you about your drug 
coverage. If you don’t have this insert, please call Member Services and ask for the “LIS Rider.” (Phone 
numbers for Member Services are printed on the back cover of this booklet.) 

 

SECTION 1 Introduction 
 

Section 1.1 This chapter describes your coverage for Part D drugs 
 
This chapter explains rules for using your coverage for Part D drugs. The next chapter tells what you pay for 
Part D drugs (Chapter 6, What you pay for your Part D prescription drugs). 
 
In addition to your coverage for Part D drugs, our plan also covers some drugs under the plan’s medical 
benefits. Through its coverage of Medicare Part A benefits, our plan generally covers drugs you are given 
during covered stays in the hospital or in a skilled nursing facility. Through its coverage of Medicare Part B 
benefits, our plan covers drugs including certain chemotherapy drugs, certain drug injections you are given 
during an office visit, and drugs you are given at a dialysis facility. Chapter 4 (Medical Benefits Chart, what is 
covered and what you pay) tells about the benefits and costs for drugs during a covered hospital or skilled 
nursing facility stay, as well as your benefits and costs for Part B drugs. 
 
Your drugs may be covered by Original Medicare if you are in Medicare hospice. Our plan only covers 
Medicare Parts A, B, and D services and drugs that are unrelated to your terminal prognosis and related 
conditions and therefore not covered under the Medicare hospice benefit. For more information, please see 
Section 9.4 (What if you’re in Medicare-certified hospice). For information on hospice coverage, see the 
hospice section of Chapter 4 (Medical Benefits Chart, what is covered and what you pay). 
 
The following sections discuss coverage of your drugs under the plan’s Part D benefit rules. Section 9, Part D 
drug coverage in special situations includes more information on your Part D coverage and Original Medicare. 
 

Section 1.2 Basic rules for the plan’s Part D drug coverage 
 
The plan will generally cover your drugs as long as you follow these basic rules: 
 
• You must have a provider (a doctor, dentist or other prescriber) write your prescription. 

● Your prescriber must either accept Medicare or file documentation with CMS showing that he or she is 
qualified to write prescriptions, or your Part D claim will be denied. You should ask your prescribers the 
next time you call or visit if they meet this condition. If not, please be aware it takes time for your 
prescriber to submit the necessary paperwork to be processed. 

● You generally must use a network pharmacy to fill your prescription. (See Section 2, Fill your 
prescriptions at a network pharmacy or through the plan's mail-order service.) 
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● Your drug must be on the plan’s List of Covered Drugs (Formulary) (we call it the “Drug List” for 

short). (See Section 3, Your drugs need to be on the plan’s “Drug List”.) 
 
● Your drug must be used for a medically accepted indication. A “medically accepted indication” is a use 

of the drug that is either approved by the Food and Drug Administration or supported by certain 
reference books. (See Section 3 for more information about a medically accepted indication.) 

 

SECTION 2 Fill your prescription at a network pharmacy or through the plan’s 
mail-order service 

 

Section 2.1 To have your prescription covered, use a network pharmacy 
 
In most cases, your prescriptions are covered only if they are filled at the plan’s network pharmacies. (See 
Section 2.5 for information about when we would cover prescriptions filled at out-of-network pharmacies.) Our 
network includes pharmacies with preferred cost-sharing, which may offer you lower cost-sharing than the 
standard cost-sharing offered by other pharmacies within the network. 
 
A network pharmacy is a pharmacy that has a contract with the plan to provide your covered prescription drugs. 
The term “covered drugs” means all of the Part D prescription drugs that are covered on the plan's Drug List. 
 
Our network includes pharmacies that offer standard cost-sharing and pharmacies that offer preferred cost-
sharing. You may go to either type of network pharmacy to receive your covered prescription drugs. Your cost-
sharing may be less at pharmacies with preferred cost-sharing. 
 

Section 2.2 Finding network pharmacies 
 
How do you find a network pharmacy in your area? 
 
To find a network pharmacy, you can look in your Pharmacy Directory, visit our website 
(healthpartners.com/medicare), or call Member Services (phone numbers are printed on the back cover of this 
booklet). 
 
You may go to any of our network pharmacies. However, your costs may be even less for your covered drugs if 
you use a network pharmacy that offers preferred cost-sharing rather than a network pharmacy that offers 
standard cost-sharing. The Pharmacy Directory will tell you which of the network pharmacies offer preferred 
cost-sharing. You can find out more about how your out-of-pocket costs could be different for different drugs 
by contacting us. If you switch from one network pharmacy to another, and you need a refill of a drug you have 
been taking, you can ask either to have a new prescription written by a provider or to have your prescription 
transferred to your new network pharmacy. 
 
What if the pharmacy you have been using leaves the network? 
 
If the pharmacy you have been using leaves the plan’s network, you will have to find a new pharmacy that is in 
the network. To find another network pharmacy in your area, you can get help from Member Services (phone 
numbers are printed on the back cover of this booklet) or use the Pharmacy Directory. You can also find 
information on our website at healthpartners.com/medicare. 
 

https://www.healthpartners.com/hp/insurance/medicare/
https://www.healthpartners.com/hp/insurance/medicare/
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What if you need a specialized pharmacy? 
 
Sometimes prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include: 
 
● Pharmacies that supply drugs for home infusion therapy. For more information, call Member Services or 

check our website (healthpartners.com/medicare). 
 
● Pharmacies that supply drugs for residents of a long-term care (LTC) facility. Usually, a long-term care 

facility (such as a nursing home) has its own pharmacy. If you are in an LTC facility, we must ensure 
that you are able to routinely receive your Part D benefits through our network of LTC pharmacies, 
which is typically the pharmacy that the LTC facility uses. If you have any difficulty accessing your Part 
D benefits in an LTC facility, please contact Member Services. For more information, call Member 
Services or check our website (healthpartners.com/medicare). 

 
● Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health Program (not available in 

Puerto Rico). Except in emergencies, only Native Americans or Alaska Natives have access to these 
pharmacies in our network. For more information, call Member Services or check our website 
(healthpartners.com/medicare). 

 
● Pharmacies that dispense drugs that are restricted by the FDA to certain locations or that require special 

handling, provider coordination, or education on their use. (Note: This scenario should happen rarely.) 
 
To locate a specialized pharmacy, look in your Pharmacy Directory or call Member Services (phone numbers 
are printed on the back cover of this booklet).  
 

Section 2.3 Using the plan’s mail-order services 
 
For certain kinds of drugs, you can use the plan’s network mail-order services. Generally, the drugs provided 
through mail order are drugs that you take on a regular basis, for a chronic or long-term medical condition. The 
drugs that are not available through the plan's mail-order service are marked “NM” in our Drug List. 
 
Our plan’s mail-order service allows you to order at least a 30-day supply of the drug and no more than a 90-
day supply. 
 
Our plan offers mail-order benefits with both preferred and standard cost-sharing. For 90-day supplies, a mail-
order pharmacy with preferred cost-sharing provides most covered drugs to members of our plan at lower cost-
sharing levels than apply at a mail-order pharmacy with standard cost-sharing. You may use either of these 
types of mail-order pharmacies to receive your covered prescription drugs. Please see the Pharmacy Directory 
for a listing of mail-order pharmacies. 
 
To get order forms and information about filling your prescriptions by mail, please call: 
 
For mail-order pharmacies with preferred cost-sharing 
 
612-623-4002 or 1-800-591-0011. Customer Service business hours are Monday through Friday, 8 a.m. – 6 
p.m. and Saturday, 8 a.m. – 4 p.m. 
 

https://www.healthpartners.com/hp/insurance/medicare/
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For mail-order pharmacies with standard cost-sharing 
 
952-883-7979 or 1-800-233-9645. From October 1 through February 14, we take calls from 8 a.m. to 8 p.m., 
seven days a week. You’ll speak with a representative. From February 15 to September 30, call us 8 a.m. to 8 
p.m. Monday through Friday to speak with a representative. On Saturdays, Sundays and Federal holidays, you 
can leave a message and we'll get back to you within one business day. 
 
Usually a mail-order pharmacy order will get to you in no more than 5 - 8 business days. However, sometimes 
your mail-order may be delayed. The 5 to 8 business days time frame includes processing and shipping time. In 
the event that your mail-order prescription is delayed, you may request that the prescription be sent to a 
convenient retail pharmacy. At that time, a 30-day supply of the medication will be filled. You will be charged 
the appropriate copayment or coinsurance. 
 
New prescriptions the pharmacy receives directly from your doctor’s office.  
After the pharmacy receives a prescription from a health care provider, it will contact you to see if you want the 
medication filled immediately or at a later time. This will give you an opportunity to make sure that the 
pharmacy is delivering the correct drug (including strength, amount, and form) and, if needed, allow you to stop 
or delay the order before you are billed and it is shipped. It is important that you respond each time you are 
contacted by the pharmacy, to let them know what to do with the new prescription and to prevent any delays in 
shipping. 
 
Refills on mail-order prescriptions. For refills, please contact your pharmacy 5 - 7 business days before you 
think the drugs you have on hand will run out to make sure your next order is shipped to you in time. 
 
So the pharmacy can reach you to confirm your order before shipping, please make sure to let the pharmacy 
know the best ways to contact you. Because we communicate with you through your mail-order pharmacy, 
please contact that pharmacy to inform them how you would prefer to be contacted. 
 

Section 2.4 How can you get a long-term supply of drugs? 
 
When you get a long-term supply of drugs, your cost-sharing may be lower. The plan offers two ways to get a 
long-term supply (also called an “extended supply”) of “maintenance” drugs on our plan’s Drug List. 
(Maintenance drugs are drugs that you take on a regular basis, for a chronic or long-term medical condition.) 
You may order this supply through mail order (see Section 2.3) or you may go to a retail pharmacy. 
 
1. Some retail pharmacies in our network allow you to get a long-term supply of maintenance drugs. 

Some of these retail pharmacies may agree to accept the mail-order cost-sharing amount for a long-term 
supply of maintenance drugs. Other retail pharmacies may not agree to accept the mail-order cost-
sharing amounts for a long-term supply of maintenance drugs. In this case you will be responsible for 
the difference in price. Your Pharmacy Directory tells you which pharmacies in our network can give 
you a long-term supply of maintenance drugs. You can also call Member Services for more information 
(phone numbers are printed on the back cover of this booklet). 

 
2. For certain kinds of drugs, you can use the plan’s network mail-order services. The drugs that are not 

available through the plan's mail-order service are marked “NM” in our Drug List. Our plan’s mail-order 
service allows you to order at least a 30-day supply of the drug and no more than a 90-day supply. See 
Section 2.3 for more information about using our mail-order services. 
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Section 2.5 When can you use a pharmacy that is not in the plan’s network? 
 
Your prescription may be covered in certain situations 
 
Generally, we cover drugs filled at an out-of-network pharmacy only when you are not able to use a network 
pharmacy. To help you, we have network pharmacies outside of our service area where you can get your 
prescriptions filled as a member of our plan. If you cannot use a network pharmacy, here are the circumstances 
when we would cover prescriptions filled at an out-of-network pharmacy: 
 
If you need a prescription because of a medical emergency 
 
We will cover up to a 30-day supply for prescriptions that are filled at an out-of-network pharmacy if the 
prescriptions are related to care for a medical emergency or urgently needed care. 
 
If you need a prescription when you travel or are away from the plan’s service area 
 
If you take a prescription drug on a regular basis and you are going on a trip, be sure to check your supply of the 
drug before you leave. When possible, take along all the medication you will need. You may be able to order 
your prescription drugs ahead of time through our network mail-order pharmacy service or through a retail 
network pharmacy that offers an extended supply. 
 
If you are traveling within the US, but outside of the plan’s service area, and you become ill, lose or run out of 
your prescription drugs, we will cover prescriptions that are filled at an out-of-network pharmacy if you follow 
all other coverage rules identified within this document and a network pharmacy is not available. 
 
Prior to filling your prescription at an out-of-network pharmacy, call Member Services (phone numbers are 
printed on the back cover of this booklet) or check our website (healthpartners.com/medicare) to find out if 
there is a network pharmacy in the area where you are traveling. If there are no network pharmacies in that area, 
Member Services may be able to make arrangements for you to get your prescriptions from an out-of-network 
pharmacy. 
 
We cannot pay for any prescriptions that are filled by pharmacies outside the United States, even for a medical 
emergency. 
 
Other times you can get your prescription covered if you go to an out-of-network pharmacy 
 
We will cover your prescription at an out-of-network pharmacy if at least one of the following applies: 
 
● If you are unable to get a covered drug in a timely manner within our service area because there are no 

network pharmacies within a reasonable driving distance that provide 24-hour service. 
 
● If you are trying to fill a covered prescription drug that is not regularly stocked at a network retail or 

mail-order pharmacy (these drugs include orphan drugs or other specialty pharmaceuticals). 
 
In these situations, please check first with Member Services to see if there is a network pharmacy nearby. 
(Phone numbers for Member Services are printed on the back cover of this booklet.) You may be required to 
pay the difference between what you pay for the drug at the out-of-network pharmacy and the cost that we 
would cover at an in-network pharmacy. 
 

https://www.healthpartners.com/hp/insurance/medicare/
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How do you ask for reimbursement from the plan? 
 
If you must use an out-of-network pharmacy, you will generally have to pay the full cost (rather than your 
normal share of the cost) at the time you fill your prescription. You can ask us to reimburse you for our share of 
the cost. (Chapter 7, Section 2.1 explains how to ask us to pay you back.) 
 

SECTION 3 Your drugs need to be on the plan’s “Drug List” 
 

Section 3.1 The “Drug List” tells which Part D drugs are covered 
 
The plan has a “List of Covered Drugs (Formulary).” In this Evidence of Coverage, we call it the “Drug List” 
for short.  
 
The drugs on this list are selected by us with the help of a team of doctors and pharmacists. The list must meet 
requirements set by Medicare. Medicare has approved the plan’s Drug List. 
 
The drugs on the Drug List are only those covered under Medicare Part D (earlier in this chapter, Section 1.1 
explains about Part D drugs).  
 
We will generally cover a drug on the plan’s Drug List as long as you follow the other coverage rules explained 
in this chapter and the use of the drug is a medically accepted indication. A “medically accepted indication” is a 
use of the drug that is either: 
 
● approved by the Food and Drug Administration. (That is, the Food and Drug Administration has 

approved the drug for the diagnosis or condition for which it is being prescribed.) 
 
● -- or -- supported by certain reference books. (These reference books are the American Hospital 

Formulary Service Drug Information; the DRUGDEX Information System; and the USPDI or its 
successor; and, for cancer, the National Comprehensive Cancer Network and Clinical Pharmacology or 
their successors.) 

 
The Drug List includes both brand name and generic drugs 
 
A generic drug is a prescription drug that has the same active ingredients as the brand name drug. Generally, it 
works just as well as the brand name drug and usually costs less. There are generic drug substitutes available for 
many brand name drugs.  
 
What is not on the Drug List? 
 
The plan does not cover all prescription drugs. 
 
● In some cases, the law does not allow any Medicare plan to cover certain types of drugs (for more about 

this, see Section 7.1 in this chapter). 
 
● In other cases, we have decided not to include a particular drug on our Drug List.  
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Section 3.2 There are five “cost-sharing tiers” for drugs on the Drug List 
 
Every drug on the plan’s Drug List is in one of five cost-sharing tiers. In general, the higher the cost-sharing 
tier, the higher your cost for the drug: 
 
● Cost-Sharing Tier 1 (preferred generic drugs) is the lowest tier. Lower-cost, commonly used generic 

drugs are in this tier. 
 
● Cost-Sharing Tier 2 (generic drugs). Higher-cost, commonly used generic drugs are in this tier. 
 
● Cost-Sharing Tier 3 (preferred brand drugs). Brand drugs without a lower-cost generic therapeutic 

equivalent are in this tier. 
 
● Cost-Sharing Tier 4 (non-preferred brand drugs). Brand drugs with a lower-cost generic therapeutic 

equivalent available are in this tier. 
 
● Cost-Sharing Tier 5 (specialty drugs) is the highest tier. Unique and/or very high-cost generic and brand 

drugs are in this tier. 
 
To find out which cost-sharing tier your drug is in, look it up in the plan’s Drug List.  
 
The amount you pay for drugs in each cost-sharing tier is shown in Chapter 6 (What you pay for your Part D 
prescription drugs). 
 

Section 3.3 How can you find out if a specific drug is on the Drug List? 
 
You have three ways to find out: 
 
1. Check the most recent Drug List we sent you in the mail. 
 
2. Visit the plan’s website (healthpartners.com/medicare). The Drug List on the website is always the 

most current. 
 
3. Call Member Services to find out if a particular drug is on the plan’s Drug List or to ask for a copy of 

the list. (Phone numbers for Member Services are printed on the back cover of this booklet.) 
 

SECTION 4 There are restrictions on coverage for some drugs 
 

Section 4.1 Why do some drugs have restrictions? 
 
For certain prescription drugs, special rules restrict how and when the plan covers them. A team of doctors and 
pharmacists developed these rules to help our members use drugs in the most effective ways. These special 
rules also help control overall drug costs, which keeps your drug coverage more affordable. 
 
In general, our rules encourage you to get a drug that works for your medical condition and is safe and effective. 
Whenever a safe, lower-cost drug will work just as well medically as a higher-cost drug, the plan’s rules are 
designed to encourage you and your provider to use that lower-cost option. We also need to comply with 
Medicare’s rules and regulations for drug coverage and cost-sharing. 
 

https://www.healthpartners.com/hp/insurance/medicare/
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If there is a restriction for your drug, it usually means that you or your provider will have to take extra 
steps in order for us to cover the drug. If you want us to waive the restriction for you, you will need to use the 
coverage decision process and ask us to make an exception. We may or may not agree to waive the restriction 
for you. (See Chapter 9, Section 6.2 for information about asking for exceptions.) 
 
Please note that sometimes a drug may appear more than once in our drug list. This is because different 
restrictions or cost-sharing may apply based on factors such as the strength, amount, or form of the drug 
prescribed by your health care provider (for instance, 10 mg. versus 100 mg; one per day versus two per day; 
tablet versus liquid). 
 

Section 4.2 What kinds of restrictions? 
 
Our plan uses different types of restrictions to help our members use drugs in the most effective ways. The 
sections below tell you more about the types of restrictions we use for certain drugs. 
 
Restricting brand name drugs when a generic version is available 
 
Generally, a “generic” drug works the same as a brand name drug and usually costs less. In most cases, when a 
generic version of a brand name drug is available, our network pharmacies will provide you the generic 
version. We usually will not cover the brand name drug when a generic version is available. However, if your 
provider has told us the medical reason that the generic drug will not work for you or has written “No 
substitutions” on your prescription for a brand name drug, then we will cover the brand name drug. (Your share 
of the cost may be greater for the brand name drug than for the generic drug.) 
 
Getting plan approval in advance 
 
For certain drugs, you or your provider need to get approval from us before we will agree to cover the drug for 
you. This is called “prior authorization.” Sometimes the requirement for getting approval in advance helps 
guide appropriate use of certain drugs. If you do not get this approval, your drug might not be covered by the 
plan. 
 
Trying a different drug first 
 
This requirement encourages you to try less costly but just as effective drugs before the plan covers another 
drug. For example, if Drug A and Drug B treat the same medical condition, the plan may require you to try 
Drug A first. If Drug A does not work for you, the plan will then cover Drug B. This requirement to try a 
different drug first is called “step therapy.” 
 
Quantity limits 
 
For certain drugs, we limit the amount of the drug that you can have by limiting how much of a drug you can 
get each time you fill your prescription. For example, if it is normally considered safe to take only one pill per 
day for a certain drug, we may limit coverage for your prescription to no more than one pill per day. 
 

Section 4.3 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 Member Services (phone numbers are printed on the back cover of this booklet) or check our website 
(healthpartners.com/medicare). 
 

https://www.healthpartners.com/hp/insurance/medicare/
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If there is a restriction for your drug, it usually means that you or your provider will have to take extra 
steps in order for us to cover the drug. If there is a restriction on the drug you want to take, you should 
contact Member Services to learn what you or your provider would need to do to get coverage for the drug. If 
you want us to waive the restriction for you, you will need to use the coverage decision process and ask us to 
make an exception. We may or may not agree to waive the restriction for you. (See Chapter 9, Section 6.2 for 
information about asking for exceptions.) 
 

SECTION 5 What if one of your drugs is not covered in the way you’d like it to be 
covered? 

 

Section 5.1 There are things you can do if your drug is not covered in the way you’d like it to be 
covered 

 
We hope that your drug coverage will work well for you. But it's possible that there could be a prescription drug 
you are currently taking, or one that you and your provider think you should be taking that is not on our 
formulary or is on our formulary with restrictions. 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. 
 
● The drug is covered, but there are extra rules or restrictions on coverage for that drug. As explained in 

Section 4, 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. In some cases, you may want us to waive the restriction for you. 

 
● 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 five 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 5.2 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 5.3 to learn what you can do. 
 

Section 5.2 What can you do if your drug is not on the Drug List or if the drug is restricted in 
some way? 

 
If your 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 provider time to change to another drug or to file a 
request to have the drug covered. 

 
● You can change to another drug. 
 
● You can request an exception and ask us to cover the drug or remove restrictions from the drug. 
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You may be able to get a temporary supply 
 
Under certain circumstances, the plan can offer a temporary supply of a drug to you when your drug is not on 
the Drug List or when it is restricted in some way. Doing this gives you time to talk with your provider about 
the change in coverage and figure out what to do. 
 
To be eligible for a temporary supply, you must meet the two requirements below: 
 
1. The change to your drug coverage must be one of the following types of changes: 
 

● The drug you have been taking is no longer on the plan’s Drug List. 
 
● -- or -- the drug you have been taking is now restricted in some way (Section 4 in this chapter 

tells about restrictions). 
 
2. You must be in one of the situations described below: 
 

• For those members who are new or who were in the plan last year and aren’t in a long-
term care (LTC ) facility: 
We will cover a temporary supply of your drug during the first 90 days of your membership 
in the plan if you were new and during the first 90 days of the calendar year if you were in 
the plan last year. This temporary supply will be for a maximum of a 30-day supply. If your 
prescription is written for fewer days, we will allow multiple fills to provide up to a maximum of 
a 30-day supply of medication. The prescription must be filled at a network pharmacy. 

 
● For those members who are new or who were in the plan last year and reside in a long-

term care (LTC) facility: 
 

We will cover a temporary supply of your drug during the first 90 days of your membership 
in the plan if you are new and during the first 90 days of the calendar year if you were in 
the plan last year. The total supply will be for a maximum of a 98-day supply. If your 
prescription is written for fewer days, we will allow multiple fills to provide up to a maximum of 
a 98-day supply of medication. (Please note that the long-term care pharmacy may provide the 
drug in smaller amounts at a time to prevent waste.) 

 
● For those members who have been in the plan for more than 90 days and reside in a long-

term care (LTC) facility and need a supply right away: 
 

We will cover one 31-day supply of a particular drug, or less if your prescription is written for 
fewer days. This is in addition to the above long-term care transition supply. 

 
● For existing members in our plan who have changes in level of care, such as entering a 

long-term care (LTC) facility or being discharged from a hospital: 
 

We will grant early refills when appropriate. 
 
To ask for a temporary supply, call Member Services (phone numbers are printed on the back cover of this 
booklet). 
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During the time when you are getting a temporary supply of a drug, you should talk with your provider to 
decide what to do when your temporary supply runs out. You can either switch to a different drug covered by 
the plan or ask us to make an exception for you and cover your current drug. The sections below tell you more 
about these options. 
 
You can change to another drug 
 
Start by talking with your provider. Perhaps there is a different drug covered by the plan that might work just as 
well for you. You can call Member Services to ask for a list of covered drugs that treat the same medical 
condition. This list can help your provider find a covered drug that might work for you. (Phone numbers for 
Member Services are printed on the back cover of this booklet.) 
 
You can ask for an exception 
 
You and your provider can ask us to make an exception for you and cover the drug in the way you would like it 
to be covered. If your provider says that you have medical reasons that justify asking us for an exception, your 
provider can help you request an exception to the rule. For example, you can ask us to cover a drug even though 
it is not on the plan’s Drug List. Or you can ask us to make an exception and cover the drug without restrictions. 
 
If you are a current member and a drug you are taking will be removed from the formulary or restricted in some 
way for next year, we will allow you to request a formulary exception in advance for next year. We will tell you 
about any change in the coverage for your drug for next year. You can ask for an exception before next year and 
we will give you an answer within 72 hours after we receive your request (or your prescriber's supporting 
statement). If we approve your request, we will authorize the coverage before the change takes effect. 
 
If you and your provider want to ask for an exception, Chapter 9, Section 6.4 tells what to do. It explains the 
procedures and deadlines that have been set by Medicare to make sure your request is handled promptly and 
fairly. 
 

Section 5.3 What can you do if your drug is in a cost-sharing tier you think is too high? 
 
If your drug is in a cost-sharing tier you think is too high, here are things you can do: 
 
You can change to another drug 
 
If your drug is in a cost-sharing tier you think is too high, start by talking with your provider. Perhaps there is a 
different drug in a lower cost-sharing tier that might work just as well for you. You can call Member Services to 
ask for a list of covered drugs that treat the same medical condition. This list can help your provider find a 
covered drug that might work for you. (Phone numbers for Member Services are printed on the back cover of 
this booklet.) 
 
You can ask for an exception 
 
For drugs in Tier 2 (generic drugs) and Tier 4 (non-preferred brand drugs), you and your provider can ask us to 
make an exception in the cost-sharing tier for the drug so that you pay less for it. If your provider says that you 
have medical reasons that justify asking us for an exception, your provider can help you request an exception to 
the rule. 
 
If you and your provider want to ask for an exception, Chapter 9, Section 6.4 tells what to do. It explains the 
procedures and deadlines that have been set by Medicare to make sure your request is handled promptly and 
fairly. 
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Drugs in our Tier 5 (specialty drugs) are not eligible for this type of exception. We do not lower the cost-
sharing amount for drugs in this tier. 
 

SECTION 6 What if your coverage changes for one of your drugs? 
 

Section 6.1 The Drug List can change during the year 
 
Most of the changes in drug coverage happen at the beginning of each year (January 1). However, during the 
year, we might make changes to the Drug List. For example, we might: 
 
● Add or remove drugs from the Drug List. New drugs become available, including new generic drugs. 

Perhaps the government has given approval to a new use for an existing drug. Sometimes, a drug gets 
recalled and we decide not to cover it. Or we might remove a drug from the list because it has been 
found to be ineffective.  

 
● Move a drug to a higher or lower cost-sharing tier. 
 
● Add or remove a restriction on coverage for a drug (for more information about restrictions to 

coverage, see Section 4 in this chapter). 
 
● Replace a brand name drug with a generic drug. 
 
In almost all cases, we must get approval from Medicare for changes we make to the plan’s Drug List.  
 

Section 6.2 What happens if coverage changes for a drug you are taking? 
 
How will you find out if your drug’s coverage has been changed? 
 
If there is a change to coverage for a drug you are taking, we will send you a notice to tell you. Normally, we 
will let you know at least 60 days ahead of time.  
 
Once in a while, a drug is suddenly recalled because it’s been found to be unsafe or for other reasons. If this 
happens, we will immediately remove the drug from the Drug List. We will let you know of this change right 
away. Your provider will also know about this change, and can work with you to find another drug for your 
condition. 
 
Do changes to your drug coverage affect you right away? 
 
If any of the following types of changes affect a drug you are taking, the change will not affect you until 
January 1 of the next year if you stay in the plan: 
 
● If we move your drug into a higher cost-sharing tier. 
 
● If we put a new restriction on your use of the drug. 
 
● If we remove your drug from the Drug List, but not because of a sudden recall or because a new generic 

drug has replaced it. 
 
If any of these changes happens for a drug you are taking, then the change won’t affect your use or what you 
pay as your share of the cost until January 1 of the next year. Until that date, you probably won’t see any 
increase in your payments or any added restriction to your use of the drug. However, on January 1 of the next 
year, the changes will affect you.  
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In some cases, you will be affected by the coverage change before January 1: 
 
● If a brand name drug you are taking is replaced by a new generic drug, we must give you at least 60 

days’ notice or give you a 60-day refill of your brand name drug at a network pharmacy.  
 

○ During this 60-day period, you should be working with your provider to switch to the generic or 
to a different drug that we cover.  

 
○ Or you and your provider can ask us to make an exception and continue to cover the brand name 

drug for you. For information on how to ask for an exception, see Chapter 9 (What to do if you 
have a problem or complaint (coverage decisions, appeals, complaints)).  

 
● Again, if a drug is suddenly recalled because it’s been found to be unsafe or for other reasons, we will 

immediately remove the drug from the Drug List. We will let you know of this change right away. 
 

○ Your provider will also know about this change, and can work with you to find another drug for 
your condition. 

 

SECTION 7 What types of drugs are not covered by the plan? 
 

Section 7.1 Types of drugs we do not cover 
 
This section tells you what kinds of prescription drugs are “excluded.” This means Medicare does not pay for 
these drugs.  
 
If you get drugs that are excluded, you must pay for them yourself. We won’t pay for the drugs that are listed in 
this section. The only exception: If the requested drug is found upon appeal to be a drug that is not excluded 
under Part D and we should have paid for or covered it because of your specific situation. (For information 
about appealing a decision we have made to not cover a drug, go to Chapter 9, Section 6.5 in this booklet.) 
 
Here are three general rules about drugs that Medicare drug plans will not cover under Part D: 
 
● Our plan’s Part D drug coverage cannot cover a drug that would be covered under Medicare Part A or 

Part B. 
 
● Our plan cannot cover a drug purchased outside the United States and its territories. 
 
● Our plan usually cannot cover off-label use. “Off-label use” is any use of the drug other than those 

indicated on a drug’s label as approved by the Food and Drug Administration. 
 

○ Generally, coverage for “off-label use” is allowed only when the use is supported by certain 
reference books. These reference books are the American Hospital Formulary Service Drug 
Information, the DRUGDEX Information System, and, for cancer, the National Comprehensive 
Cancer Network and Clinical Pharmacology, or their successors. If the use is not supported by 
any of these reference books, then our plan cannot cover its “off-label use.” 

 
Also, by law these categories of drugs are not covered by Medicare drug plans: 
 
● Non-prescription drugs (also called over-the-counter drugs). 
 
● Drugs when used to promote fertility. 
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● Drugs when used for the relief of cough or cold symptoms. 
 
● Drugs when used for cosmetic purposes or to promote hair growth. 
 
● Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations. 
 
● Drugs when used for the treatment of sexual or erectile dysfunction, such as Viagra, Cialis, Levitra and 

Caverject. 
 
● Drugs when used for treatment of anorexia, weight loss, or weight gain. 
 
● Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring services 

be purchased exclusively from the manufacturer as a condition of sale. 
 
If you receive “Extra Help” paying for your drugs, your state Medicaid program may cover some 
prescription drugs not normally covered in a Medicare drug plan. Please contact your state Medicaid program to 
determine what drug coverage may be available to you. (You can find phone numbers and contact information 
for Medicaid in Chapter 2, Section 6.) 
 

SECTION 8 Show your plan membership card when you fill a prescription 
 

Section 8.1 Show your membership card 
 
To fill your prescription, show your plan membership card at the network pharmacy you choose. When you 
show your plan membership card, the network pharmacy will automatically bill the plan for our share of your 
covered prescription drug cost. You will need to pay the pharmacy your share of the cost when you pick up 
your prescription. 
 

Section 8.2 What if you don’t have your membership card with you? 
 
If you don’t have your plan membership card with you when you fill your prescription, ask the pharmacy to call 
us to get the necessary information. 
 
If the pharmacy is not able to get the necessary information, you may have to pay the full cost of the 
prescription when you pick it up. (You can then ask us to reimburse you for our share. See Chapter 7, 
Section 2.1 for information about how to ask us for reimbursement.) 
 

SECTION 9 Part D drug coverage in special situations 
 

Section 9.1 What if you’re in a hospital or a skilled nursing facility for a stay that is covered by 
the plan? 

 
If you are admitted to a hospital or to a skilled nursing facility for a stay covered by the plan, we will generally 
cover the cost of your prescription drugs during your stay. Once you leave the hospital or skilled nursing 
facility, the plan will cover your drugs as long as the drugs meet all of our rules for coverage. See the previous 
parts of this section that tell about the rules for getting drug coverage. Chapter 6 (What you pay for your Part D 
prescription drugs) gives more information about drug coverage and what you pay. 
 
Please Note: When you enter, live in, or leave a skilled nursing facility, you are entitled to a Special Enrollment 
Period. During this time period, you can switch plans or change your coverage. (Chapter 10, Ending your 
membership in the plan, tells when you can leave our plan and join a different Medicare plan.) 
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Section 9.2 What if you’re a resident in a long-term care (LTC) facility? 
 
Usually, a long-term care (LTC) facility (such as a nursing home) has its own pharmacy, or a pharmacy that 
supplies drugs for all of its residents. If you are a resident of a long-term care facility, you may get your 
prescription drugs through the facility’s pharmacy as long as it is part of our network.  
 
Check your Pharmacy Directory to find out if your long-term care facility’s pharmacy is part of our network. If 
it isn’t, or if you need more information, please contact Member Services (phone numbers are printed on the 
back cover of this booklet).  
 
What if you’re a resident in a long-term care (LTC) facility and become a new member of the plan? 
 
If you need a drug that is not on our Drug List or is restricted in some way, the plan will cover a temporary 
supply of your drug during the first 90 days of your membership. The total supply will be for a maximum of 98 
days, or less if your prescription is written for fewer days. (Please note that the long-term care pharmacy may 
provide the drug in smaller amounts at a time to prevent waste.) If you have been a member of the plan for more 
than 90 days and need a drug that is not on our Drug List or if the plan has any restriction on the drug’s 
coverage, we will cover one 31-day supply, or less if your prescription is written for fewer days.  
 
During the time when you are getting a temporary supply of a drug, you should talk with your provider to 
decide what to do when your temporary supply runs out. Perhaps there is a different drug covered by the plan 
that might work just as well for you. Or you and your provider can ask us to make an exception for you and 
cover the drug in the way you would like it to be covered. If you and your provider want to ask for an 
exception, Chapter 9, Section 6.4 tells what to do. 
 

Section 9.3 What if you’re also getting drug coverage from an employer or retiree group plan? 
 
Do you currently have other prescription drug coverage through your (or your spouse’s) employer or retiree 
group? If so, please contact that group’s benefits administrator. He or she can help you determine how your 
current prescription drug coverage will work with our plan. 
 
In general, if you are currently employed, the prescription drug coverage you get from us will be secondary to 
your employer or retiree group coverage. That means your group coverage would pay first.  
 
Special note about “creditable coverage”:  
 
Each year your employer or retiree group should send you a notice that tells if your prescription drug coverage 
for the next calendar year is “creditable” and the choices you have for drug coverage.  
 
If the coverage from the group plan is “creditable,” it means that the plan has drug coverage that is expected to 
pay, on average, at least as much as Medicare’s standard prescription drug coverage. 
 
Keep these notices about creditable coverage, because you may need them later. If you enroll in a Medicare 
plan that includes Part D drug coverage, you may need these notices to show that you have maintained 
creditable coverage. If you didn’t get a notice about creditable coverage from your employer or retiree group 
plan, you can get a copy from the employer or retiree group’s benefits administrator or the employer or union.  
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Section 9.4 What if you’re in Medicare-certified hospice? 
 
Drugs are never covered by both hospice and our plan at the same time. If you are enrolled in Medicare hospice 
and require an anti-nausea, laxative, pain medication or antianxiety drug that is not covered by your hospice 
because it is unrelated to your terminal illness and related conditions, our plan must receive notification from 
either the prescriber or your hospice provider that the drug is unrelated before our plan can cover the drug. To 
prevent delays in receiving any unrelated drugs that should be covered by our plan, you can ask your hospice 
provider or prescriber to make sure we have the notification that the drug is unrelated before you ask a 
pharmacy to fill your prescription. 
 
In the event you either revoke your hospice election or are discharged from hospice our plan should cover all 
your drugs. To prevent any delays at a pharmacy when your Medicare hospice benefit ends, you should bring 
documentation to the pharmacy to verify your revocation or discharge. See the previous parts of this section that 
tell about the rules for getting drug coverage under Part D. Chapter 6 (What you pay for your Part D 
prescription drugs) gives more information about drug coverage and what you pay. 
 

SECTION 10 Programs on drug safety and managing medications 
 

Section 10.1 Programs to help members use drugs safely 
 
We conduct drug use reviews for our members to help make sure that they are getting safe and appropriate care. 
These reviews are especially important for members who have more than one provider who prescribes their 
drugs.  
 
We do a review each time you fill a prescription. We also review our records on a regular basis. During these 
reviews, we look for potential problems such as:  
 
● Possible medication errors. 
 
● Drugs that may not be necessary because you are taking another drug to treat the same medical 

condition. 
 
● Drugs that may not be safe or appropriate because of your age or gender. 
 
● Certain combinations of drugs that could harm you if taken at the same time. 
 
● Prescriptions written for drugs that have ingredients you are allergic to. 
 
● Possible errors in the amount (dosage) of a drug you are taking. 
 
If we see a possible problem in your use of medications, we will work with your provider to correct the 
problem. 
 

Section 10.2 Medication Therapy Management (MTM) program to help members manage their 
medications 

 
We have a program that can help our members with complex health needs. For example, some members have 
several medical conditions, take different drugs at the same time, and have high drug costs.  
 
This program is voluntary and free to members. A team of pharmacists and doctors developed the program for 
us. This program can help make sure that our members get the most benefit from the drugs they take.  
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Our program is called a Medication Therapy Management (MTM) program. Some members who take 
medications for different medical conditions may be able to get services through a MTM program. A 
pharmacist or other health professional will give you a comprehensive review of all your medications. You can 
talk about how best to take your medications, your costs, and any problems or questions you have about your 
prescription and over-the-counter medications. You’ll get a written summary of this discussion. The summary 
has a medication action plan that recommends what you can do to make the best use of your medications, with 
space for you to take notes or write down any follow-up questions. You’ll also get a personal medication list 
that will include all the medications you’re taking and why you take them. 
 
It's a good idea to have your medication review before your yearly “Wellness” visit, so you can talk to your 
doctor about your action plan and medication list. Bring your action plan and medication list with you to your 
visit or anytime you talk with your doctors, pharmacists, and other health care providers. Also keep your 
medication list with you (for example, with your ID) in case you go to the hospital or emergency room. 
 
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 you from the program. If 
you have any questions about these programs, please contact Member Services (phone numbers are printed on 
the back cover of this booklet). 
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Did you know there are programs to help people pay for their drugs?  
 
The “Extra Help” program helps people with limited resources pay for their drugs. For more information, see 
Chapter 2, Section 7. 
 
Are you currently getting help to pay for your drugs? 
 
If you are in a program that helps pay for your drugs, some information in this Evidence of Coverage about 
the costs for Part D prescription drugs may not apply to you. We send you a separate insert, called the 
“Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs” (also known as 
the “Low Income Subsidy Rider” or the “LIS Rider”), which tells you about your drug coverage. If you don’t 
have this insert, please call Member Services and ask for the “LIS Rider.” (Phone numbers for Member 
Services are printed on the back cover of this booklet.) 
 

SECTION 1 Introduction 
 

Section 1.1 Use this chapter together with other materials that explain your drug coverage 
 
This chapter focuses on what you pay for your Part D prescription drugs. To keep things simple, we use “drug” 
in this chapter to mean a Part D prescription drug. As explained in Chapter 5, not all drugs are Part D drugs - 
some drugs are covered under Medicare Part A or Part B and other drugs are excluded from Medicare coverage 
by law. 
 
To understand the payment information we give you in this chapter, you need to know the basics of what drugs 
are covered, where to fill your prescriptions, and what rules to follow when you get your covered drugs. Here 
are materials that explain these basics: 
 
● The plan’s List of Covered Drugs (Formulary). To keep things simple, we call this the “Drug List.” 
 

○ This Drug List tells which drugs are covered for you.  
 

○ It also tells which of the five “cost-sharing tiers” the drug is in and whether there are any 
restrictions on your coverage for the drug. 

 
○ If you need a copy of the Drug List, call Member Services (phone numbers are printed on the 

back cover of this booklet). You can also find the Drug List on our website at 
healthpartners.com/medicare. The Drug List on the website is always the most current. 

 
● Chapter 5 of this booklet. Chapter 5 gives the details about your prescription drug coverage, including 

rules you need to follow when you get your covered drugs. Chapter 5 also tells which types of 
prescription drugs are not covered by our plan. 

 
● The plan’s Pharmacy Directory. In most situations you must use a network pharmacy to get your 

covered drugs (see Chapter 5 for the details). The Pharmacy Directory has a list of pharmacies in the 
plan’s network. It also tells you which pharmacies in our network can give you a long-term supply of a 
drug (such as filling a prescription for a three-month’s supply). 

https://www.healthpartners.com/hp/insurance/medicare/
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Section 1.2 Types of out-of-pocket costs you may pay for covered drugs 
 

To understand the payment information we give you in this chapter, you need to know about the types of out-of-
pocket costs you may pay for your covered services. The amount that you pay for a drug is called “cost 
sharing,” and there are three ways you may be asked to pay. 

• The “deductible” is the amount you must pay for drugs before our plan begins to pay its share. 
• “Copayment” means that you pay a fixed amount each time you fill a prescription. 
• “Coinsurance” means that you pay a percent of the total cost of the drug each time you fill a 

prescription. 

SECTION 2 What you pay for a drug depends on which “drug payment stage” you 
are in when you get the drug 

 

Section 2.1 What are the drug payment stages for plan members? 
 
As shown in the table below, there are “drug payment stages” for your prescription drug coverage under the 
plan. How much you pay for a drug depends on which of these stages you are in at the time you get a 
prescription filled or refilled. Keep in mind you are always responsible for the plan’s monthly premium 
regardless of the drug payment stage. 
 

Stage 1 
Yearly Deductible Stage 

 

Stage 2 
Initial Coverage Stage 

Stage 3 
Coverage Gap Stage 

Stage 4 
Catastrophic Coverage 

Stage 
 

Because there is no 
deductible for the plan, 
this payment stage does 
not apply to you. 
 

You begin in this stage 
when you fill your first 
prescription of the year. 
 
During this stage, the plan 
pays its share of the cost 
of your drugs and you 
pay your share of the 
cost. 
 
You stay in this stage 
until your year-to-date 
“total drug costs” (your 
payments plus any Part D 
plan's payments) total 
$3,700. 
 
(Details are in Section 5 
of this chapter.) 
 

During this stage, you pay 
a $10 copayment for 
preferred generic drugs, a 
$10 copayment for 
generic drugs, a $30 
copayment for preferred 
brand drugs and a $50 
copayment for non-
preferred brand drugs. 
 
You stay in this stage 
until your year-to-date 
“out-of-pocket costs” 
(your payments) reach a 
total of $4,950. This 
amount and rules for 
counting costs toward this 
amount have been set by 
Medicare. 
 
(Details are in Section 6 
of this chapter.) 
 

During this stage, the 
plan will pay most of the 
cost of your drugs for the 
rest of the calendar year 
(through December 31, 
2017).  
 
(Details are in Section 7 
of this chapter.) 
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SECTION 3 We send you reports that explain payments for your drugs and which 
payment stage you are in 

 

Section 3.1 We send you a monthly report called the “Part D Explanation of Benefits” (the 
“Part D EOB”) 

 
Our plan keeps track of the costs of your prescription drugs and the payments you have made when you get 
your prescriptions filled or refilled at the pharmacy. This way, we can tell you when you have moved from one 
drug payment stage to the next. In particular, there are two types of costs we keep track of: 
 
● We keep track of how much you have paid. This is called your “out-of-pocket” cost. 
 
● We keep track of your “total drug costs.” This is the amount you pay out-of-pocket or others pay on 

your behalf plus the amount paid by the plan. 
 
Our plan will prepare a written report called the Part D Explanation of Benefits (it is sometimes called the “Part 
D EOB”) when you have had one or more prescriptions filled through the plan during the previous month. It 
includes:  
 
● Information for that month. This report gives the payment details about the prescriptions you have 

filled during the previous month. It shows the total drugs costs, what the plan paid, and what you and 
others on your behalf paid. 

 
● Totals for the year since January 1. This is called “year-to-date” information. It shows you the total 

drug costs and total payments for your drugs since the year began. 
 

Section 3.2 Help us keep our information about your drug payments up to date 
 
To keep track of your drug costs and the payments you make for drugs, we use records we get from pharmacies. 
Here is how you can help us keep your information correct and up to date: 
 
● Show your membership card when you get a prescription filled. To make sure we know about the 

prescriptions you are filling and what you are paying, show your plan membership card every time you 
get a prescription filled. 

 
● Make sure we have the information we need. There are times you may pay for prescription drugs 

when we will not automatically get the information we need to keep track of your out-of-pocket costs. 
To help us keep track of your out-of-pocket costs, you may give us copies of receipts for drugs that you 
have purchased. (If you are billed for a covered drug, you can ask our plan to pay our share of the cost. 
For instructions on how to do this, go to Chapter 7, Section 2 of this booklet.) Here are some types of 
situations when you may want to give us copies of your drug receipts to be sure we have a complete 
record of what you have spent for your drugs:  

 
○ When you purchase a covered drug at a network pharmacy at a special price or using a discount 

card that is not part of our plan’s benefit.  
 
○ When you made a copayment for drugs that are provided under a drug manufacturer patient 

assistance program. 
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○ Any time you have purchased covered drugs at out-of-network pharmacies or other times you 
have paid the full price for a covered drug under special circumstances. 

 
● Send us information about the payments others have made for you. Payments made by certain other 

individuals and organizations also count toward your out-of-pocket costs and help qualify you for 
catastrophic coverage. For example, payments made by an AIDS drug assistance program (ADAP), the 
Indian Health Service, and most charities count toward your out-of-pocket costs. You should keep a 
record of these payments and send them to us so we can track your costs. 

 
● Check the written report we send you. When you receive a Part D Explanation of Benefits (a Part D 

EOB) in the mail, please look it over to be sure the information is complete and correct. If you think 
something is missing from the report, or you have any questions, please call us at Member Services 
(phone numbers are printed on the back cover of this booklet). You can also receive your Part D EOBs 
online through your secure web mailbox at healthpartners.com instead of waiting to receive them in 
the mail. Please call Member Services if you are interested in this option (phone numbers are printed on 
the back cover of this booklet). Be sure to keep these reports. They are an important record of your drug 
expenses. 

 

SECTION 4 There is no deductible for the plan 
 

Section 4.1 You do not pay a deductible for your Part D drugs 
 
There is no deductible for the plan. You begin in the Initial Coverage Stage when you fill your first prescription 
of the year. See Section 5 for information about your coverage in the Initial Coverage Stage. 
 

SECTION 5 During the Initial Coverage Stage, the plan pays its share of your drug 
costs and you pay your share 

 

Section 5.1 What you pay for a drug depends on the drug and where you fill your prescription 
 
During the Initial Coverage Stage, the plan pays its share of the cost of your covered prescription drugs, and 
you pay your share (your copayment or coinsurance amount). Your share of the cost will vary depending on the 
drug and where you fill your prescription. 
 
The plan has five cost-sharing tiers 
 
Every drug on the plan’s Drug List is in one of five cost-sharing tiers. In general, the higher the cost-sharing tier 
number, the higher your cost for the drug: 
 
● Cost-Sharing Tier 1 (preferred generic drugs) is the lowest tier. Lower-cost, commonly used generic 

drugs are in this tier. 
 
● Cost-Sharing Tier 2 (generic drugs). Higher-cost, commonly used generic drugs are in this tier. 
 
● Cost-Sharing Tier 3 (preferred brand drugs). Brand drugs without a lower-cost generic therapeutic 

equivalent are in this tier. 
 
● Cost-Sharing Tier 4 (non-preferred brand drugs). Brand drugs with a lower-cost generic therapeutic 

equivalent available are in this tier. 
 

https://www.healthpartners.com/hp/index.html
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● Cost-Sharing Tier 5 (specialty drugs) is the highest tier. Unique and/or very high-cost generic and brand 
drugs are in this tier. 

 
To find out which cost-sharing tier your drug is in, look it up in the plan’s Drug List. 
 
Your pharmacy choices 
 
How much you pay for a drug depends on whether you get the drug from: 
 
● A retail pharmacy that is in our plan’s network 
 
● A pharmacy that is not in the plan’s network 
 
● The plan’s mail-order pharmacy 
 
For more information about these pharmacy choices and filling your prescriptions, see Chapter 5 in this booklet 
and the plan’s Pharmacy Directory. 
 
Generally, we will cover your prescriptions only if they are filled at one of our network pharmacies. Some of 
our network pharmacies also offer preferred cost-sharing. You may go to either network pharmacies that offer 
preferred cost-sharing or other network pharmacies that offer standard cost-sharing to receive your covered 
prescription drugs. Your costs may be less at pharmacies that offer preferred cost-sharing. 
 

Section 5.2 A table that shows your costs for a one month supply of a drug 
 
During the Initial Coverage Stage, your share of the cost of a covered drug will be either a copayment or 
coinsurance. 
 
“Copayment” means that you pay a fixed amount each time you fill a prescription. 
 
“Coinsurance” means that you pay a percent of the total cost of the drug each time you fill a prescription. 
 
As shown in the table below, the amount of the copayment or coinsurance depends on which cost-sharing tier 
your drug is in. Please note: 
 
● If your covered drug costs less than the copayment amount listed in the chart, you will pay that lower 

price for the drug. You pay either the full price of the drug or the copayment amount, whichever is 
lower. 

 
● We cover prescriptions filled at out-of-network pharmacies in only limited situations. Please see Chapter 

5, Section 2.5 for information about when we will cover a prescription filled at an out-of-network 
pharmacy. 
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Your share of the cost when you get a one-month supply of a covered Part D prescription drug: 
 

Tier Standard retail 
cost-sharing (in-
network) 
(up to a 30-day 
supply) 
 

Mail-order cost-
sharing 
(up to a 30-day 
supply) 
 

Long-term care 
(LTC) cost-
sharing 
(up to a 31-day 
supply) 
 

Out-of-network 
cost-sharing 
(Coverage is 
limited to certain 
situations; see 
Chapter 5 for 
details.) 
(up to a 30-day 
supply) 
 

Cost-Sharing Tier 
1 
(preferred generic 
drugs) 
 

$10 copayment 
 

$10 copayment 
 

$10 copayment 
 

$10 copayment 
 

Cost-Sharing Tier 
2 
(generic drugs) 

$10 copayment 
 

$10 copayment 
 

$10 copayment 
 

$10 copayment 
 

Cost-Sharing Tier 
3 
(preferred brand 
drugs) 
 

$30 copayment 
 

$30 copayment 
 

$30 copayment 
 

$30 copayment 
 

Cost-Sharing Tier 
4 
(non-preferred 
brand drugs) 
 

$50 copayment 
 

$50 copayment 
 

$50 copayment 
 

$50 copayment 
 

Cost-Sharing Tier 
5 
(specialty drugs) 
 

$50 copayment 
 

$50 copayment 
 

$50 copayment $50 copayment 

 

Section 5.3 If your doctor prescribes less than a full month’s supply, you may not have to pay 
the cost of the entire month’s supply 

 
Typically, the amount you pay for a prescription drug covers a full month’s supply of a covered drug. However 
your doctor can prescribe less than a month’s supply of drugs. There may be times when you want to ask your 
doctor about prescribing less than a month’s supply of a drug (for example, when you are trying a medication 
for the first time that is known to have serious side effects). If your doctor prescribes less than a full month's 
supply, you will not have to pay for the full month’s supply for certain drugs.  
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The amount you pay when you get less than a full month’s supply will depend on whether you are responsible 
for paying coinsurance (a percentage of the total cost) or a copayment (a flat dollar amount).  

• If you are responsible for coinsurance, you pay a percentage of the total cost of the drug. You pay the 
same percentage regardless of whether the prescription is for a full month’s supply or for fewer days. 
However, because the entire drug cost will be lower if you get less than a full month’s supply, the 
amount you pay will be less.  

• If you are responsible for a copayment for the drug, your copay will be based on the number of days of 
the drug that you receive. We will calculate the amount you pay per day for your drug (the “daily cost-
sharing rate”) and multiply it by the number of days of the drug you receive.  

o Here’s an example: Let’s say the copay for your drug for a full month’s supply (a 30-day supply) 
is $30. This means that the amount you pay per day for your drug is $1. If you receive a 7 days’ 
supply of the drug, your payment will be $1 per day multiplied by 7 days, for a total payment of 
$7.  

Daily cost-sharing allows you to make sure a drug works for you before you have to pay for an entire month’s 
supply. You can also ask your doctor to prescribe, and your pharmacist to dispense, less than a full month’s 
supply of a drug or drugs, if this will help you better plan refill dates for different prescriptions so that you can 
take fewer trips to the pharmacy. The amount you pay will depend upon the days’ supply you receive. 
 

Section 5.4 A table that shows your costs for a long-term (up to a 90-day) supply of a drug 
 
For some drugs, you can get a long-term supply (also called an “extended supply”) when you fill your 
prescription. A long-term supply is up to a 90-day supply. (For details on where and how to get a long-term 
supply of a drug, see Chapter 5, Section 2.4.) 
 
The table below shows what you pay when you get a long-term (up to a 90-day) supply of a drug. 
 
● Please note: If your covered drug costs less than the copayment amount listed in the chart, you will pay 

that lower price for the drug. You pay either the full price of the drug or the copayment amount, 
whichever is lower.  
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Your share of the cost when you get a long-term supply of a covered Part D prescription drug: 
 

Tier Standard retail cost-sharing 
(in-network) 
(up to a 90-day supply) 
 

Mail-order cost-sharing 
(up to a 90-day supply) 
 

Cost-Sharing Tier 1 
(preferred generic drugs) 

$30 copayment 
 

Mail-order pharmacy with preferred 
cost-sharing: $20 copayment 
 
Mail-order pharmacy with standard 
cost-sharing: $30 copayment 
 

Cost-Sharing Tier 2 
(generic drugs) 

$30 copayment 
 

Mail-order pharmacy with preferred 
cost-sharing: $20 copayment 
 
Mail-order pharmacy with standard 
cost-sharing: $30 copayment 
 

Cost-Sharing Tier 3 
(preferred brand drugs) 

$90 copayment 
 

Mail-order pharmacy with preferred 
cost-sharing: $60 copayment 
 
Mail-order pharmacy with standard 
cost-sharing: $90 copayment 
 

Cost-Sharing Tier 4 
(non-preferred brand drugs) 

$150 copayment 
 

Mail-order pharmacy with preferred 
cost-sharing: $100 copayment 
 
Mail-order pharmacy with standard 
cost-sharing: $150 copayment 
 

Cost-Sharing Tier 5 
(specialty drugs) 
 

A long-term supply is not 
available for drugs in Cost-
Sharing Tier 5 (specialty drugs). 
 

Mail-order is not available for drugs 
in Cost-Sharing Tier 5 (specialty 
drugs). 
 

 

Section 5.5 You stay in the Initial Coverage Stage until your total drug costs for the year reach 
$3,700 

 
You stay in the Initial Coverage Stage until the total amount for the prescription drugs you have filled and 
refilled reaches the $3,700 limit for the Initial Coverage Stage.  
 
Your total drug cost is based on adding together what you have paid and what any Part D plan has paid: 
 
● What you have paid for all the covered drugs you have gotten since you started with your first drug 

purchase of the year. (See Section 6.2 for more information about how Medicare calculates your out-of-
pocket costs.) This includes: 

 
○ The total you paid as your share of the cost for your drugs during the Initial Coverage Stage. 

 
● What the plan has paid as its share of the cost for your drugs during the Initial Coverage Stage. (If you 

were enrolled in a different Part D plan at any time during 2017, the amount that plan paid during the 
Initial Coverage Stage also counts toward your total drug costs.) 
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The Part D Explanation of Benefits (Part D EOB) that we send to you will help you keep track of how much 
you and the plan, as well as any third parties, have spent on your behalf during the year. Many people do not 
reach the $3,700 limit in a year.  
 
We will let you know if you reach this $3,700 amount. If you do reach this amount, you will leave the Initial 
Coverage Stage and move on to the Coverage Gap Stage. 
 

SECTION 6 During the Coverage Gap Stage, the plan provides some drug coverage 
 

Section 6.1 You stay in the Coverage Gap Stage until your out-of-pocket costs reach $4,950 
 
When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program provides 
manufacturer discounts on brand name drugs. You pay a $30 copayment for Tier 3 (preferred brand drugs) and 
a $50 copayment for Tier 4 (non-preferred brand drugs) after we factor in the manufacturer discounts. Both the 
amount you pay and the amount discounted by the manufacturer count toward your out-of-pocket costs as if you 
had paid them and move you through the coverage gap. 
 
You also receive some coverage for generic drugs. You pay a $10 copayment for Tier 1 (preferred generic) 
drugs and a $10 copayment for Tier 2 (generic) drugs (see Section 5.4 for your copayment amount for a long-
term supply), and the plan pays the rest. For generic drugs, the amount paid by the plan does not count toward 
your out-of-pocket costs. Only the amount you pay counts and moves you through the coverage gap. 
 
You continue paying the discounted price for brand name drugs, a $10 copayment for Tier 1 (preferred generic) 
drugs and a $10 copayment for Tier 2 (generic) drugs until your yearly out-of-pocket payments reach a 
maximum amount that Medicare has set. In 2017, that amount is $4,950. 
 
Medicare has rules about what counts and what does not count as your out-of-pocket costs. When you reach an 
out-of-pocket limit of $4,950, you leave the Coverage Gap Stage and move on to the Catastrophic Coverage 
Stage. 
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Section 6.2 How Medicare calculates your out-of-pocket costs for prescription drugs 
 
Here are Medicare’s rules that we must follow when we keep track of your out-of-pocket costs for your drugs. 
 

These payments are included in your out-of-pocket costs 

When you add up your out-of-pocket costs, you can include the payments listed below (as long as they are 
for Part D covered drugs and you followed the rules for drug coverage that are explained in Chapter 5 of 
this booklet): 

 
● The amount you pay for drugs when you are in any of the following drug payment stages: 
 

○ The Initial Coverage Stage. 
 
○ The Coverage Gap Stage. 
 

● Any payments you made during this calendar year as a member of a different Medicare prescription 
drug plan before you joined our plan. 

 
It matters who pays: 
 
● If you make these payments yourself, they are included in your out-of-pocket costs. 
 
● These payments are also included if they are made on your behalf by certain other individuals or 

organizations. This includes payments for your drugs made by a friend or relative, by most charities, 
by AIDS drug assistance programs, or by the Indian Health Service. Payments made by Medicare's 
“Extra Help” Program are also included. 

 
● Some of the payments made by the Medicare Coverage Gap Discount Program are included. The 

amount the manufacturer pays for your brand name drugs is included. But the amount the plan pays for 
your generic drugs is not included. 

 
Moving on to the Catastrophic Coverage Stage: 

 
When you (or those paying on your behalf) have spent a total of $4,950 in out-of-pocket costs within the 
calendar year, you will move from the Coverage Gap Stage to the Catastrophic Coverage Stage. 
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These payments are not included in your out-of-pocket costs 

When you add up your out-of-pocket costs, you are not allowed to include any of these types of payments 
for prescription drugs: 

● The amount you pay for your monthly premium. 

● Drugs you buy outside the United States and its territories. 

● Drugs that are not covered by our plan. 

● Drugs you get at an out-of-network pharmacy that do not meet the plan's requirements for out-of-
network coverage. 

● Non-Part D drugs, including prescription drugs covered by Part A or Part B and other drugs excluded 
from coverage by Medicare. 

● Payments you make toward prescription drugs not normally covered in a Medicare Prescription Drug 
Plan. 

● Payments made by the plan for your brand or generic drugs while in the Coverage Gap. 

● Payments for your drugs that are made by group health plans including employer health plans. 

● Payments for your drugs that are made by certain insurance plans and government-funded health 
programs such as TRICARE and the Veteran's Administration. 

● Payments for your drugs made by a third-party with a legal obligation to pay for prescription costs (for 
example, Worker's Compensation). 

Reminder: If any other organization such as the ones listed above pays part or all of your out-of-pocket 
costs for drugs, you are required to tell our plan. Call Member Services to let us know (phone numbers are 
printed on the back cover of this booklet). 

How can you keep track of your out-of-pocket total? 
● We will help you. The Part D Explanation of Benefits (Part D EOB) report we send to you includes 

the current amount of your out-of-pocket costs (Section 3 in this chapter tells about this report). When 
you reach a total of $4,950 in out-of-pocket costs for the year, this report will tell you that you have left 
the Coverage Gap Stage and have moved on to the Catastrophic Coverage Stage. 

● Make sure we have the information we need. Section 3.2 tells what you can do to help make sure that 
our records of what you have spent are complete and up to date. 
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SECTION 7 During the Catastrophic Coverage Stage, the plan pays most of the cost 
for your drugs 

 

Section 7.1 Once you are in the Catastrophic Coverage Stage, you will stay in this stage for the 
rest of the year 

 
You qualify for the Catastrophic Coverage Stage when your out-of-pocket costs have reached the $4,950 limit 
for the calendar year. Once you are in the Catastrophic Coverage Stage, you will stay in this payment stage until 
the end of the calendar year. 
 
During this stage, the plan will pay most of the cost for your drugs. 
 
● Your share of the cost for a covered drug will be either coinsurance or a copayment, whichever is the 

larger amount: 
 

○ –either – coinsurance of 5% of the cost of the drug 
 
○ –or –  $3.30 for a generic drug or a drug that is treated like a generic and $8.25 for all other 

drugs. 
 
However, your share of the cost of a covered drug will be capped at: 
 
○ For Tier 1 (preferred generic drugs), the lesser of 5% of the cost of the drug or $10; 
 
○ For Tier 2 (generic drugs), the lesser of 5% of the cost of the drug or $10; 
 
○ For Tier 3 (preferred brand drugs), the lesser of 5% of the cost of the drug or $30; 
 
○ For Tier 4 (non-preferred brand drugs), the lesser of 5% of the cost of the drug or $50; 
 
○ For Tier 5 (specialty drugs), the lesser of 5% of the cost of the drug or $50. 
 

● Our plan pays the rest of the cost. 
 

SECTION 8 What you pay for vaccinations covered by Part D depends on how and 
where you get them 

 

Section 8.1 Our plan may have separate coverage for the Part D vaccine medication itself and 
for the cost of giving you the vaccine 

 
Our plan provides coverage of a number of Part D vaccines. We also cover vaccines that are considered medical 
benefits. You can find out about coverage of these vaccines by going to the Medical Benefits Chart in Chapter 
4, Section 2.1. 
 
There are two parts to our coverage of Part D vaccinations: 
 
● The first part of coverage is the cost of the vaccine medication itself. The vaccine is a prescription 

medication. 
 
● The second part of coverage is for the cost of giving you the vaccine. (This is sometimes called the 

“administration” of the vaccine.) 
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What do you pay for a Part D vaccination? 
 
What you pay for a Part D vaccination depends on three things: 
 

1. The type of vaccine (what you are being vaccinated for).  
 

○ Some vaccines are considered medical benefits. You can find out about your coverage of 
these vaccines by going to Chapter 4, Medical Benefits Chart (what is covered and what 
you pay). 

 
○ Other vaccines are considered Part D drugs. You can find these vaccines listed in the 

plan’s List of Covered Drugs (Formulary).  
 

2. Where you get the vaccine medication. 
 
3. Who gives you the vaccine. 

 
What you pay at the time you get the Part D vaccination can vary depending on the circumstances. For example:  
 
● Sometimes when you get your vaccine, you will have to pay the entire cost for both the vaccine 

medication and for getting the vaccine. You can ask us to pay you back for our share of the cost.  
 
● Other times, when you get the vaccine medication or the vaccine, you will pay only your share of the 

cost. 
 
To show how this works, here are three common ways you might get a Part D vaccine. Remember you are 
responsible for all of the costs associated with vaccines (including their administration) during the Coverage 
Gap Stage of your benefit. 
 
Situation 1:  You buy the Part D vaccine at the pharmacy and you get your vaccine at the network pharmacy. 

(Whether you have this choice depends on where you live. Some states do not allow pharmacies 
to administer a vaccination.) 

 
● You will have to pay the pharmacy the amount of your coinsurance or copayment for the 

vaccine and the cost of giving you the vaccine.  
 
● Our plan will pay the remainder of the costs.  

 
Situation 2: You get the Part D vaccination at your doctor’s office.  
 

● When you get the vaccination, you will pay for the entire cost of the vaccine and its 
administration. 

 
● You can then ask us to pay our share of the cost by using the procedures that are 

described in Chapter 7 of this booklet (Asking us to pay our share of a bill you have 
received for covered medical services or drugs). 

 
● You will be reimbursed the amount you paid less your normal coinsurance or copayment 

for the vaccine (including administration) less any difference between the amount the 
doctor charges and what we normally pay. (If you get “Extra Help,” we will reimburse 
you for this difference.) 
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Situation 3: You buy the Part D vaccine at your pharmacy, and then take it to your doctor’s office where they 
give you the vaccine.  

 
● You will have to pay the pharmacy the amount of your coinsurance or copayment for the 

vaccine itself. 
 
● When your doctor gives you the vaccine, you will pay the entire cost for this service. You 

can then ask us to pay our share of the cost by using the procedures described in Chapter 
7 of this booklet. 

 
● You will be reimbursed the amount charged by the doctor for administering the vaccine 

less any difference between the amount the doctor charges and what we normally pay. (If 
you get “Extra Help,” we will reimburse you for this difference.) 

 

Section 8.2 You may want to call us at Member Services before you get a vaccination 
 
The rules for coverage of vaccinations are complicated. We are here to help. We recommend that you call us 
first at Member Services whenever you are planning to get a vaccination. (Phone numbers for Member Services 
are printed on the back cover of this booklet.) 
 
● We can tell you about how your vaccination is covered by our plan and explain your share of the cost. 
 
● We can tell you how to keep your own cost down by using providers and pharmacies in our network. 
 
● If you are not able to use a network provider and pharmacy, we can tell you what you need to do to get 

payment from us for our share of the cost. 
 

SECTION 9 Do you have to pay the Part D “late enrollment penalty”? 
 

Section 9.1 What is the Part D “late enrollment penalty”? 
 
Note: If you receive “Extra Help” from Medicare to pay for your prescription drugs, you will not have to pay a 
late enrollment penalty. The late enrollment penalty is an amount that is added to your Part D premium. You 
may owe a late enrollment penalty if at any time after your initial enrollment period is over, there is a period of 
63 days or more in a row when you did not have Part D or other creditable prescription drug coverage. 
(“Creditable prescription drug coverage” is coverage that meets Medicare’s minimum standards since it is 
expected to pay, on average, at least as much as Medicare’s standard prescription drug coverage.) The amount 
of the penalty depends on how long you waited to enroll in a creditable prescription drug coverage plan any 
time after the end of your initial enrollment period or how many full calendar months you went without 
creditable prescription drug coverage. You will have to pay this penalty for as long as you have Part D 
coverage. 
 
The late enrollment penalty is added to your monthly premium. When you first enroll in our plan, we let you 
know the amount of the penalty.  
 
Your late enrollment penalty is considered part of your plan premium. If you do not pay your late enrollment 
penalty, you could lose your prescription drug benefits for failure to pay your plan premium.  
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Section 9.2 How much is the Part D late enrollment penalty? 
 
Medicare determines the amount of the penalty. Here is how it works: 
 
● First count the number of full months that you delayed enrolling in a Medicare drug plan, after you were 

eligible to enroll. Or count the number of full months in which you did not have creditable prescription 
drug coverage, if the break in coverage was 63 days or more. The penalty is 1% for every month that 
you didn’t have creditable coverage. For example, if you go 14 months without coverage, the penalty 
will be 14%. 

 
● Then Medicare determines the amount of the average monthly premium for Medicare drug plans in the 

nation from the previous year. For 2017, this average premium amount is $35.63. 
 
● To calculate your monthly penalty, you multiply the penalty percentage and the average monthly 

premium and then round it to the nearest ten cents. In the example here it would be 14% times $35.63, 
which equals $4.99. This rounds to $5.00. This amount would be added to the monthly premium for 
someone with a late enrollment penalty. 

 
There are three important things to note about this monthly late enrollment penalty: 
 
● First, the penalty may change each year, because the average monthly premium can change each year. 

If the national average premium (as determined by Medicare) increases, your penalty will increase. 
 
● Second, you will continue to pay a penalty every month for as long as you are enrolled in a plan that 

has Medicare Part D drug benefits. 
 
● Third, if you are under 65 and currently receiving Medicare benefits, the late enrollment penalty will 

reset when you turn 65. After age 65, your late enrollment penalty will be based only on the months that 
you don’t have coverage after your initial enrollment period for aging into Medicare. 

 

Section 9.3 In some situations, you can enroll late and not have to pay the penalty 
 
Even if you have delayed enrolling in a plan offering Medicare Part D coverage when you were first eligible, 
sometimes you do not have to pay the late enrollment penalty. 
 
You will not have to pay a penalty for late enrollment if you are in any of these situations: 
 
● If you already have prescription drug coverage that is expected to pay, on average, at least as much as 

Medicare’s standard prescription drug coverage. Medicare calls this “creditable drug coverage.” 
Please note: 

 
○ Creditable coverage could include drug coverage from a former employer or union, TRICARE, 

or the Department of Veterans Affairs. Your insurer or your human resources department will 
tell you each year if your drug coverage is creditable coverage. This information may be sent to 
you in a letter or included in a newsletter from the plan. Keep this information, because you may 
need it if you join a Medicare drug plan later. 

 
■ Please note: If you receive a “certificate of creditable coverage” when your health 

coverage ends, it may not mean your prescription drug coverage was creditable. The 
notice must state that you had “creditable” prescription drug coverage that expected to 
pay as much as Medicare's standard prescription drug plan pays. 
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○ The following are not creditable prescription drug coverage: prescription drug discount cards, 

free clinics, and drug discount websites. 
 
○ For additional information about creditable coverage, please look in your Medicare & You 2017 

Handbook or call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-
2048. You can call these numbers for free, 24 hours a day, 7 days a week. 

 
● If you were without creditable coverage, but you were without it for less than 63 days in a row. 
 
● If you are receiving “Extra Help” from Medicare. 
 

Section 9.4 What can you do if you disagree about your late enrollment penalty? 
 
If you disagree about your late enrollment penalty, you or your representative can ask for a review of the 
decision about your late enrollment penalty. Generally, you must request this review within 60 days from the 
date on the letter you receive stating you have to pay a late enrollment penalty. Call Member Services to find 
out more about how to do this (phone numbers are printed on the back cover of this booklet). 
 
Important: Do not stop paying your late enrollment penalty while you’re waiting for a review of the decision 
about your late enrollment penalty. If you do, you could be disenrolled for failure to pay your plan premiums. 
 

SECTION 10 Do you have to pay an extra Part D amount because of your income? 
 

Section 10.1 Who pays an extra Part D amount because of income? 
 
Most people pay a standard monthly Part D premium. However, some people pay an extra amount because of 
their yearly income. If your income is $85,000 or above for an individual (or married individuals filing 
separately) or $170,000 or above for married couples, you must pay an extra amount directly to the government 
for your Medicare Part D coverage. 
 
If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a letter telling you 
what that extra amount will be and how to pay it. The extra amount will be withheld from your Social Security, 
Railroad Retirement Board, or Office of Personnel Management benefit check, no matter how you usually pay 
your plan premium, unless your monthly benefit isn’t enough to cover the extra amount owed. If your benefit 
check isn’t enough to cover the extra amount, you will get a bill from Medicare. You must pay the extra 
amount to the government. It cannot be paid with your monthly plan premium. 
 

Section 10.2 How much is the extra Part D amount? 
 
If your modified adjusted gross income (MAGI) as reported on your IRS tax return is above a certain amount, 
you will pay an extra amount in addition to your monthly plan premium.  
 
The chart below shows the extra amount based on your income.  
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If you filed an 
individual tax return 
and your income in 
2015 was: 

If you were married 
but filed a separate 
tax return and your 
income in 2015 was: 

If you filed a joint 
tax return and your 
income in 2015 was: 

This is the monthly 
cost of your extra 
Part D amount (to 
be paid in addition 
to your plan 
premium) 

Equal to or less than 
$85,000  

Equal to or less than 
$85,000 

Equal to or less than 
$170,000  $0 

Greater than $85,000 
and less than or equal 
to $107,000  

 Greater than 
$170,000 and less 
than or equal to 
$214,000  

$13.30 

Greater than $107,000 
and less than or equal 
to $160,000  

 Greater than 
$214,000 and less 
than or equal to 
$320,000  

$34.20 

Greater than $160,000 
and less than or equal 
to $214,000  

Greater than $85,000 
and less than or equal 
to $129,000 

Greater than 
$320,000 and less 
than or equal to 
$428,000  

$55.20 

Greater than $214,000  Greater than $129,000 Greater than 
$428,000  $76.20 

 

Section 10.3 What can you do if you disagree about paying an extra Part D amount? 
 
If you disagree about paying an extra amount because of your income, you can ask Social Security to review the 
decision. To find out more about how to do this, contact Social Security at 1-800-772-1213 (TTY 1-800-325-
0778). 

Section 10.4 What happens if you do not pay the extra Part D amount? 
 
The extra amount is paid directly to the government (not your Medicare plan) for your Medicare Part D 
coverage. If you are required to pay the extra amount and you do not pay it, you will lose your prescription drug 
coverage. 
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