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Agenda

e Explanation of MMA and who it affects

e Explanation of existing public medical insurance
programs

e Enrollment for PDP
e Prescription Drug Plans (PDPs)

e Cost Sharing
— Low Income Subsidy (LIS) —“ExtraHelp”

e Formulary Issues/Appeals
e Helpful websites and resources and dates
e Questions

*The explanation of existing M edicare/M edicaid programsisoptional if the
audienceisfamiliar with these programs. Theideaisnot to get bogged down by
them, just to have them there asa reference.



MMA: What isit?

e “Medicare Prescription Drug Improvement,and
Modernization Act”

e aka“Medicare Modernization Act” (MMA)

e Addsa voluntary outpatient prescription drug
benefit beginning Jan.1, 2006.

e AkaMedicare Part D

MM A istheresult of the Bush administration’s Medicarereform bill.

A new law from 12/03 which introduces the most comprehensive changesin
Medicare since it’sinception in 1965.

MMA currently features a prescription drug discount card which was
poorly subscribed in most states. When the Part D takes effect, the discount
card will be phased out.

Theprimary feature of the MMA isthe Part D benefit for Medicare
beneficiaries.

Theterm voluntary isrelative because for some peopleit is essential that
they sign up now for a Part D plan in order to not incur late enrollment
penalties or asa replacement to existing cover age.

Those for whom it istruly optional are those who have no existing drug
cover age, and those who have coverage from another source, e.g. aretiree
or employee plan which isequal to or better than the Medicare plan.



Sour ces of Rx Coverage for Medicare
Beneficiaries, 2003

No Drug Coverage
10.1 million
25%

Most likely to fully
transfer to Part D
and have biggest
upside in utilization

N 100% transfer from
Dual eligible Medicaid to Part D

6.4 million mandated by law
16%

Source: Kaiser Family Foundation

*Thegreen section of this slide showsthat 25% of Medicar e beneficiaries have
no prescription drug coverage.

*Theroyal blue section showsthat 16% of M edicare beneficiariesare“dual
eligible’ with both Medicare and Medicaid.



Current Medical I nsurance Programs:

Medicaid

Prescription Advantage

Medicare

- Medicare A

- MedicareB

- Medicare C (Medicare Advantage)
- Medigap/M edicar e supplements
Medicare Savings Programs (M SPs)

Medigap coverage

*Thereisadizzying array of programswhich | will briefly review. Theseare
here mostly for you reference as needed.

*Medicaid and Prescription Advantage ar e two state-administered programs.

Medicareisthefederally administered program for the elderly and some
disabled and comesin many flavors (A<B<C, and now d)

*Medicareand Medicaid arerun on thefederal level by Center for Medicare
and Medicaid Services (CMS), formerly known as HICFA.



M edicaid
e Federal and State funded

e State-operated; varies from state to state
— MassHealth in MA

e low income all ages
e 50 million nationwide

*Federal and State Funded...
eHalf ispaid by the feds and half by the states.
*State Operated...

*Medicaid iscalled MassHealth in MA. Thisisa potential sour ce of
confusion because mailingsfrom CM Srefer to “Medicaid,” and do not
use the state specific program name.

*In MA, MassHealth currently provides prescription drug cover age.
Not all states provide prescription drug cover age.

L ow income...
In therange of up to 3x Federal Poverty L evel



| mportant!

e Those eligible for Medicaid (MassHealth) only
will not be affected by Part D.

e MassHealth prescription drug benefits will
continue asis.

*Thisisimportant to note because of this confusing issue.

*Patients could misconstrue that MassHealth will no longer be covering drugs
after Jan 1. ( That istrue only for dual eligibles after Jan 1)

eMass Health clients need to hold on to their MassHealth cards



Prescription Advantage

e State Pharmacy Assistance Program
(SPAP)

e Current prescription drug coverage for
seniors with no income limit and
disabled with some income limits

e Premiums based on income level
e ~77,000 membersin MA

*Thesetypes of programs (SPAPS) cameinto being to address the prescription
drug needs of low income elderly and disabled populations who did not qualify
for Medicaid and hence had no drug coverage in the absence of M edicare
prescription drug coverage.

*Prescription Advantageis MA’s SPAP.



Medicare

e Federal dollars

e No income limit, over 65 and some disabled
e 41 million nationwide

e Currently partsA,B, and C

e Heretofore, no outpatient prescription drug
coverage in fee for service plans (A,B)

eCameinto being during the Johnson administration.



Medicare Part A

e Covers costs including medication costs for
Inpatient staysin
—- Hospitals,
— Skilled Nursing Facilities (SNF's)
— Hospice
— And for home health care for homebound

e Premiums paid by Medicare tax after 10 year work
history by beneficiary or spouse

*Premiums...

 several hundred dollars per month but most individuals do not see
these premiums as they have been paid by the M edicar e tax through
their working years.
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Medicare Part B

e Supplemental outpatient insurance
e physician services
elabs
e ambulatory surgical services
e outpatient mental health
e Medications given in physician’s offices

e $88.00/month premium for 2006

*The outpatient mental health benefits come with a 50% co-pay as opposed to
20% co-pay for other services, hencethe“ parity” discussions.

*Some medications...

* non-self administered injectables given in conjunction with a physician
service.

*Decanoates are currently paid for by part B and as an outpatient
prescription by MassHealth.

*Thereiscurrent confusion about decanaotes;, some information from
CM S suggests they would be covered under both part D and B.
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Medicare Part C/Medicare Advantage

e Managed care option

- Medicare A and B services and additional
benefits

e Not feefor service
e Premiums $50.00 - $100/month

*Some examplesin MA include
Tufts,
BC/BS,
Fallon Sr.

*In publicationsfrom CMS, the abbreviation MA stands for
M edicar e Advantage, not M assachusetts!

*E.g. MA-PD on CM Sweb tool standsfor Medicare
Advantage Prescription Drug Plan.
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M edicar e Supplements/M edigap

e Private plans designed to fill gapsin
Medicare including prescription drug
coverage.

e Premiums example, $513/month

e Plans with prescription drug coverage will no
longer be sold to new subscribers after Jan. 1.

Examplesin MA
BC/BSMed Ex and Med Ex Gold
United AARP
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M edicar e Savings Programs

e QMB, SLIMB, QIs

e Medicaid pays the Medicare premiums

— for these low income individual s who do not
qualify for Medicaid.

e ~16,000 in MA

*AKA “Quimby, Slimby”; Standsfor Qualified Medicar e Beneficiary,
Specified Low Income M edicar e Beneficiary, Qualified Individual

*Medicaid paysthe Medicare premium but they don’t get M edicaid benefits.
*They arenot considered dual eligible.
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Department of Mental Health (DMH)
e Approximately 20,000 clients

- 10503 Medicare clients (52%)
¢ 1400 Medicare only (7%)

- 16270 MassHeadlth clients
e 7100 MassHealth only (36%)

_ 9100 dud eligible (45%)
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Medicare Part D Prescription Drug
Coverage
Who is Eligible?

e Full benefit “dual eligibles’

— Medicaid with prescription drug benefits AND
Medicare

e Medicare A and/or B

— Includes institutionalized Long Term Care (LTC)
Medicare beneficiaries.
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Who is Eligible? (con’t)
e Ingtitutionalized Long Term Care (LTC) Medicare
beneficiaries.
—- LTC facility initially defined as skilled nursing
facility (SNF).
— Definition recently expanded under MMA to
include
e mental retardation institutions (ICF/MRs),
e inpatient psychiatric hospitals

*Thecriteriafor along term carefacility haveto do with receipt of Medicare
and Medicaid payments.

*Thisdefinition includesDMH inpatient facilities.

*Theimplicationsinvolve phar macy billing which is still being worked out in
DMH facilities.
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Important! Dual Eligibles

e Asof January 1, 2006, there will be no more
federally funded Medicaid prescription drug
coverage for Part D covered drugs for full benefit
dual eligibles.

e Dual Eligibles will need to be enrolled in a Part D
plan in order to get any prescription drug coverage.

*In MA 187,000 full-benefit dual eligibles.
*6,000,000 duals nationwide.

A significant number of individuals with schizophrenia and in long-term care
aredual dligible.
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Dual Eligibles- Enrollment

e Auto-enrollment (random) of dual eligibleswill begin
10/05 so as to ensure coverage by the 1/1/06 start
date.

e Dualswho are auto-enrolled in 10/05 can change
plans from 11/15/05 — 12/31/05 to begin coverage
1/1/06.

e Duals can change plans monthly thereafter.

— New plan will take effect 1st day of month after new
enrollment.

*Auto-enrollment...
*Dualsarerecognized in the MM A as a vulnerable population.

*They are being auto-enrolled by CM Sto ensurethat thereisnogap in
cover age after Jan 1 when their Medicaid outpatient prescription
benefitswill end.

*Random selection into a standard or basic (low cost) plan with
premiums under $30.

*Duals should receive a letter in October telling them which plan they
have been auto-enrolled in.

*Dualswho areauto enrolled...

*Therest of Medicare beneficiarieswould berestricted to an annual
open enrollment period. Duals have a special enrollment statusto
endure flexibility in thisgenerally sicker population.

*Duals may need tore-enroll in a different plan that meetstheir needs (Drugs,
local pharmacies) which they can do during the open enrollment period.
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Enrollment
e Coverage begins 1/1/06

e Open enrollment 11/15/05 - 5/15/06 (not retroactive to
1/1/06)

e L ate Enrollment Penalties may Apply

—- 1% LIFETIME premium penalty for every eligible
month not enrolled

e Facilitated Enrollment starting 6/1/05

— Auto-enrollment of non-enrolled low income
Medicare only to avoid penalties.

*Open Enrollment

«Coverage beginson 1/1/06 even if you enroll on 12/31/05. But if you
enroll after 1/1/06, the coverage isnot retroactive to 1/1/06.

o[ ate Enrollment

*If thereisalapsein creditable coverage after the enrollment period,
therewill bea 1% premium penalty added to premiumsfor every
month not enrolled. Penalty remains For LIFE.

*At 1%/month, that would be approx. $.30/month.

*Thepenaltiesare similar to those in placefor late enrollment in
Medicare A/B. Likeother insurance products, if you wait until thereis
an event to get insured, insurance will be more expensive and difficult to
obtain.

L ate enrollment penaltiesdo not apply to Duals. If duals are missed
they will beretroactively enrolled.

*Facilitated Enrollment

*CM S will be automatically enrolling low income, i.e. M edicar e Savings
Program members and identified low income Medicar e beneficiaries
who have not enrolled by 6/1/05 so that these beneficiaries can avoid
penalties, (e.g. people who have been approved for LIS but not enrolled
in aplan; not duals) .



Creditable Coverage

e EXisting prescription drug coverage needs to meet
Medicare standards referred to as “ creditable
coverage’.

e Asgood as or better than standard or basic PDP
plan coverage.

e EXxisting plans need to notify their beneficiaries as
to whether or not the plan meets “ creditable
coverage’ criteria

e |f not, they will incur penaltiesif they enroll later.

*Health plans need to send notification by letter or newsletter asto whether or
not they meet “ creditable coverage standards’.

eInstruct peopleto hold onto those lettersin case need to prove creditable
coverage later, e.qg. if their retirement coverage ends or they opt for Medicare
Part D later.

*Previousreferenceto “voluntary” nature of Part D refersto folkswith
creditable coverage who always have the option to enroll in Part D during open
enrollment and will not incur penaltiesif they have had “ creditable cover age’
all along.
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SUMMARY

e Every Medicare beneficiary needsto make a
decision:

— If creditable coverage currently, Part D or current
private plan

- If not creditable coverage, choose a Part D plan
ininitial enrollment period or face lifetime
penalties.
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SUMMARY

e Enrollment

— Auto-enrollment of duals will occur this month;
look for letter from Medicare.

— Open enrollment for al beneficiaries 11/15/05 —
5/15/06

— Facilitated enrollment for Medicare Savings
Program members and other |low-income non-
dual who have not enrolled by 5/15/06.

*Auto enrolled

*Prescription Advantage; will also be auto-enrolled and will be required
to apply for the low-income subsidy watch for mailings.

*Open Enrollment...
for all beneficiariesincluding M edicar e Savings Program Members.

*Medicare Advantage — should hear from their plan about their offered
PDP’s.

*Facilitated Enrollment;

*CM S will identify M SP member s and people who have been approved
for LISwho have not yet enrolled and will auto-enroll them so asto not
incur penalties.
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Medicare Part D Prescription Drug
Plans (PDPs)

e Medicare (CMYS) is contracting with private plans to
administer the drug benefit. These plans bid to
CMSto service entire regions.

e The drug benefit will be managed by the private
sector PDP and reimbursed by CMS.

*Thedrug benefit...

*Some estimates state that the feder al gover nment could be the
purchaser of up to 50% of US pharmaceuticalsin the future.

«(Estimates based on multiple sources: U.S. Census Bureau; Kaiser Family Foundation; Health Day News; NIH)
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PDP Regions

e MA isinthe Central New England region with
Rhode Idland, Vermont, and Connecticut.

e CMSgoal of two PDPs per region for competition.
e 10 national organizations covering multiple regions.

e 44 stand alone plans offered by 17 organizations
sponsoring plansin our region.

e 11 planswith premiums at or below low income
subsidy benchmark

*10 National Organizations
*Aetna, Cigna Pacificare, Medco to name a few.
*44 stand alone...

*“stand alone“ refersto a non Medicare Advantage Plan, a free standing
plan.

11 plans...

*These arethe plansthat dualswill be auto-enrolled into. No
premium for dualsfor monthly premium <$30.27.

25



MASSPDP’s
e Aetna-3 o $38-$66
e BC/BS-3 e $29-3$50
e Cigna 3 o 337-%51
e Coventry -3 o $19-$42
e Health Net - 2 o 320, $24
e Humana-3 o $7-$55
e Medco e $30
e MemberHealth o $31-$44
e Unicare- 3 o $19-$36
e www.medicare.gov/medic

ar erefor m/mapdpdocs/P

DPL andscapema.pdf

*These are some samples of Mass PDPs. They are available on CM S website
www.medicar e.gov/medicar er efor m/mapdpdocs/PDPL andscapema.pdf

*Asyou can see, thereisawide range of monthly premiums. The benchmark
average price CM S was shooting for was $32 and they camein at $30.

eBasic or standard and enhanced coverage. Some of the enhanced packagesare
coming in at under $30 which hasrelevancein our discussion of thelow income
subsidy.



PDP Variables

e Formulary

e Benefit Management Tools
e Premiums

e Deductibles

e Co-pays/co-insurance

e Participating pharmacies
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How to Choose a PDP

e Medicare and Y ou handbook currently being
mailed to all beneficiaries with plan info.

e Www.medicare.gov
- Plan Finder Tool
- Formulary Finder
e Other local resources (see dlide at end of
presentation)
- SHINE
- MassMedline

*Medicare and You istheannual mailing from Medicare and isthe only
mailing about Part D that isgoing to all beneficiaries. It will contain plan
information.

|t was sent out with a significant error which isnow corrected.
*www.medicar e.gov
*Geared to beneficiaries.

eFormulary Finder tool. Plugin medicinesand state and it will give
plans which cover those meds.

*Plan finder tool asksfor beneficiary name, ss#, etc and walks through,
askswhat variables you want to base choice on, etc. Gives plan contact
info.

*No standard application done through Medicare! The plan finder tool
directsyou to the plan for an application.

*Mass Medlineisrun by the Mass College of Phar macy and has staffed up to
assist with plan choice.

*SHINE isa SHIP (State Health I nsurance Assistance Program)

*Serving the Health Infor mation Needs of Elders; federal program of
local volunteer swho are medical insurance experts.
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How to Enroll

e Enrolling with aplan is how you enroll in
Medicare Part D.

e The plan will let Medicare know that
beneficiary is enrolled.

e Obtain application directly from the plan.

*MEDICARE AND YOU Handbook

*Error listed all PDP for Low Income Subsidy asno premium. Thisis
not true; only the basic, not “enhanced” plans, are no premium.

«Somein Congress are advocating to require CM Sto mail out correction.
*Currently correction isonly made on website.

*Plan finder; web-based tool; helps sort by premium and deductible price, plug
in medications, lists plansthat fit your criteria.

*Webcast not ready yet but slideswereif you want to take alook at plan finder.
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Cost Sharing

e Part D benefits entail significant cost-sharing
to minimize impact on federal deficit;

— monthly premiums,
— deductibles,

— tiered co-payments,
— formulary controls.

In order to assist with these costs, alow income subsidy is being offered to low
incomeindividuals. Next dlide.
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Low Income Subsidy (L1YS)
e “ExtraHelp”

e Social Security Administration (SSA)

e Partial subsidy 135% - 150% FPL
— Non duals

e Full subsidy

*CM Smailingsto beneficiariescall the LIS *“ExtraHelp.”

*Social security admin isprocessing LIS applications. They are currently
taking two monthsto process.

«Determinations ar e based on social security check size, no accessto | RS data.
*State Medicaid offices are also able to accept applications.
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Full Subsidy (L1S)

e No deductibles
e NO premiums
e Co-pays
—- $1- $3for 100% FPL for non-duals and duals

— $2-$5 at 100-135% FPL for higher income duals and
non-duals

— $0for institutionalized duals
e Deemed Eligible
- No need to apply; automatically enrolled by CM S
e Duals, SSI recipients, Medicar e Savings Program

*Full L1S coversdeductibles, premiums, co-insurance except for small co-pays.
*Deemed Eligible...

*A |etter went out in May informing duals and the above-mentioned
categoriesthat they are deemed eligible for the “extra help” and don’t
need to apply.

*If they didn’t get thisletter, SSA needsto be contacted.
*No premiums for basic plans.

*Dualswould have to pay premium differ ence between basic and
enhanced coverage if they desired a mor e expensive plan.

*Thisiswheretheerror in the Medicare and You handbook is. Gave
zero premium for all plansnot just the basic plans.

*$30.27 targeted benchmark premium. Some plans ar e enhanced
coverage still for < $30.27.

32



L ow Income Subsidy (con’t)

e Non-Deemed Eligible
— Need to apply
- < 150% FPL
— subsidies based on liquid assets

e In May - June 2005 applications were sent to 20
million Medicare beneficiaries thought to meet
income guidelines.

*Non-deemed
L iquid assets mean not primary home or onecar.

*Only 4 million have been returned. SSA hashired afirm to make 16
million phone callsto folksthey think are eligible based on SSA check
size. Determinations are currently taking several months.

*Applications are ableto completed on-line or call SSA for an application (not
downloadable).
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Current MassHealth Costsvs. MM A

e Current out-of-pocket limit of $200.00 for
MassHealth

e $1/$3 co-pays (optional; pharmacists hasto
dispense by law)

e Under MMA, thereis no requirement for
pharmacies to dispense the drug when not receiving
aco-pay.

I n fact pharmacists ar e expected to collect co-payswith few (non-routine, non
advertised exceptions).



* Thisisimpossible to under stand.
*Thisisthe standard benefit.

*Plan cost sharingisactuarially equivalent to this standard
benefit.

eansit can’t get any worse. Plans can

ter benefits,e g. cover uncovered parts of

elsa_deductl

e Later in the plan thereisanother very M @ghgﬁg%gart D beneflt

t of poc“ug, bluereprwentswh? pocket Spend| ng

the “donut hole”. ‘
*Thedesign of thisissuch-that lower utilizerswill not whoIIyTOtal RX Cumul;
g- asin your car msurapceoS[)Gﬂ 0f-p0C|

ator

e
' $5,100 $3,60
$2,250 $75
$250 $25
Percent of Rx spend

» ~$42

edicare and Medicaid Services; Kaiser Family Foundation
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SUMMARY

e Low Income Subsidy;

— Deemed eligibles should have
received aletter.

— Other (non-deemed) low income
individuals should have received an
application.
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Formulary Review Guidance

e Two key requirements;
— Provision of medically necessary
treatment

— No discrimination against any
beneficiaries based on cost of their
treatment.

CM S Guiding Principles;
Relying on Best Practices,
Accessto medically necessary drugs
Flexible benefit design
Administrative efficiency
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Formulary Benefit Management Tools

e CMSwill scrutinize plans to make sure that
their use of toolsis not discriminatory.
— Tiered co-pays
— Step therapy
— Prior authorization
— Quantity limitations
— Generic substitution
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Pharmacy & Therapeutics Committee

e Required membership
— majority physicians
— pharmacists;

— at least one independent, elderly, disabled
specialists.

e Participate in coverage determinations.

*Roleisdefining policy for utilization management, access to non-formulary,
prior authorization, quantity limitations, generic substitution, etc. and
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Formulary Lists

e Best Practices from Medicaid and private sector
e Scrutiny of any “outliers’.

e Based on United States Pharmacopoeia list of

categories and classes of drugs

- www.usp.or g/pdf/drugl nfor mation/mmg/finalM odel Guidelines2004-12-31.pdf

- www.usp.or g/pdf/drugl nfor mation/mmg/attachments USPComments2004-12-
30.pdf

- Statutory Requirement: Formulary must require at
least two drugsin every category and class.

- CM S expectation: at least one drug from each type.
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USP M oddl Guidédlines

CATEGORY CLASS e.g. DRUGS
Antidepressants MAOI TypeA phenelzine
Reuptake
Inhibitors
Other bupropion,
mirtazapine
trazodone
Anxiolytics Antidepressants
Other buspirone
meprobamate

«Samplesfrom the USP (United States Phar macopoeia), a drug management

company.

*These guidelinesreflect statutory influence, e.g. benzodiazepines are not listed

as a class of anxiolytics.
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Formulary (con’t)

e Special scrutiny
— dementia,
— depression,
— bipolar disorder, and,
— schizophrenia

*CM S guided the PDP’s about populations and illnesses about which they were
especially concer ned.

CM S will scrutinize for accepted national treatment guidelinesindicative of
best practicefor, among along list of illnesses (e.g. asthma, diabetes, HPTN,
heart failure)

*Mental illnesses wer e featured prominently on thelist.
eFormularies made public Oct. 17, 2005
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“All or Substantially All”

e Formularieswill contain “all or substantially all” of
drugs within the following six classes;

— antidepressants,
antipsychotics
anticonvulsants
anteretrovirals
mmunosuppressants
antineoplastics

*These six classes represent an extra step toward protection of vulnerable
populations.

|t isa CM S expectation (but not statutory requirement) that all drugsin these
classes beincluded on plan formularies.
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“All or Substantially All”

e No prior authorization or step therapy for patients
“aready stabilized” on drugsin these classes.

e “Beneficiaries should be permitted to continue
utilizing adrug in these categories that is providing
clinically beneficial outcomes.”

e “...Interruption of therapy in these categories could
cause significant negative outcomes to beneficiaries
in a short timeframe.”

e However, expect that utilization management tools
will be used for new subscriptions.

*No PA... unlessthe plan can demonstrate extraordinary circumstances.
*This“all or substantially all” standard isin place for 2006 only.



PART D Excluded Drugs

e Drugsfor weight loss, weight gain
o Fertility

e Cosmetic

e OTC

e Part A or B covered drugs

e Benzos/Barbs

- Benzos/Barbs currently covered by
MassHealth.

- MassHealth will continue to cover.

— Prescription Advantage will cover
Benzos

*Medicare currently doesnot cover benzo’ s/barbs by statute over fears of
abuse/addiction.

*Thereisabill before Congressthat this benzo prohibition in the statute will be
repealed.

*Duals, don’t throw away the MassHealth card!
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Decanoates

e ?Part B or Part D covered drugs.

e Stay tuned.

*Current lack of clarity from CMSasto whether thesearepart B or D covered
drugs.
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Formulary (con’t)

e Plans can only change drug categories and
classes at beginning of each year.

e Plans can add/del ete/tier change monthly 30
days after approval by P& T committee.
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Summary

e All or substantially all psychiatric drugs covered for
those stabilized on the drugs for 2006.

e New prescriptions susceptible to benefit
management tools.

e Benzos covered by MassHealth and Prescription
Advantage




Formulary Transition Processes

e Transition Periods
— Theinitia roll-out
- New Medicare beneficiaries on an ongoing basis
— Switched PDPs

- Changesin treatment setting, e/g/ long term care
to outpatient
e Suggested Remedies
- Temporary first fill, e.g. 30 day supply
- Streamlined appeals process

*Transition Periods...

*To address needs of new enrollees stabilized on a drug regimen that is
not covered on PDP formulary during times of transition.

*CM S asked plansto plan for a scenario of a beneficiary presentingto a
phar macy without knowledge that a drugisnot covered. CMS
suggested 30 day supply.

*Bill before legislature from Romney administration to mandate MA
PDPsto provide 30 day supply.

*Thisisworth looking at in plan infor mation.

49



Appeals Process

e Coverage determination or Exception;

- Request if preferred drug is not an formulary or
in unfavorable formulary tier.

— PDP has 72 hours to make a written coverage
determination.

— Expedited 24 hours.

— Physician expedited requests automatically
approved.

*Exceptions processisthe 1% level of appeal. Askingthe PDP to make a formal
decision to coaver adrug not on itsformulary or preferred tier.

*A written cover age deter mination isthefirst step.
*Appeals process discussion is next.

*Expedited requests may be made if the standard timeline would be medically
inappropriate for your patient’s health condition.

*Expedited requests by physicians must be granted,
*soinstruct patientsto let physician make expedited requests.

*If the expedited requested is approved, the drug plan must make a decision
within 24 hoursor therequest movesto the next level of appeal.
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Cover age Deter mination/Exception

e Need to establish following conditions;

— Medically necessary
— Other drugs not as effective and/or
— Other drugs cause adverse effects

ol



Appeals Process (con’t)

e Six levels of appeal
— Coverage determination (Exception)
— PDP Redetermination
— Independent Review
— Administrative Law Judge
—- Medicare Appeals Court
— Federa Court
e Timeframes
— Standard 7 days
- Expedited 72 hrs

*Therearealso similar processesfor filing grievances against the plan.
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CM S Outreach Campaign

e Multi-phased message platform
- Awareness (January—-June 2005)
e Focus on Prevention and Develop Partnerships

— Decision (July—December 2005)
e Motivate and Educate Beneficiaries

- Urgency (January-June 2006)

e Target Beneficiariesthat have not yet enrolled in
order to avoid increased premiums
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Key Dates
e April, 2005. CMS outreach campaign begins.

e Mid May, 2005; Mailing to duals about deemed
eligibility for LIS.

e May 26, 2005; Mailing of LIS application by SSA.

e June 6, 2005; Final bids due on PDPs.

e October, 2005; PDP marketing begins, Formularies
public; Duals auto-enrolled.

e Nov. 15, 2005 - May 15, 2006; Open enrollment.

e Jan. 1, 2006; Part D coverage begins.

e June 1, 2006; Facilitated enrollment of all Medicare
Savings Program members and other low-income
subsidy individuals




Resour ces

Links for professionals:
www.cms.hhs.gov/medicarereform
www.cms.hhs.gov/mediearn/drugcoverage.asp

Links for Professionals and Consumers;
www.mentalhealthpartd.org

www.medicare.gov

*First addressis CM S Website. State specific info. Can get on list serve
(information, r eleases, announcements), All-State Calls.

*2nd address can be accessed from 1st. Has CM E/CEU Power Point.

*3rd addressis best web sitein my opinion. APA, NAMI, Assoc. Community
Psychiatrists

4" addressis geared to beneficiaries but also has plan finder and formulary
finder linkscritical to finding a plan.
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Resources
e Medicare e 1-800-MEDICARE

- www.medicare.gov

e Social Security
e 1-800-772-1213
e Www.socialsecurity.gov
e www.medicareoutreach.org/low
) _income_assistance.htm
e MassMedline o 1-866-633-1617
e Prescription Advantage o 1 gn0.243-4636 option 1

- www.800ageinfo.com

*Shine (Solving Health Infor mation Needs of Elders) isan essential resource
and can also be used as a plan finder resource. Will make app’tswith
individuals at Sr. Centers, setting up with computersin malls, etc.

*SHINE isa SHIP (State Health Infor mation Program), federally funded,
staffed largely by trained volunteers.

*Medicar e Outreach web address puts you on Shine's home page.
MassM Edlineis Mass College of Phar macy
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