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The Truth About Medicare: What Other Agents Won’t Tell You

This book is important because it delivers the unbiased, complete truth about Medicare,
what it covers, what it doesn’t, and what decisions truly protect your health and retirement
income. It serves as a comprehensive roadmap written to help readers understand every
part of Medicare with the same clarity used in training licensed professionals. While most
marketing materials or agent presentations focus only on the plans they sell, this book
goes beyond sales—it puts education first and empowers clients to make confident,
informed decisions about their healthcare coverage.

What Makes This Book Important

Medicare is not a single planit, a complex system with four interconnected parts, optional
drug coverage, and dozens of enrollment rules and deadlines. This book explains, in plain
language, how each option works and how each choice affects out-of-pocket costs.
Readers learn the differences between Original Medicare, Medicare Advantage, and
Medigap, with complete transparency about premiums, coinsurance, and coverage
limitations. It covers how late penalties work, what “creditable coverage” means, how to
avoid unnecessary costs, and how Medicare coordinates with employer or retiree
insurance.

Why Other Agents Won’t Tell You

Many agents are trained only to sell a particular type of Medicare plan—often a Medicare
Advantage plan—and may not mention alternative coverage that could be better suited for
your needs. Most clients are never told that Medicare Advantage and Medigap are
fundamentally different financial systems, or that certain choices can limit your ability to
switch coverage later. This book explains all sides of the conversation, including what
carriers and some agents may omit, like lifelong premium penalties, out-of-network
limitations, and annual policy changes hidden in plan documents.



How This Book Protects You

The guide includes enrollment timelines, cost breakdowns, plan structures, and
comparisons between all Medicare paths. It is written for the purpose of education, not
persuasion, ensuring you understand how to:

¢ Avoid lifetime penalties for late enrollment in Parts B or D

¢ ldentify when to choose Medigap versus Medicare Advantage

e Recognize hidden costs and coverage gaps before they happen

e Coordinate Medicare benefits with your existing insurance or retirement plan
The Value of Independent Information

Unlike sales brochures or partial plan summaries, this book serves as your reference
manual for the entire Medicare system—combining federal rules, real explanations, and
up-to-date policy changes for 2025-2026. It represents a commitment to transparency and
long-term trust: ensuring that when clients read it, they are equipped to make decisions
confidently, regardless of which agent or company they work with.

In short, other agents may focus on what you buy. This book focuses on what you learn—
because informed decisions are the foundation of lasting financial and health security.
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Chapter One

Introduction to Medicare

Medicare is a cornerstone of the American healthcare system, providing essential health
insurance coverage to millions of older adults and certain younger individuals with
disabilities or specific medical conditions. Since its inception in 1965, Medicare has
evolved to address the changing needs of the U.S. population, ensuring access to a broad
range of medical services and financial protection against high healthcare costs.

The Origins and Purpose of Medicare

Medicare was established by the federal governmentin 1965, during a period when many
older Americans struggled to obtain affordable health insurance. The program was signhed
into law by President Lyndon B. Johnson, marking a significant milestone in U.S. social
policy. The primary goal was to provide health insurance to people aged 65 and older,
regardless of income or medical history, at a time when private insurers often denied
coverage to older adults. Over the years, Medicare expanded to include younger individuals
with certain disabilities and those with end-stage renal disease or amyotrophic lateral
sclerosis (ALS).

Today, Medicare plays a vital role in promoting health and financial security for over 65
million Americans, covering a wide array of healthcare services and helping to reduce the
burden of medical expenses for beneficiaries.

Who is Eligible for Medicare?

Medicare eligibility is primarily based on age, citizenship or residency status, and, in some
cases, specific health conditions or disabilities.

e Age 65 and Older: Most people become eligible for Medicare when they turn 65.
Eligibility requires U.S. citizenship or lawful permanent residency for at least five
consecutive years.

e Younger Individuals with Disabilities: Those under 65 may qualify if they have
received Social Security Disability Insurance (SSDI) for at least 24 months, have ALS
(inwhich case coverage begins immediately upon SSDI eligibility), or have end-stage
renal disease (ESRD) requiring dialysis or a kidney transplant.

e Work History: Eligibility for premium-free Medicare Part Ais generally based on
having worked and paid Medicare taxes for a sufficient period (usually 10 years), or
being the spouse or dependent of someone who has.



Automatic enrollment in Medicare Parts A and B occurs for individuals already receiving
Social Security or Railroad Retirement Board benefits at age 65. Others may need to
actively enroll during specific enrollment periods.

The Four Parts of Medicare
Medicare is divided into four main parts, each covering different aspects of healthcare:
Medicare Part A: Hospital Insurance

Part A covers inpatient hospital care, skilled nursing facility care (not custodial or long-term
care), hospice care, and some home health services. Most beneficiaries do not pay a
premium for Part A if they or their spouse paid Medicare taxes during their working years.
However, there are deductibles and coinsurance costs associated with services.

Medicare Part B: Medical Insurance

Part B covers outpatient care such as doctor visits, preventive services, lab tests, X-rays,
durable medical equipment (like wheelchairs and walkers), and some home health care.
Unlike Part A, Part B requires a monthly premium, which can vary based onincome. There
is also an annual deductible and typically a 20% coinsurance for most services.

Medicare Part C: Medicare Advantage

Medicare Advantage (Part C) is an alternative to Original Medicare (Parts A and B), offered
by private insurance companies approved by Medicare. These plans must cover all services
provided by Parts A and B and often include additional benefits, such as vision, dental,
hearing, and prescription drug coverage. Medicare Advantage plans may have different
cost structures, provider networks, and rules compared to Original Medicare.

Medicare Part D: Prescription Drug Coverage

Part D helps cover the cost of prescription drugs, including many recommended vaccines.
Private insurance companies administer these plans, and beneficiaries can enrollin a
standalone Part D plan or receive drug coverage through a Medicare Advantage plan that
includes prescription benefits. Part D plans have their own premiums, deductibles, and
copayments.

Supplemental Coverage: Medigap

Medigap, or Medicare Supplement Insurance, is additional coverage sold by private
companies to help pay some of the out-of-pocket costs not covered by Original Medicare,
such as copayments, coinsurance, and deductibles. To purchase a Medigap policy,
beneficiaries must have both Part A and Part B. Medigap policies are standardized and
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identified by letters (e.g., Plan G, Plan K), with each plan offering the same benefits
regardless of the insurer.

How Medicare Works

Medicare is primarily funded through payroll taxes collected under the Federal Insurance
Contributions Act (FICA), as well as premiums paid by beneficiaries and general federal
revenues. The Centers for Medicare & Medicaid Services (CMS) administers the program.

When a person becomes eligible for Medicare, they can choose between:

e Original Medicare: The traditional program managed by the federal government,
consisting of Part A and Part B. Beneficiaries can see any doctor or hospital that
accepts Medicare. Prescription drug coverage (Part D) and Medigap policies can be
added for additional protection.

¢ Medicare Advantage: Private plans that bundle Part A, Part B, and often Part D,
along with extra benefits. These plans may have network restrictions and different
out-of-pocket costs.

Enrollment and Coverage Choices

Enrollment in Medicare typically begins three months before the month a person turns 65
and continues for three months after, forming a seven-month initial enrollment period.
Those who delay enrollment without having other qualifying coverage may face late
enrollment penalties.

Each year, there are open enrollment periods allowing beneficiaries to switch between
Original Medicare and Medicare Advantage, join or change Part D plans, or adjust their
coverage as needed.

Medicare vs. Medicaid

Itis important to distinguish Medicare from Medicaid. While Medicare is a federal program
primarily serving older adults and certain disabled individuals regardless of income,
Medicaid is a joint federal and state program providing health coverage to low-income
individuals and families, including some who also qualify for Medicare (known as "dual
eligibles"). Medicaid can help pay for Medicare premiums and out-of-pocket costs for
those with limited means.

The Impact and Future of Medicare

Medicare remains a vital safety net for America’s aging population and those with
significant health challenges. As the population ages and healthcare needs grow, Medicare
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continues to adapt through legislative changes, new benefits, and evolving coverage
options. Its role in providing access to care, promoting preventive health, and offering
financial protection is more important than ever, ensuring that millions of Americans can
face their later years with greater security and peace of mind.

What Is Medicare?
What Is Medicare?

Medicare is a federal health insurance program in the United States designed to provide
coverage for people age 65 and older, as well as certain younger individuals who have
specific disabilities or medical conditions. Established in 1965, Medicare has become a
crucial part of the American healthcare system, offering millions of Americans access to
essential medical services and financial protection against high healthcare costs.

The Purpose and History of Medicare

Medicare was created to address the challenges older adults faced in obtaining affordable
health insurance. Before its establishment, private insurers often denied coverage to
seniors due to age or pre-existing conditions. The program was designed to ensure that all
Americans, regardless of their income or health status, would have access to basic
healthcare services once they reached age 65. Over time, Medicare expanded its eligibility
criteria to include younger individuals with long-term disabilities, end-stage renal disease
(ESRD), and amyotrophic lateral sclerosis (ALS).

Who Is Eligible for Medicare?
Medicare primarily serves:
e People age 65 or older who are U.S. citizens or permanent residents.

e People under 65 with certain disabilities who have received Social Security
Disability Insurance (SSDI) for at least 24 months.

e Individuals of any age diagnosed with ESRD (permanent kidney failure requiring
dialysis or transplant) or ALS.

Eligibility is not based on income or medical history, making Medicare a universal program
for these groups.

The Structure of Medicare: The Four Parts



Medicare is divided into four main parts, each covering different types of healthcare
services:

Medicare Part A: Hospital Insurance

Part A covers inpatient hospital care, skilled nursing facility care (not custodial or long-term
care), hospice care, and some home health services. Most people do not pay a premium
for Part A if they or their spouse paid Medicare taxes during their working years. However,
there are deductibles and coinsurance costs associated with these services.

Medicare Part B: Medical Insurance

Part B covers outpatient care, including doctor visits, preventive services, lab tests, X-rays,
durable medical equipment, and some home health care. Unlike Part A, Part B requires a
monthly premium, which can vary based onincome. There is also an annual deductible
and coinsurance for most services.

Medicare Part C: Medicare Advantage

Medicare Advantage (Part C) plans are offered by private insurance companies approved by
Medicare. These plans must cover all services provided by Parts A and B and often include
additional benefits such as vision, dental, hearing, and prescription drug coverage.
Medicare Advantage plans may have different cost structures, provider networks, and rules
compared to Original Medicare.

Medicare Part D: Prescription Drug Coverage

Part D helps cover the cost of prescription drugs, including many recommended vaccines.
Private insurance companies administer these plans, and beneficiaries can enrollin a
standalone Part D plan or receive drug coverage through a Medicare Advantage plan that
includes prescription benefits. Part D plans have their own premiums, deductibles, and
copayments.

Supplemental Coverage: Medigap

Medigap, also known as Medicare Supplement Insurance, is additional coverage sold by
private companies to help pay some of the out-of-pocket costs not covered by Original
Medicare, such as copayments, coinsurance, and deductibles. To purchase a Medigap
policy, beneficiaries must have both Part A and Part B. Medigap policies are standardized
and identified by letters (e.g., Plan G, Plan N), with each plan offering the same benefits
regardless of the insurer.



How Medicare Works

Medicare is funded primarily through payroll taxes collected under the Federal Insurance
Contributions Act (FICA), premiums paid by beneficiaries, and general federal revenues.
The Centers for Medicare & Medicaid Services (CMS) administers the program.

When a person becomes eligible for Medicare, they can choose between:

e Original Medicare: The traditional program managed by the federal government,
consisting of Part A and Part B. Beneficiaries can see any doctor or hospital that
accepts Medicare. Prescription drug coverage (Part D) and Medigap policies can be
added for additional protection.

e Medicare Advantage: Private plans that bundle Part A, Part B, and often Part D,
along with extra benefits. These plans may have network restrictions and different
out-of-pocket costs.

Enrollment and Coverage Choices

Enrollment in Medicare typically begins three months before the month a person turns 65
and continues for three months after, forming a seven-month initial enrollment period.
Those who delay enrollment without having other qualifying coverage may face late
enrollment penalties.

Each year, there are open enrollment periods allowing beneficiaries to switch between
Original Medicare and Medicare Advantage, join or change Part D plans, or adjust their
coverage as needed.

What Medicare Covers and What It Does Not
Medicare covers a broad range of healthcare services, including:
¢ Inpatient and outpatient hospital care
e Physician services
e Preventive care and screenings
e Skilled nursing facility care (short-term)
e Home health services
¢ Hospice care

e Prescription drugs (if enrolled in Part D)



However, Medicare does not cover everything. Common exclusions include:
e Long-term custodial care
e Mostdental care
e Eye exams related to prescribing glasses
e Hearing aids and exams for fitting them
e Cosmetic surgery
e Mostroutine foot care

Beneficiaries often purchase supplemental insurance or enroll in Medicare Advantage
plans to help cover these gaps.

Medicare vs. Medicaid

Medicare is distinct from Medicaid, another government health insurance program. While
Medicare is primarily for people age 65 and older and certain younger individuals with
disabilities, Medicaid is a joint federal and state program that provides health coverage to
low-income individuals and families. Some people qualify for both programs, known as
"dual eligibles," and may receive assistance with Medicare premiums and out-of-pocket
costs through Medicaid.

The Impact of Medicare

Medicare plays a vital role in the health and financial security of millions of Americans. By
providing access to essential healthcare services, it helps reduce the burden of medical
expenses for older adults and people with disabilities. As the population ages and
healthcare needs evolve, Medicare continues to adapt through legislative changes, new
benefits, and evolving coverage options. Its presence ensures that millions can face their
later years with greater security and peace of mind.

Who Is Eligible for Medicare?
Who Is Eligible for Medicare?

Medicare is a federal health insurance program that provides coverage to millions of
Americans, primarily those age 65 and older, but also to certain younger individuals with
disabilities or specific medical conditions. Understanding Medicare eligibility is essential
for anyone planning for healthcare in retirement or managing a qualifying health condition.



Basic Eligibility Criteria

Medicare eligibility is determined by several factors, including age, citizenship or residency

status, work history, and, in some cases, medical conditions or disabilities.

1. Age-Based Eligibility

Standard Age Requirement: Most people become eligible for Medicare when they
turn 65 years old. Enrollment can begin three months before the month of your 65th
birthday and continues through your birth month and the three months following,
forming a seven-month Initial Enrollment Period.

Citizenship and Residency: To qualify, you must be a U.S. citizen or a permanent
resident who has lived in the United States for at least five consecutive years.

Work History: You or your spouse must have worked and paid Medicare taxes for at
least 10 years (or earned 40 work credits) to qualify for premium-free Part A (hospital
insurance). If you do not meet this requirement, you may still purchase Part A by
paying a monthly premium.

2. Disability-Based Eligibility (Under Age 65)

Medicare is also available to certain individuals under age 65 who meet specific disability
criteria:

Social Security Disability Insurance (SSDI): If you have received SSDI benefits for
at least 24 months, you automatically become eligible for Medicare in the 25th
month of receiving those benefits.

Railroad Retirement Board (RRB) Disability: Those receiving disability benefits
from the RRB for 24 months also become eligible.

Disability Criteria: The disability must meet Social Security’s definition, meaning it
prevents you from working and is expected to last at least a year or result in death.

3. Medical Condition-Based Eligibility

Some individuals qualify for Medicare before age 65 due to specific medical diagnoses:

End-Stage Renal Disease (ESRD): If you have permanent kidney failure requiring
regular dialysis or a kidney transplant, you may be eligible for Medicare at any age.
Eligibility often begins on the first day of the fourth month of dialysis treatment,
though it may start sooner under certain conditions, such as home dialysis training.



Amyotrophic Lateral Sclerosis (ALS): If you are diagnosed with ALS (Lou Gehrig’s
disease), you become eligible for Medicare the same month your SSDI benefits
begin, with no 24-month waiting period.

Special Circumstances and Additional Notes

Spouses and Dependents: Certain spouses, surviving spouses (including divorced
spouses), and dependent children of workers who have paid Medicare taxes may
also qualify for Medicare if they meet specific criteria.

Government Employees: Federal, state, or local government employees who paid
Medicare taxes may qualify for Medicare based on their work history, even if they are
not eligible for Social Security benefits.

Purchasing Medicare: Individuals age 65 or older who do not meet the work history
requirements for premium-free Part A can purchase Medicare by paying a monthly
premium during designated enrollment periods.

Automatic vs. Manual Enrollment

Automatic Enrollment: If you are already receiving Social Security or Railroad
Retirement Board benefits when you turn 65, you are typically enrolled
automatically in Medicare Parts A and B.

Manual Enrollment: If you are not receiving these benefits, you must actively enroll
in Medicare during your Initial Enrollment Period.

Enrollment Periods

Initial Enrollment Period: Begins three months before your 65th birthday, includes
your birth month, and ends three months after.

General Enrollment Period: If you miss your Initial Enrollment Period, you can
enroll between January 1 and March 31 each year, with coverage starting July 1. Late
enrollment may result in penalties.

Special Enrollment Periods: Available for those who delay enrollment due to
having other qualifying health coverage, such as through an employer.



Summary Table: Who Is Eligible for Medicare?

Eligibility Pathway

Age
Requirement

Other Requirements

U.S. citizen or permanent resident (5+ years), work

Age-based 65+ history
Disability-based Under 65 24 months of SSDI or RRB disability benefits
ALS (Lou Gehrig’s disease) Any age SSDI eligibility, no waiting period

Regular dialysis or kidney transplant, meets work
End-Stage Renal Disease (ESRD) | Any age or relationship criteria
Spouses/Dependents of eligible Must meet specific relationship and work history
workers Varies criteria

Paid Medicare taxes, meets disability or age
Government employees 65+ orunder 65 | requirements

Conclusion

Medicare eligibility is primarily based on age, but the program also covers younger

individuals with qualifying disabilities or certain medical conditions. Citizenship or lawful

residency and work history play a significant role in determining eligibility and costs.

Understanding these criteria ensures that you or your loved ones can access the benefits of

Medicare when the time comes.
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Age-Based and Disability Eligibility
Age-Based and Disability Eligibility for Medicare

Medicare is a vital federal health insurance program in the United States, serving not only
older adults but also certain younger individuals with disabilities or specific medical
conditions. Understanding the pathways to eligibility—whether based on age or disability—
is crucial for planning healthcare coverage and ensuring timely access to benefits. This
chapter provides a comprehensive overview of both age-based and disability-based
eligibility for Medicare.

Age-Based Eligibility
Standard Age Requirement

The most common route to Medicare eligibility is reaching the age of 65. Most Americans
become eligible for Medicare when they turn 65, regardless of their employment status or
income level.

e Initial Enrollment Period (IEP): This is a seven-month window surrounding your
65th birthday. It begins three months before the month you turn 65, includes your
birthday month, and extends three months after. Enrolling during this period helps
avoid late enrollment penalties and ensures coverage begins promptly.

e Automatic Enrollment: If you are already receiving Social Security or Railroad
Retirement Board (RRB) benefits at least four months before turning 65, you are
typically enrolled automatically in Medicare Parts A and B. You will receive a
“Welcome to Medicare” kit with instructions and your Medicare card.

¢ Manual Enrollment: If you are not receiving Social Security or RRB benefits, you
must actively sign up for Medicare during your IEP. This can be done online, by
phone, or in person at a Social Security office.

Work and Residency Requirements

e Work History: To qualify for premium-free Part A (hospital insurance), you or your
spouse must have worked and paid Medicare taxes for at least 10 years (40
quarters). If you do not meet this requirement, you can still purchase Part A by
paying a monthly premium.

e Citizenship/Residency: You must be a U.S. citizen or a legal permanent resident
who has lived in the U.S. for at least five continuous years.
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Medicare While Working Past 65

If you continue working past age 65 and have employer-sponsored health coverage (or
coverage through a spouse’s employer), you may choose to delay Medicare enrollment. The
rules depend on the size of your employer:

20 or More Employees: You can delay Medicare without penalty if you have
creditable employer coverage.

Fewer Than 20 Employees: You generally need to enroll in Medicare at age 65 to
avoid gaps in coverage and potential penalties.

It’s important to coordinate with your employer’s benefits manager to understand how
Medicare and your employer coverage will work together.

Disability-Based Eligibility

Medicare is not limited to those age 65 and older. Certain individuals under age 65 qualify
based on disability or specific medical conditions.

Social Security Disability Insurance (SSDI) Recipients

24-Month Waiting Period: If you are under 65 and receive SSDI benefits, you
become eligible for Medicare after 24 months of receiving those benefits. The Social
Security Administration counts each month you are entitled to SSDI toward this
period. At the start of your 25th month, you are automatically enrolled in Medicare
Parts A and B and will receive your Medicare card by mail.

Definition of Disability: The Social Security Administration defines a qualifying
disability as a physical or mental impairment that significantly limits your ability to
perform basic work activities, is expected to last at least one year, or is terminal.

Exceptions to the Waiting Period

Some medical conditions allow for immediate Medicare eligibility, bypassing the standard
24-month waiting period:

Amyotrophic Lateral Sclerosis (ALS): If you are diagnosed with ALS (Lou Gehrig’s
disease), you are eligible for Medicare the same month your SSDI benefits begin,
with no waiting period. Recent legislative changes have also eliminated the five-
month waiting period for SSDI benefits for ALS patients, allowing for even faster
access to Medicare.

End-Stage Renal Disease (ESRD): Individuals of any age with permanent kidney
failure requiring regular dialysis or a kidney transplant become eligible for Medicare.
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Coverage typically begins on the first day of the fourth month of dialysis treatment,
but may start sooner if you participate in a self-dialysis training program or receive a
kidney transplant.

Other Disability Pathways

Railroad Retirement Board (RRB) Disability: Similar to SSDI, if you receive
disability benefits from the RRB for 24 months, you become eligible for Medicare.

Children and Dependents: In some cases, children or dependents with qualifying
disabilities may be eligible for Medicare based on a parent’s work history.

Enrollment Process for Disability-Based Eligibility

Automatic Enrollment: Most individuals are automatically enrolled in Medicare

Parts A and B at the appropriate time, depending on their qualifying condition.

Manual Enrollment: For those with ESRD, enrollment is not automatic and must be
initiated through the Social Security Administration.

Coverage and Costs for Disabled Beneficiaries

Medicare coverage for people with disabilities is generally the same as for those who

qualify based on age. Most will not pay a premium for Part A if they have sufficient work

history, but will pay premiums for Part B and Part D (if they choose prescription drug

coverage). These premiums may be deducted from SSDI payments.

Special Considerations

Dual Eligibility: Some people may qualify for both Medicare and Medicaid,
particularly those with low income and limited resources.

Medigap Access: Access to Medigap (Medicare Supplement Insurance) for those
under 65 with disabilities varies by state, with some states requiring insurers to offer
at least some plans to disabled beneficiaries.

Summary Table: Age-Based vs. Disability-Based Eligibility

Eligibility Age Key Criteria Waiting Period
Pathway Requirement
U.S. citizen or legal resident (5+
Age-Based 65+ years), work history None (if enrolled on time)
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Eligibility Age Key Criteria Waiting Period
Pathway Requirement
SSDI 24 months of SSDI or RRB disability
Disability Under 65 benefits 24 months
ALS Any age SSDI eligibility, ALS diagnosis None
Regular dialysis or kidney transplant, | 3 months (dialysis), none
ESRD Any age work/relationship criteria (transplant/self-dialysis)
Conclusion

Medicare provides essential health coverage to Americans through both age-based and
disability-based eligibility pathways. While most people qualify when they turn 65,

significant numbers of younger individuals gain access due to long-term disability, ALS, or

ESRD. Understanding these eligibility rules ensures timely enrollment, continuous

coverage, and the ability to make informed healthcare decisions.

How to Enroll in Medicare

How to Enroll in Medicare

Enrolling in Medicare is a significant milestone for many Americans, ensuring access to

vital healthcare coverage as they age or face certain disabilities. The process involves

understanding when you are eligible, knowing which parts of Medicare to enrollin, and

navigating the various enrollment periods. This chapter offers a detailed, step-by-step

guide on how to enroll in Medicare, the documentation required, and the enrollment
periods available.

Understanding Your Eligibility

Before beginning the enrollment process, it is essential to confirm your eligibility. Most

people qualify for Medicare when they turn 65, but some may qualify earlier due to

disability or specific medical conditions such as end-stage renal disease (ESRD) or

14




amyotrophic lateral sclerosis (ALS). Eligibility is determined by the Social Security
Administration (SSA) or the Railroad Retirement Board (RRB), based on factors like age,
work history, and citizenship or residency status.

The Medicare Enrollment Periods

Medicare offers several enrollment periods, each designed for different circumstances.
Understanding these periods helps ensure you enroll at the right time and avoid
unnecessary penalties.

Initial Enrollment Period (IEP)

The Initial Enrollment Period is the first opportunity most people have to enroll in Medicare.
Itis a seven-month window that begins three months before the month you turn 65,
includes your birthday month, and ends three months after your birthday month. For those
who qualify due to disability, the |IEP starts around the 25th month of receiving disability
benefits.

o Example: If your 65th birthday is in June, your IEP runs from March 1 to September
30. If your birthday is on the first of the month, your IEP begins one month earlier.

Enrolling during the IEP helps you avoid late enrollment penalties and ensures your
coverage starts as soon as you are eligible.

General Enrollment Period (GEP)

If you miss your IEP, you can enroll during the General Enrollment Period, which runs from
January 1 to March 31 each year. Coverage begins on July 1 of the same year. However,
enrolling during the GEP may result in late enrollment penalties and a potential gap in
coverage.

Special Enrollment Periods (SEP)

Special Enrollment Periods allow you to sign up for Medicare or make changes to your
coverage outside of the standard enrollment windows. Common reasons for qualifying for
an SEP include:

¢ Losing employer or union health coverage after age 65
e Moving out of your plan’s service area
e Qualifying life events, such as moving into or out of a nursing home

If you work past age 65 and have creditable employer coverage, you are eligible for an eight-
month SEP to enroll in Parts A and B without penalty after your employment or coverage
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ends. However, you have only two months to enroll in a Medicare Advantage (Part C) or Part
D prescription drug plan without penalty.

Annual Enrollment Period (AEP)

From October 15 to December 7 each year, you can join, switch, or drop a Medicare
Advantage or Part D prescription drug plan. Changes take effect on January 1 of the
following year.

Steps to Enroll in Medicare
1. Decide Which Parts of Medicare to Enroll In
Medicare is divided into several parts:

e Part A: Hospital insurance (usually premium-free for those with sufficient work
history)

e Part B: Medical insurance (requires a monthly premium)

o Part C: Medicare Advantage plans (offered by private insurers, must have Parts A
and B first)

e Part D: Prescription drug coverage (offered by private insurers)

Most people start with Original Medicare (Parts A and B) and then decide whether to add
Part D or switch to a Medicare Advantage plan.

2. Gather Required Documentation
To enroll, you may need:
e Birth certificate or proof of birth
e Proof of U.S. citizenship or legal residency (if not born in the U.S.)
e Social Security card (if already drawing benefits)
¢ Information about current health insurance coverage

e Proof of employment (such as a W-2 form), if applying for a Special Enrollment
Period

e Military discharge papers, if you served before 1968
3. Choose Your Enrollment Method

You can enroll in Medicare in several ways:
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Online: The fastest and most convenient method is through the Social Security
Administration’s website (ssa.gov). You do not need to be receiving Social Security
benefits to apply for Medicare online.

By Phone: Call the Social Security Administration at their national toll-free number.
In Person: Visit your local Social Security office for assistance.

Through the Railroad Retirement Board: If you receive RRB benefits, contact the
RRB directly.

4. Complete the Enrollment Process

If you are already receiving Social Security or RRB benefits when you turn 65, you
will be automatically enrolled in Medicare Parts A and B and will receive your
Medicare card in the mail.

If you are not receiving these benefits, you must actively enroll during your IEP or
another applicable enrollment period.

5. Consider Additional Coverage

After enrolling in Original Medicare, you can:

Add a standalone Part D prescription drug plan

Enroll in a Medicare Advantage (Part C) plan, which may include additional benefits
like dental, vision, and prescription coverage

Purchase a Medigap (Medicare Supplement) policy to help with out-of-pocket costs
not covered by Original Medicare

Avoiding Penalties and Coverage Gaps

Itis crucial to enroll during your IEP or a qualifying SEP to avoid late enrollment penalties
for Part B and Part D. These penalties can increase your monthly premiums for as long as
you have Medicare. If you have other health coverage, such as through an employer, check
with your benefits administrator to coordinate your Medicare enrollment and avoid
unnecessary costs.

17



Summary Table: Key Medicare Enrollment Periods

Enrollment Period

When It Occurs

Who It’s For

What You Can Do

Initial Enrollment
Period

3 months before to 3
months after 65

New enrollees (age or
disability)

Sign up for Parts A, B, C,
D

General Enrollment
Period

Jan 1-Mar 31 annually

Missed |IEP

Sign up for Parts Aand B

Special Enrollment
Period

Varies by qualifying event

Those with certain life
changes

Sign up or switch plans

Annual Enrollment
Period

Oct 15-Dec 7 annually

All Medicare
beneficiaries

Join, switch, or drop Part
C/D plans

Final Thoughts

Enrolling in Medicare is a structured but flexible process, with multiple opportunities to

sign up or adjust your coverage based on your life circumstances. By understanding the

enrollment periods, preparing the necessary documentation, and choosing the right

coverage options, you can ensure a smooth transition into Medicare and secure the

healthcare benefits you need for the future.

Enrollment Deadlines and Penalties

Enrollment Deadlines and Penalties

Understanding Medicare’s enrollment deadlines and the penalties for missing them is

crucial for anyone approaching eligibility or managing ongoing coverage. Missing key

enrollment windows can lead to higher monthly premiums—sometimes permanently—and

delays in coverage. This chapter provides a detailed explanation of the main enrollment

periods, what you can do during each, and the financial consequences of missing them.
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Key Medicare Enrollment Periods

Medicare offers several enrollment periods, each with specific rules and deadlines.
Knowing when these windows open and close helps you avoid costly penalties and gaps in
coverage.

Initial Enrollment Period (IEP)

The Initial Enrollment Period is your first opportunity to sign up for Medicare. It is a seven-
month window that:

¢ Opensthree months before the month you turn 65
e Includes your birthday month
e Closes three months after your birthday month

During this period, you can enroll in Medicare Part A (hospital insurance), Part B (medical
insurance), Part D (prescription drug coverage), or a Medicare Advantage (Part C) plan. If
you’re already receiving Social Security benefits when you turn 65, you’ll be automatically
enrolled in Parts A and B.

Failing to enroll during your IEP—unless you have other creditable coverage—can result in
late enrollment penalties and delayed coverage.

General Enrollment Period (GEP)

If you miss your Initial Enrollment Period and do not qualify for a Special Enrollment Period,
you can sign up for Medicare Part A and/or Part B during the General Enrollment Period,
which runs from January 1 to March 31 each year. Coverage begins the first day of the
month after you enroll.

Enrolling during the GEP often means you’ll face late enrollment penalties, and you may
have a gap in coverage until your plan begins.

Annual Open Enrollment Period (AEP)

The Annual Open Enrollment Period, also called the Medicare Open Enrollment Period,
runs from October 15 through December 7 each year. During this time, you can:

e Switch from Original Medicare to a Medicare Advantage plan or vice versa
¢ Change from one Medicare Advantage plan to another

e Join, drop, or switch a Part D prescription drug plan
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Changes made during this period take effect on January 1 of the following year.
Special Enrollment Periods (SEP)

Special Enrollment Periods allow you to enroll in or change Medicare coverage outside the
standard periods due to specific life events, such as:

Losing employer or union health coverage

Moving out of your plan’s service area

Qualifying for Medicaid or Extra Help

Other qualifying circumstances (e.g., your plan stops servicing your area)

The SEP for most situations lasts 63 days after the qualifying event (such as loss of
employer coverage). During this time, you can enroll in Medicare Part B, Medicare
Advantage, or Part D without penalty, provided your previous coverage was considered
creditable.

Late Enrollment Penalties

If you miss your enrollment deadline and do not have creditable coverage, you may face
late enrollment penalties. These penalties are not one-time fees; they are typically added
to your monthly premium for as long as you have that part of Medicare.

Part A Late Enrollment Penalty

Most people qualify for premium-free Part A. If you must pay for Part A and do not enroll
when first eligible, your monthly premium increases by 10%. You will pay this higher
premium for twice the number of years you delayed enrollment.

Example:
If you delayed enrollment for three years, you would pay the higher premium for six years.

Part B Late Enrollment Penalty

If you do not sign up for Part B during your IEP or SEP and do not have other creditable
coverage, your monthly premium increases by 10% for each full 12-month period you could
have had Part B but did not.

e The penalty is for life; you pay it as long as you have Part B.

Example:
If you waited two years to sign up, your penalty would be 20% of the standard Part B
premium, added to your monthly bill every month.
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Part D Late Enrollment Penalty

If you go 63 days or more without Medicare drug coverage or other creditable prescription
drug coverage after your IEP, you’ll pay a late enrollment penalty. This penalty is:

e 1% of the national base beneficiary premium ($36.78 in 2025) for each month you
delayed

e Rounded to the nearest $0.10
e Added to your monthly Part D premium for as long as you have Part D coverage

Example:
If you delayed enrollment by 14 months, your penalty would be 14% of $36.78, or about
$5.20 per month, added to your Part D premium.

How Penalties Are Calculated

Medicare Penalty Amount Duration
Part

10% of premium for twice the number of years Temporary (twice the years
Part A delayed delayed)

Part B 10% of premium for each full year delayed B)
Lifetime (as long as you have Part
PartD 1% of national base premium per month delayed D)

Avoiding Penalties

You can avoid late enrollment penalties by:
e Enrolling during your Initial Enrollment Period
¢ Maintaining creditable coverage through an employer, union, or other source
e Using your Special Enrollment Period if you lose creditable coverage

Always get written proof that your other coverage is creditable, especially for prescription
drug coverage, to avoid future disputes.
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What Does Not Have a Late Enrollment Penalty?

o Medicare Advantage (Part C) plans do not have a late enrollment penalty, but you
must have Parts A and B to enroll.

e Medigap (Medicare Supplement) plans do not have a set penalty, but you may face
higher premiums or be denied coverage if you apply outside your Medigap Open
Enrollment Period.

Final Thoughts

Missing Medicare enrollment deadlines can result in significant, and often permanent,
financial penalties. Itis essential to know your enrollment windows, understand what
counts as creditable coverage, and act promptly to secure your benefits and avoid
unnecessary costs. Being proactive about Medicare enrollment ensures peace of mind and
helps you make the most of your healthcare coverage.

Overview of Medicare Coverage Choices

Medicare is a comprehensive federal health insurance program designed to provide
coverage for millions of Americans, primarily those aged 65 and older, as well as certain
younger individuals with disabilities or specific medical conditions. To accommodate the
diverse needs of beneficiaries, Medicare is structured into multiple parts, each offering
different types of coverage. Additionally, there are private insurance options that
supplement or replace Original Medicare. This chapter provides a detailed overview of the
various Medicare coverage choices, helping readers understand how to select the best
plan for their individual health and financial needs.

The Four Parts of Medicare

Medicare is divided into four main parts, each serving a specific role in covering healthcare
services:

Medicare Part A: Hospital Insurance

Part A primarily covers inpatient hospital stays, skilled nursing facility care, hospice care,
and some home health services. Most people qualify for premium-free Part A if they or their
spouse have paid Medicare taxes while working for at least 10 years. However, even though
Part A is often premium-free, beneficiaries are responsible for deductibles and
coinsurance.
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e Coverage Details:
Part A pays for hospital care for up to 60 days per benefit period, after which
coinsurance applies. It also covers hospice care and limited skilled nursing care
following hospitalization.

e Costs:
While most people do not pay a monthly premium for Part A, there is a deductible
for each benefit period (for example, the deductible was $1,632 in 2024).
Coinsurance applies for extended hospital stays beyond the covered days.

Medicare Part B: Medical Insurance

Part B covers outpatient services including doctor visits, preventive care, lab tests, durable
medical equipment, and some home health services. Unlike Part A, Part B requires a
monthly premium, which varies based on income.

e Coverage Details:
Part B pays for medically necessary services and preventive services, such as flu
shots and cancer screenings.

e Costs:
Beneficiaries pay a monthly premium, an annual deductible, and typically 20%
coinsurance for most services after the deductible is met.

Medicare Part C: Medicare Advantage

Medicare Advantage plans are offered by private insurance companies approved by
Medicare. These plans combine the benefits of Parts A and B and often include additional
coverage such as prescription drugs, dental, vision, hearing, and wellness programs.

e Coverage Details:
Medicare Advantage plans provide all services covered under Original Medicare but
may also offer extra benefits not covered by Parts A and B.

e Types of Plans:
Common Medicare Advantage plan types include Health Maintenance
Organizations (HMOs), Preferred Provider Organizations (PPOs), and Private Fee-for-
Service (PFFS) plans.
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Costs:

Costs vary by plan and location but often include a monthly plan premium in
addition to the Part B premium. Medicare Advantage plans usually have an annual
out-of-pocket maximum, which limits how much you pay for covered services each
year.

Provider Networks:
Most Medicare Advantage plans require you to use a network of doctors and
hospitals, though PPOs may allow some out-of-network care at higher costs.

Medicare Part D: Prescription Drug Coverage

Part D provides prescription drug coverage through private insurance companies.
Beneficiaries can enroll in a standalone Part D plan to supplement Original Medicare or
receive drug coverage through a Medicare Advantage plan that includes Part D.

Coverage Details:
Part D plans cover many commonly prescribed medications, including both generic
and brand-name drugs, though formularies (lists of covered drugs) vary by plan.

Costs:
Part D plans have monthly premiums, annual deductibles, and copayments or
coinsurance for medications. Costs and covered drugs vary by plan.

Supplemental Coverage Options

Medigap (Medicare Supplement Insurance)

Medigap policies are sold by private insurance companies to fill the “gaps” in Original

Medicare coverage. These policies help pay for out-of-pocket costs such as deductibles,

coinsurance, and copayments.

Eligibility:
To buy a Medigap policy, you must have both Medicare Part A and Part B.

Coverage:
Medigap plans cover costs that Original Medicare does not, such as hospital
coinsurance, skilled nursing facility coinsurance, and foreign travel emergency care.

Costs:
You pay a monthly premium to the Medigap insurer in addition to your Part B
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premium. Medigap policies are guaranteed renewable as long as you pay the
premium.

e Plan Standardization:
Medigap plans are standardized and identified by letters (e.g., Plan G, Plan N), with
each plan offering the same benefits regardless of the insurer.

Original Medicare vs. Medicare Advantage: Key Differences

Feature Original Medicare (Parts A & B) Medicare Advantage (Part C)
Hospital and medical services Combines hospital and medical
Coverage separately covered coverage in one plan
Prescription Drug Notincluded; must enroll in separate | Oftenincludes prescription drug
Coverage Part D plan coverage
Does not cover dental, vision, Often includes dental, vision, hearing,
Additional Benefits hearing, fithess and fithess

Usually requires use of plan network

Provider Choice Any provider that accepts Medicare providers
No annual limit on out-of-pocket Annual out-of-pocket maximum limits
Out-of-Pocket Limits costs expenses

Private insurance companies approved
Plan Administration Federal government by Medicare

Choosing the Right Medicare Coverage

Selecting the best Medicare coverage depends on your health needs, financial situation,
and preferences for provider choice and additional benefits.
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e Original Medicare with Medigap and Part D:
Offers broad provider access and predictable coverage costs with supplemental
insurance but may have higher premiums.

e Medicare Advantage Plans:
Provide an all-in-one plan with extra benefits and out-of-pocket limits but may
restrict provider choice and require network use.

e Prescription Drug Coverage:
Essential for most beneficiaries, either through standalone Part D plans or
integrated Medicare Advantage plans.

Additional Medicare Coverage Options
Chronic and Dual Special Needs Plans

e Chronic Special Needs Plans (C-SNPs): Designed for beneficiaries with specific
chronic conditions, offering tailored care and benefits.

e Dual Special Needs Plans (D-SNPs): For individuals eligible for both Medicare and
Medicaid, providing coordinated care and benefits.

Summary

Medicare offers a range of coverage choices tailored to meet the diverse needs of its
beneficiaries. Original Medicare provides foundational hospital and medical coverage,
which can be supplemented by Part D prescription drug plans and Medigap policies.
Medicare Advantage plans offer an alternative that bundles hospital, medical, and often
prescription drug coverage, along with extra benefits, through private insurers.
Understanding these options empowers beneficiaries to make informed decisions that
best suit their healthcare needs and financial circumstances.
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Chapter Two

Overview of Medicare Parts
Overview of Medicare Parts

Medicare is a federal health insurance program that provides coverage to millions of
Americans, primarily those aged 65 and older, as well as certain younger individuals with
disabilities or specific medical conditions. Medicare is divided into several distinct parts,
each designed to address different healthcare needs. Understanding the structure and
coverage of each partis essential for making informed decisions about your healthcare.

Medicare Part A: Hospital Insurance

Medicare Part A is often referred to as hospital insurance. It primarily covers inpatient care
and services received in a hospital or similar facility.

What Part A Covers

o Inpatient Hospital Care: This includes semi-private rooms, meals, general nursing,
drugs as part of your inpatient treatment, and other hospital services and supplies.
It also covers care in acute care hospitals, critical access hospitals, inpatient
rehabilitation facilities, long-term care hospitals, and psychiatric hospitals (with a
lifetime limit of 190 days for psychiatric care).

o Skilled Nursing Facility Care: After a qualifying inpatient hospital stay of at least
three days, Part A covers short-term care in a Medicare-certified skilled nursing
facility. This includes room and board, skilled nursing care, physical and
occupational therapy, speech-language pathology, medications, and medical
supplies. Coverage is limited to up to 100 days per benefit period, with no
copayment for the first 20 days and a daily copayment for days 21-100.

e Hospice Care: Part A covers hospice care for terminally ill patients, including pain
relief, symptom management, support services, grief counseling, and respite care
for caregivers. A small copayment may apply for prescription drugs and respite care.

¢ Home Health Services: If you are homebound and need skilled care, Part A may
cover part-time skilled nursing, physical therapy, speech-language pathology, and
certain home health aide services. Coverage typically follows a qualifying hospital
stay.
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Costs and Eligibility

¢ Premium-Free Part A: Most people do not pay a premium if they or their spouse
worked and paid Medicare taxes for at least 10 years.

¢ Premiums for Others: If you have fewer than 40 work credits, you may pay a
monthly premium, which varies depending on your work history.

e Deductibles and Coinsurance: There are deductibles for each benefit period and
daily coinsurance for extended hospital or skilled nursing facility stays.

Medicare Part B: Medical Insurance
Medicare Part B covers outpatient medical services and preventive care.
What Part B Covers

o Doctor’s Visits and Outpatient Care: This includes medically necessary services
from doctors and other healthcare providers, outpatient hospital care, and some
home health services.

o Preventive Services: Covered preventive care includes screenings (for cancer,
diabetes, heart disease, depression, and more), vaccines (flu, pneumonia, COVID-
19, hepatitis B), annual wellness visits, and counseling for issues like obesity,
smoking, and alcohol misuse.

o Diagnostic Tests and Lab Work: Blood tests, X-rays, MRIs, CT scans, and other
diagnostic procedures are included if medically necessary.

e Durable Medical Equipment (DME): Coverage includes items such as wheelchairs,
walkers, oxygen equipment, and other medically necessary durable equipment.

o Emergency and Ambulance Services: Both emergency and, in some cases,
nonemergency ambulance transportation are covered.

o Mental Health Services: Outpatient mental health care, including therapy and
counseling, is covered.

o Other Services: Includes physical therapy, occupational therapy, speech-language
pathology, some chiropractic care, and telehealth services.
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Costs and Eligibility

¢ Monthly Premium: Part B requires a monthly premium, which may vary based on
income.

« Deductible and Coinsurance: After meeting an annual deductible, you typically
pay 20% of the Medicare-approved amount for most services.

¢ Provider Requirements: Services must be provided by Medicare-approved
suppliers.

Medicare Part C: Medicare Advantage

Medicare Part C, also known as Medicare Advantage, is an alternative to Original Medicare
(Parts A and B) and is offered by private insurance companies approved by Medicare.

What Part C Covers

e AllPart A and Part B Services: Medicare Advantage plans must cover everything
that Original Medicare covers, except for hospice care (which remains covered by
PartA).

o Additional Benefits: Most plans offer extra benefits not included in Original
Medicare, such as vision, hearing, dental, and wellness programs.

e Prescription Drug Coverage: Most Medicare Advantage plans include prescription
drug coverage (Part D).

o Emergency and Urgent Care: All plans cover emergency and urgent care
nationwide.

Plan Structure

¢ Provider Networks: Many plans use provider networks (such as HMOs or PPOs),
which may limit your choice of doctors and hospitals.

e Out-of-Pocket Limits: Medicare Advantage plans have annual out-of-pocket
maximums for covered services, providing financial protection.

Costs

e Premiums: You typically pay your Part B premium plus any additional premium
charged by the Medicare Advantage plan.
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e Copayments and Coinsurance: Costs vary by plan and may include copayments,

coinsurance, and deductibles.

Medicare Part D: Prescription Drug Coverage

Medicare Part D provides prescription drug coverage through private insurance plans

approved by Medicare.

What Part D Covers

e Prescription Medications: Part D covers a wide range of brand-name and generic

drugs, including those most commonly prescribed to Medicare beneficiaries.

e Vaccines: Commercially available vaccines not covered by Part B are included.

e Formularies: Each plan has its own formulary (list of covered drugs), which may

vary. It’s important to check if your medications are covered by your chosen plan.

Costs

¢ Premiums: You pay a monthly premium, which varies by plan.

¢ Deductibles and Copayments: Plans may have annual deductibles, and you pay

copayments or coinsurance for your prescriptions.

e Coverage Gap: Some plans include a coverage gap (“donut hole”), where your out-

of-pocket costs may temporarily increase after you and your plan have spent a

certain amount on covered drugs.

Summary Table: Medicare Parts at a Glance

Medicare What It Covers Who Provides It | Key Costs Notes
Part

Hospital care, skilled

nursing, hospice, home Federal Usually free; Inpatient care,
Part A health government deductibles, coins. limited duration
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Medicare
Part

What It Covers

Who Provides It

Key Costs

Notes

Outpatient care, doctor Federal Monthly premium, Most outpatient and
PartB visits, preventive services | government deductible, 20% preventive services
All A & B services, often Private insurers Part B premium + May include vision,
Part C extra benefits, Part D (approved) plan premium dental, drugs
Prescription drugs, some | Private insurers Monthly premium, Varies by plan,
Part D vaccines (approved) deductible, copay check formulary

Choosing Your Medicare Coverage

Selecting the right combination of Medicare parts depends on your health needs, financial
situation, and preferences for provider flexibility and extra benefits. Many beneficiaries
start with Original Medicare (Parts A and B), then add Part D for drug coverage and Medigap
for supplemental coverage. Others choose Medicare Advantage (Part C) for an all-in-one
solution that may include additional benefits.

Understanding each part’s coverage, costs, and limitations is essential for making informed
decisions and ensuring you have the healthcare protection you need throughout your
retirement years.

What Are the Parts of Medicare?

Medicare is the federal health insurance program that provides coverage to people aged 65
and older, as well as certain younger individuals with disabilities or specific medical
conditions. To meet the diverse needs of its beneficiaries, Medicare is divided into several
parts, each offering different types of coverage. Understanding these parts is essential for
making informed decisions about your healthcare. This chapter provides a comprehensive
and detailed overview of the parts of Medicare: Part A, Part B, Part C, Part D, and Medigap
(Medicare Supplement Insurance).
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Medicare Part A: Hospital Insurance

Medicare Part A is often called hospital insurance. It covers a range of inpatient care

services and some home-based care.

What Part A Covers

Costs

Inpatient Hospital Care: Coverage for semi-private rooms, meals, general nursing,
and other hospital services and supplies. This includes stays in acute care
hospitals, critical access hospitals, inpatient rehabilitation facilities, and long-term
care hospitals.

Skilled Nursing Facility Care: After a qualifying hospital stay, Part A covers short-
term skilled nursing facility care, such as rehabilitation or recovery services, but not
long-term custodial care.

Hospice Care: For individuals with terminal illnesses, Part A covers hospice care,
including pain relief, symptom management, and support services for both the
patient and family.

Home Health Care: Part A covers certain home health services, such as
intermittent skilled nursing care, physical therapy, and speech-language pathology,
usually following a hospital or skilled nursing facility stay.

Most people do not pay a premium for Part A if they or their spouse paid Medicare
taxes for at least 10 years.

There are deductibles and coinsurance amounts for hospitals and skilled nursing
facility stays.

Medicare Part B: Medical Insurance

Medicare Part B is medical insurance that covers outpatient and preventive care.

What Part B Covers

Doctor’s Services and Outpatient Care: This includes visits to doctors and other
healthcare providers, outpatient hospital services, and some home health care not
covered by Part A.
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Costs

Preventive Services: Screenings, vaccines (such as flu, pneumonia, and COVID-
19), annual wellness visits, and counseling for smoking cessation, obesity, and
alcohol misuse.

Diagnostic and Laboratory Tests: Blood tests, X-rays, MRIs, CT scans, and other
diagnostic services.

Durable Medical Equipment (DME): Items like wheelchairs, walkers, and oxygen
equipment.

Mental Health Services: Outpatient therapy, counseling, and psychiatric care.

Emergency Services: Ambulance transportation and some emergency room
services.

Part B requires a monthly premium, which can vary based on income.

There is an annual deductible, and after meeting it, beneficiaries typically pay 20%
of the Medicare-approved amount for most services.

Medicare Part C: Medicare Advantage

Medicare Part C, known as Medicare Advantage, is an alternative to Original Medicare

(Parts A and B). These plans are offered by private insurance companies approved by

Medicare.

What Part C Covers

All Part A and Part B Services: By law, Medicare Advantage plans must provide at
least the same coverage as Original Medicare.

Additional Benefits: Many plans include extra benefits not covered by Original
Medicare, such as dental, vision, hearing, fithess programs, and wellness services.

Prescription Drug Coverage: Most Medicare Advantage plans include prescription
drug coverage (similar to Part D).

Care Coordination: Some plans offer care coordination and disease management
programs.
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How It Works

Costs

Medicare pays private insurers a fixed amount per enrollee, and the insurer
manages the member’s care.

Plans often use provider networks (HMOs, PPOs) and may require referrals to see
specialists.

You continue to pay your Part B premium, plus any additional premium charged by
the Medicare Advantage plan.

Plans may have different copayments, coinsurance, and out-of-pocket maximums.

Medicare Part D: Prescription Drug Coverage

Medicare Part D provides prescription drug coverage through private insurance plans

approved by Medicare.

What Part D Covers

Prescription Medications: Coverage for a wide range of brand-name and generic
drugs, including those most commonly prescribed to Medicare beneficiaries.

Vaccines: Some vaccines not covered by Part B.

Formularies: Each plan has its own list of covered drugs, known as a formulary,
which may vary.

How It Works

Costs

You can enroll in a standalone Part D plan to supplement Original Medicare, or get
drug coverage bundled in a Medicare Advantage plan.

Plans are offered by private insurers and may vary in cost, covered drugs, and
participating pharmacies.

You pay a monthly premium, which varies by plan.
There may be annual deductibles, copayments, and coinsurance.

If you delay enrolling in Part D without other creditable prescription drug coverage,
you may pay a late enrollment penalty.
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Medigap (Medicare Supplement Insurance)

Medigap is supplemental insurance sold by private companies to help pay some of the

out-of-pocket costs not covered by Original Medicare (Parts A and B).

What Medigap Covers

« Deductibles, Coinsurance, and Copayments: Helps cover costs such as hospital

coinsurance, skilled nursing facility coinsurance, and foreign travel emergency care.

e Standardized Plans: Medigap policies are standardized and identified by letters
(e.g., Plan G, Plan N), and each plan offers the same benefits regardless of the

insurer.

How It Works

e You must have both Part A and Part B to buy a Medigap policy.

¢ Medigap cannot be combined with a Medicare Advantage plan.

¢ You pay a monthly premium for Medigap in addition to your Part B premium.

Summary Table: The Parts of Medicare

Part Type of Coverage Who Provides It | Key Features

Federal Inpatient care, skilled nursing, hospice, home
Part A Hospital Insurance Government health

Federal Outpatient care, doctor visits, preventive services,
PartB Medical Insurance Government DME

All Part A & B benefits, often extras like dental,
PartC Medicare Advantage | Private Insurers vision, hearing, and usually Part D
Prescription Drug

PartD Coverage Private Insurers Prescription drugs, some vaccines
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Part

Type of Coverage Who Provides It | Key Features

Medigap | Supplementto A& B | Private Insurers Helps pay out-of-pocket costs not covered by A& B

Key Takeaways

o Original Medicare consists of Part A (hospital insurance) and Part B (medical
insurance).

o Medicare Advantage (Part C) is an alternative to Original Medicare, offered by
private insurers, often including additional benefits and prescription drug coverage.

e« Part D provides prescription drug coverage and can be added to Original Medicare
or included in many Medicare Advantage plans.

e Maedigap helps cover out-of-pocket costs for those with Original Medicare.

Understanding the parts of Medicare is the foundation for making smart choices about your
healthcare coverage as you age or manage qualifying health conditions. Each partis
designed to address specific needs, and the right combination depends on your personal
health requirements, financial situation, and preferences for provider flexibility and extra
benefits.

Part A: Hospital Insurance
Part A: Hospital Insurance

Medicare Part A, often referred to as hospital insurance, is a foundational component of
the Medicare program. It is designed to help cover the costs associated with inpatient care
in hospitals, skilled nursing facilities, hospice, and some home health services.
Understanding the scope of Part A, its eligibility requirements, coverage details, and
associated costs is essential for anyone approaching Medicare eligibility or managing the
care of a loved one.
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What Does Medicare Part A Cover?

Medicare Part A provides coverage for a range of critical health care services, primarily
those that require an inpatient stay or specialized care following a hospital admission. The
main areas of coverage include:

Inpatient Hospital Care

Part A covers medically necessary inpatient hospital care when you are formally admitted
to a hospital on a doctor’s order. This includes:

e Semi-private room (shared with another patient)

Meals and general nursing care

Drugs administered as part of your inpatient treatment

Services and supplies provided by the hospital
Coverage extends to a variety of hospital types, such as:
e Acute care hospitals
e Critical access hospitals
e Inpatient rehabilitation facilities
e Long-term care hospitals
e Inpatient psychiatric facilities (with a lifetime limit of 190 days for psychiatric care)

Itis important to note that Part A does not cover private rooms (unless medically
necessary), private-duty nursing, or personal convenience items.

Skilled Nursing Facility (SNF) Care

After a qualifying inpatient hospital stay of at least three days, Part A covers short-term
skilled nursing facility care if you need continued skilled care, such as physical therapy,
intravenous medications, or wound care. Coverage includes:

e Semi-private room

e Meals

e Skilled nursing care

e Physical, occupational, and speech-language therapy

¢ Medications, medical supplies, and equipment used in the facility
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¢ Ambulance transportation for necessary services not available at the facility
e Dietary counseling
Coverage is limited to 100 days per benefit period:
e No copayment for the first 20 days
e Adaily copayment for days 21 through 100 ($209.50 per day in 2025)
e Allcosts are the patient’s responsibility after day 100

A new benefit period begins after you have not received inpatient hospital or SNF care for
60 days in a row.

Hospice Care

Part A covers hospice care for people with a terminalillness and a life expectancy of six
months or less, as certified by a doctor. Hospice care can be provided in your home, a
nursing facility, or a hospice center. Covered services include:

e Painrelief and symptom management

¢ Medical, nursing, and social services

e Drugs for symptom control and pain relief

e Short-term inpatient care for pain and symptom management
e Respite care for caregivers (up to five days at a time)

e Grief and loss counseling for you and your family

Most hospice care costs are fully covered, but there may be a small copayment for
prescription drugs (up to $5 per prescription) and about 5% of the Medicare-approved
amount for respite care.

Home Health Services

Part A covers certain home health services if you are homebound and need skilled care
following a hospital or skilled nursing facility stay. Covered services include:

e Part-time skilled nursing care
e Physical, occupational, or speech-language therapy
¢ Home health aide services (if you are also receiving skilled care)

e Medical social services
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¢ Injectable osteoporosis drugs for women

Medicare does not cover 24-hour home care, meal delivery, homemaker services, or
personal care (such as bathing or dressing) unless you are also receiving skilled care.

Costs Associated with Medicare Part A

While many people qualify for premium-free Part A, there are still out-of-pocket costs
associated with covered services.

Premiums

¢ Premium-Free Part A: Most people do not pay a monthly premium for Part A if they
or their spouse paid Medicare taxes for at least 10 years (40 quarters).

¢ Premium for Others: If you paid Medicare taxes for 30-39 quarters, the monthly
premium is $285 in 2025. If you paid for fewer than 30 quarters, the premium is $518
per monthin 2025.

Deductibles and Coinsurance
« Hospital Stay Deductible: $1,676 per benefit period in 2025.
¢ Hospital Coinsurance:
e Days 1-60: $0 per day (after deductible is met)
e Days 61-90: $419 per day
o Days 91-150: $838 per day (using up to 60 lifetime reserve days)
o Beyond 150 days: All costs are the patient’s responsibility
e Skilled Nursing Facility Coinsurance:
e Days 1-20: $0 per day
e Days 21-100: $209.50 per day in 2025
o After 100 days: All costs are the patient’s responsibility

« Hospice Care: No cost for hospice care itself, but up to $5 per prescription for
symptom control and pain relief and up to 5% of the Medicare-approved amount for
inpatient respite care.
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Other Costs

¢ Durable Medical Equipment: 20% coinsurance for Medicare-approved equipment
used in the hospital.

e Mental Health Services: 20% coinsurance for mental health services connected
with a hospital stay.

Eligibility for Medicare Part A

e Age 65 or Older: U.S. citizens or legal residents who have lived in the U.S. for at
least five consecutive years and meet the work history requirements.

e Under 65: Individuals with certain disabilities, end-stage renal disease (ESRD), or
amyotrophic lateral sclerosis (ALS) may qualify earlier.

e Buying Part A: Those who do not qualify for premium-free Part A can purchase it,
with costs based on work history.

Important Notes and Limitations

o Coverage Limits: Part A does not cover long-term custodial care, non-skilled
personal care, or private-duty nursing.

« Benefit Periods: The benefit period starts when you enter a hospital or SNF and
ends when you have not received inpatient care for 60 days in a row. Each new
benefit period requires you to pay the deductible again.

¢ Annual Changes: Premiums, deductibles, and coinsurance amounts are subject to
change each year. It’s important to stay informed about annual updates.

Supplemental Coverage

Because Medicare Part A does not cover all costs, many beneficiaries purchase
supplemental insurance, such as a Medigap (Medicare Supplement) plan, to help pay
deductibles, coinsurance, and other out-of-pocket expenses.
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Conclusion

Medicare Part A is a vital part of the Medicare program, offering coverage for inpatient
hospital care, skilled nursing facility care, hospice, and some home health services. While
many people qualify for premium-free coverage, there are important deductibles and
coinsurance costs to consider. Understanding the details of what Part A covers—and its
limitations—empowers beneficiaries to plan for their healthcare needs and manage
expenses effectively. Supplemental insurance can help fill the gaps, ensuring more
comprehensive protection as you navigate your healthcare journey.

Part B: Medical Insurance
Part B: Medical Insurance

Medicare Part B, also known as Medical Insurance, is a critical component of the Medicare
program. While Part Afocuses on hospital and inpatient care, Part B is designed to cover a
broad range of outpatient and preventive medical services. This chapter provides an in-
depth look at what Medicare Part B covers, who is eligible, how to enroll, and the
associated costs and coverage details.

What Does Medicare Part B Cover?
Medicare Part B helps pay for two main categories of services:
1. Medically Necessary Services

These are services or supplies required to diagnose or treat a medical condition and that
meet accepted standards of medical practice. Examples include:

o Doctor’s Services: Visits to primary care physicians, specialists, and other
healthcare providers.

¢ Outpatient Care: Services received in clinics, hospital outpatient departments, or
ambulatory surgical centers, including same-day surgeries and observation
services.

o Emergency Room Visits: Coverage for emergency medical care and related
services.

 Diagnostic Tests and Lab Work: Blood tests, X-rays, MRIs, CT scans, and other
diagnostic procedures.
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e Durable Medical Equipment (DME): Items such as wheelchairs, walkers, oxygen
equipment, and other medically necessary equipment prescribed by a doctor.

e Ambulance Services: Emergency transportation to a hospital or skilled nursing
facility when other transportation could endanger health.

¢ Limited Outpatient Prescription Drugs: Certain injectable and infused drugs
administered in a clinical setting.

« Mental Health Services: Outpatient therapy, counseling, psychiatric care, and
intensive outpatient programs for mental health and substance use disorders.

¢ Home Health Services: Part-time skilled nursing care, physical therapy,
occupational therapy, and speech-language pathology services for homebound
patients.

¢ Surgical and Medical Supplies: I[tems such as splints, casts, and surgical
dressings.

e Second Surgical Opinions: Coverage for consultations before surgery.
2. Preventive Services

Preventive care is a major focus of Part B, aiming to detect health problems early and
promote long-term wellness. Many preventive services are covered at no cost if you see a
provider who accepts Medicare assignment. Examples include:

e Annual Wellness Visits: A yearly check-up to create or update a personalized
prevention plan.

¢ Welcome to Medicare Visit: A one-time preventive visit within the first 12 months
of enrolling in Part B.

e Screenings: Includes mammograms, colorectal cancer screenings, prostate cancer
screenings, cardiovascular disease screenings, bone mass measurements,
diabetes screenings, and more.

¢ Vaccinations: Flu shots, pneumonia shots, hepatitis B shots, and certain other
vaccines.

¢ Counseling and Education: Services to help prevent tobacco use, manage obesity,
and reduce alcohol misuse.

e Depression and Cognitive Screenings: Annual screenings for depression and
cognitive impairment.
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o Other Preventive Services: HIV and hepatitis screenings, lung cancer screenings,
and counseling for sexually transmitted infections.

Outpatient Hospital Services
Part B covers many services you receive as an outpatient in a hospital, including:
e Emergency and observation services (may include overnight stays)
e Outpatient surgery and same-day procedures
e Laboratory tests billed by the hospital
¢ Mental health care in partial hospitalization programs
¢ X-rays and radiology services
e Medical supplies, such as splints and casts

Part B generally does not cover prescription or over-the-counter drugs you take at home,
but it does cover certain drugs administered as part of an outpatient service.

Eligibility for Medicare Part B
You are eligible for Medicare Part B if:
e You are 65 years or older, or

e You are under 65 and have a qualifying disability (receiving Social Security or
Railroad Retirement Board disability benefits for at least 24 months), or

e You have end-stage renal disease (ESRD) or amyotrophic lateral sclerosis (ALS),
regardless of age.

Enrollment typically occurs during the seven-month Initial Enrollment Period, which starts
three months before your 65th birthday, includes your birth month, and continues for three
months after. Individuals with disabilities or certain medical conditions may qualify earlier.
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Costs Associated with Part B

Premiums

¢ Standard Monthly Premium: The standard Medicare Part B premium for 2025 is

$185.00 per month. Higher-income beneficiaries may pay more based on their
income.

Deductible

e Annual Deductible: The annual deductible for Part B in 2025 is $257. You must pay
this amount before Medicare begins to pay its share for covered services.

Coinsurance and Copayments

e« Coinsurance: After meeting the deductible, you typically pay 20% of the Medicare-
approved amount for most doctor services, outpatient therapy, and durable medical
equipment.

e No Cost for Most Preventive Services: Many preventive services are covered in full
if you use a provider who accepts Medicare assignment.

Enrollmentin Part B
Enrollmentin Part B can be automatic or require action:

e Automatic Enrollment: If you are already receiving Social Security or Railroad
Retirement Board benefits when you turn 65, you are usually enrolled automatically
in Part B.

¢ Manual Enrollment: If you are not receiving these benefits, you must sign up during
your Initial Enrollment Period. Delaying enrollment without other creditable
coverage may result in late penalties.

What Is Not Covered by Part B?

While Part B is comprehensive, it does not cover:
e Most prescription drugs you take at home (covered by Part D)
e Routine dental, vision, and hearing care

e Long-term custodial care
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e Cosmetic surgery

¢ Most chiropractic services (except for limited spinal manipulation)

Summary Table: Medicare Part B Coverage

Service Category Examples Included Cost to Beneficiary

20% coinsurance after
Doctor’s Services Primary care, specialists, outpatient visits deductible

Usually $0 if provider accepts

Preventive Services Screenings, vaccines, wellness visits assignment
Outpatient Hospital 20% coinsurance after
Services ER visits, outpatient surgery, lab tests deductible
Durable Medical 20% coinsurance after
Equipment Wheelchairs, walkers, oxygen equipment deductible

Outpatient therapy, counseling, partial 20% coinsurance after
Mental Health Services | hospitalization deductible

Skilled nursing, physical/occupational $0 for services, 20% for
Home Health Services | therapy equipment

20% coinsurance after
Ambulance Services Emergency transportation deductible
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Conclusion

Medicare Part B is a vital part of the Medicare program, offering broad coverage for
outpatient medical care, preventive services, and medically necessary treatments.
Understanding what Part B covers, how much it costs, and how to enroll ensures that
beneficiaries can make the most of their Medicare benefits and maintain their health and
independence as they age.

Part C: Medicare Advantage

Medicare Part C, more commonly known as Medicare Advantage, is a comprehensive
alternative to Original Medicare (Parts A and B). These plans are offered by private
insurance companies approved by Medicare and are designed to bundle hospital, medical,
and often prescription drug coverage into a single plan. In recent years, Medicare
Advantage has grown rapidly in popularity, now serving over half of all Medicare
beneficiaries. This chapter provides an in-depth look at how Medicare Advantage works,
what it covers, the types of plans available, costs, enrollment, and recent changes.

What Is Medicare Advantage?

Medicare Advantage plans are Medicare-approved health plans from private companies
that contract with the federal government to provide all the benefits of Original Medicare.
When you enroll in a Medicare Advantage plan, you still have Medicare, but your coverage is
managed by the private insurer rather than directly by the federal government.

Medicare Advantage plans must cover all services provided by Parts A (hospital insurance)
and B (medical insurance), except hospice care, which remains covered by Original
Medicare. Most Medicare Advantage plans also include prescription drug coverage (Part D)
and may offer additional benefits not available with Original Medicare.

What Does Medicare Advantage Cover?

Medicare Advantage plans are required by law to provide at least the same level of
coverage as Original Medicare, including:

¢ Inpatient hospital care: All services covered under Part A, such as hospital stays,
skilled nursing facility care, hospice care (still paid by Original Medicare), and some
home health services.
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Outpatient medical care: All services covered under Part B, including doctor visits,
preventive care, lab tests, X-rays, durable medical equipment, and outpatient
surgery.

Most Medicare Advantage plans also include:

Prescription drug coverage (Part D): Most plans bundle prescription drug
coverage, eliminating the need for a separate Part D plan.

Vision, dental, and hearing benefits: Many plans offer routine eye exams, glasses,
dental cleanings, hearing tests, and hearing aids.

Wellness and fithess programs: Gym memberships, fitness classes, and wellness
incentives are common.

Over-the-counter allowances: Some plans provide allowances for health-related
items such as vitamins and first-aid supplies.

Telehealth services: Access to virtual doctor visits and remote monitoring.

Transportation and meal delivery: Certain plans offer rides to medical
appointments or meal delivery after hospital stays.

Caregiver and in-home support services: Additional help for those who need
assistance at home.

Types of Medicare Advantage Plans

Medicare Advantage comes in several forms, each with its own rules for provider choice,

referrals, and coverage area:

Health Maintenance Organization (HMO): Requires you to use a network of
doctors and hospitals except in emergencies. Referrals are usually needed to see
specialists.

Preferred Provider Organization (PPO): Offers more flexibility to see out-of-
network providers, usually at a higher cost. Referrals are not typically required.

Private Fee-for-Service (PFFS): Allows you to see any provider who accepts the
plan’s payment terms. No network restrictions, but not all providers participate.

Special Needs Plans (SNPs): Tailored for people with specific diseases or
characteristics (such as chronic illnesses, dual Medicare and Medicaid eligibility, or
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living in an institution). These plans often provide coordinated care and extra
benefits.

Medical Savings Account (MSA): Combines a high-deductible health plan with a
savings account that you can use to pay for healthcare expenses.

Costs Associated with Medicare Advantage

The costs of Medicare Advantage plans can vary widely depending on the plan, location,
and the benefits offered. Here’s what you can expect:

Premiums

Monthly Premium: Many Medicare Advantage plans have low or even $0 monthly
premiums, but you must continue to pay your Part B premium. Some plans may help
pay part or all of your Part B premium.

Part D Premium: Prescription drug coverage is usually included at no extra cost, but
some plans may charge an additional premium for enhanced drug coverage.

Deductibles, Copayments, and Coinsurance

Deductibles: Some plans have separate deductibles for medical services and
prescription drugs.

Copayments: Fixed dollar amounts you pay for services like doctor visits or
prescriptions.

Coinsurance: A percentage of the cost for certain services, such as hospital stays
or specialist visits.

Out-of-Pocket Maximums

Annual Limit: All Medicare Advantage plans must have an annual out-of-pocket

maximum for Part A and Part B services. For 2025, the maximum is capped at
$8,850, though many plans offer lower limits. After you reach this limit, the plan
pays 100% of covered costs for the rest of the year.

Prescription Drug Costs: In 2025, the out-of-pocket cap for prescription drugs is
reduced to $2,000, and the “donut hole” coverage gap is eliminated. Out-of-pocket
prescription costs can also be spread throughout the year in monthly installments.
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Comparing Medicare Advantage and Original Medicare

Feature

Original Medicare (A & B)

Medicare Advantage (Part C)

Provider Choice

Any provider accepting
Medicare

Usually network-based

Prescription Drugs

Notincluded (add Part D)

Usually included

Extra Benefits

Limited

Often includes dental, vision, hearing, fitness,
etc.

Out-of-Pocket
Maximum

No maximum

Annual maximum

Referrals Needed

No

Often required for specialists

Supplemental
Coverage

Can buy Medigap

Medigap not compatible

Enrollment in Medicare Advantage

You are eligible to join a Medicare Advantage plan if:

e You are enrolled in both Medicare Part A and Part B.

¢ You live in the plan’s service area.

e You do not have end-stage renal disease (ESRD), except for certain SNPs (rules have

loosened in recent years).

Enrollment Periods

¢ Initial Enrollment Period (IEP): The seven months surrounding your 65th birthday

(three months before, the month of, and three months after).
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Annual Enrollment Period (AEP): October 15 to December 7 each year. You can
join, switch, or drop a Medicare Advantage plan during this period, with coverage
starting January 1.

Medicare Advantage Open Enrollment Period: January 1 to March 31 each year.
Allows those already in a Medicare Advantage plan to switch to another plan or
return to Original Medicare.

Special Enrollment Periods (SEP): Triggered by life events such as moving, losing
other coverage, or qualifying for Medicaid.

Recent and Upcoming Changes to Medicare Advantage

Medicare Advantage is continually evolving to meet the needs of beneficiaries:

Lower Out-of-Pocket Caps: In 2025, the annual out-of-pocket cap for prescription
drugs is reduced from $8,000 to $2,000, and the coverage gap (“donut hole”) is
eliminated.

Monthly Payment Options: Beneficiaries can spread out prescription drug costs
over the year in monthly installments.

Integrated Care for Dual-Eligible Members: Enhanced coordination for those
eligible for both Medicare and Medicaid, with the ability to change plans monthly in
some cases.

Supplemental Benefits Notifications: Starting in 2026, insurers must notify
members about unused supplemental benefits mid-year to encourage full
utilization.

Expanded Behavioral Health Access: Broader networks and new intensive
outpatient programs for mental health care.

Growing Enrollment: Medicare Advantage enrollment is projected to surpass 35
million in 2025, representing more than half of all Medicare beneficiaries.
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Important Considerations

¢ Provider Networks: Most plans require you to use network providers for non-
emergency care. Out-of-network care may cost more or not be covered.

¢ Plan Rules: Some plans require referrals to see specialists or prior authorization for
certain services.

¢ No Medigap Compatibility: You cannot use a Medigap policy with Medicare
Advantage.

e Plan Variability: Benefits, costs, and provider networks can change annually.
Review your plan’s Annual Notice of Change each fall.

Conclusion

Medicare Advantage (Part C) offers a bundled, often more comprehensive alternative to
Original Medicare, with additional benefits, annual out-of-pocket limits, and integrated
prescription drug coverage. With a variety of plan types and extra services, Medicare
Advantage can be a cost-effective and convenient option for many beneficiaries. However,
it’s important to compare plans carefully, consider provider networks, and review annual
changes to ensure your coverage continues to meet your needs.

Part D: Prescription Drug Coverage

Medicare Part D is the portion of Medicare that provides prescription drug coverage to
beneficiaries. Introduced in 2006, Part D was created to help reduce the financial burden of
outpatient prescription medications for people with Medicare. It is available to anyone
enrolled in Medicare Part A, Part B, or both, and is offered through private insurance
companies approved by Medicare. This chapter provides a detailed and up-to-date
overview of how Part D works, what it covers, how much it costs, and important
considerations for enrollment.

What Does Medicare Part D Cover?

Medicare Part D plans are designed to help cover the cost of prescription drugs, including
many commonly prescribed brand-name and generic medications. Each plan has its own
formulary—a list of covered drugs—which can vary from plan to plan. However, all plans
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must meet certain federal standards and cover a broad range of drug categories and
classes.

Key Features of Part D Coverage

¢ Wide Range of Medications: Part D plans cover drugs most commonly prescribed
for Medicare beneficiaries, including medications for chronic conditions, acute
illnesses, and preventive needs.

¢ Formulary Requirements: Each plan’s formulary mustinclude at least two
chemically distinct drugs in every therapeutic category and class. Plans are required
to cover all drugs in six “protected classes”: immunosuppressants,
antidepressants, antipsychotics, anticonvulsants, antiretrovirals, and
antineoplastics.

¢ Vaccines: Commercially available vaccines not covered by Part B are included
under Part D.

e Plan Variability: While all plans must meet minimum coverage standards, the
specific drugs covered, cost-sharing amounts, and utilization management tools
(such as prior authorization, quantity limits, and step therapy) can differ
significantly. Itis important to review a plan’s formulary to ensure your medications
are covered.

How Does Medicare Part D Work?

Medicare Part D is structured with several phases of coverage, and your out-of-pocket
costs may change as you move through these phases during the year. For 2025, the benefit
design has been updated to improve financial protection for beneficiaries.

The Three Phases of Part D Coverage
1. Deductible Phase

e You pay 100% of your prescription drug costs until you reach your plan’s
deductible.

e The standard deductible for 2025 is $590, but some plans may offer a lower
or $0 deductible.

2. Initial Coverage Phase

o After meeting the deductible, you enter the initial coverage phase.
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In this phase, you typically pay a copayment (a fixed amount) or coinsurance
(a percentage of the drug’s cost) for each prescription.

You remain in this phase until your total out-of-pocket spending (including
deductible and copayments/coinsurance, but not monthly premiums)
reaches $2,000 for the year.

3. Catastrophic Coverage Phase

Once your out-of-pocket costs reach $2,000, you enter catastrophic
coverage.

In 2025, you pay nothing for covered Part D drugs for the rest of the year after
reaching this threshold.

The infamous “donut hole” or coverage gap has been eliminated as of 2025,
so there is no longer a period where you pay higher costs before catastrophic
coverage begins.

Costs Associated with Medicare Part D

Premiums

o Base Beneficiary Premium: The national base beneficiary premium for 2025 is
$36.78 per month. However, actual plan premiums vary widely by region and plan,

ranging from $0 to $100 or more.

¢ Income-Related Surcharges: Higher-income beneficiaries (individuals with income

over $103,000 or couples over $206,000) pay an additional monthly surcharge,
which can range from about $12.90 to $81.00 per month.

e Medicare Advantage Drug Coverage: Many Medicare Advantage (Part C) plans

include drug coverage, often with no additional premium beyond the Part B

premium.

Other Costs

e Deductible: Up to $590 in 2025, depending on the plan.

e Copayments and Coinsurance: Vary by plan and by drug tier (generic, preferred
brand, non-preferred brand, specialty).
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e Out-of-Pocket Maximum: In 2025, the maximum out-of-pocket cost for
prescription drugs is capped at $2,000. After reaching this amount, all additional
covered drug costs are paid by the plan for the rest of the year.

Late Enrollment Penalty

If you do not enrollin a Part D plan when you are first eligible and go 63 days or more
without creditable prescription drug coverage, you may be subject to a late enrollment
penalty. This penalty is added to your monthly premium for as long as you have Part D
coverage.

e How the Penalty Is Calculated: The penalty is 1% of the national base beneficiary
premium ($36.78 in 2025) for each full month you were eligible but did not enroll,
rounded to the nearest $0.10.

¢ Example: If you waited 14 months to enroll without other creditable coverage, your
penalty would be 14% of $36.78, or about $5.20 per month, added to your premium.

o Extra Help Exception: If you qualify for Extra Help (the federal low-income subsidy),
you do not pay the late enrollment penalty.

Choosing a Part D Plan

Selecting a Part D plan requires careful consideration of your prescription needs and
budget:

e Check the Formulary: Make sure your medications are covered by the plan.

e Compare Costs: Look at premiums, deductibles, copayments, and coinsurance for
your specific drugs.

o Pharmacy Network: Some plans offer lower costs at preferred pharmacies.

o Utilization Management: Be aware of any restrictions like prior authorization or
quantity limits.

You can change your Part D plan annually during the Medicare Open Enrollment Period
(October 15 to December 7), with changes taking effect January 1 of the following year.
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Summary Table: Medicare Part D at a Glance

Feature Details (2025)

Who can enroll Anyone with Medicare Part A and/or B

Coverage Outpatient prescription drugs, some vaccines

Premium $0-$100+ (varies by plan and region)

Deductible Up to $590 (varies by plan)

Initial coverage 25% coinsurance or copayments until $2,000 OOP

Catastrophic coverage $0 for covered drugs after $2,000 OOP

Late enrollment penalty 1% of base premium per uncovered month

Extra Help Lowers or eliminates premiums, deductibles, copays
Conclusion

Medicare Part D is a vital part of the Medicare program, providing essential coverage for
prescription medications and vaccines not included under Part A or B. With the 2025
updates, including the elimination of the coverage gap and a $2,000 cap on out-of-pocket
spending, Part D offers improved financial protection and greater peace of mind for
beneficiaries. To get the most from Part D, review your medication needs annually,
compare available plans, and enroll on time to avoid penalties and ensure continuous
coverage.
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Medigap (Medicare Supplement Insurance)

Medigap, also known as Medicare Supplement Insurance, is a type of private health
insurance designed to help cover the out-of-pocket costs not paid by Original Medicare
(Parts A and B). These costs can include copayments, coinsurance, and deductibles that
can add up quickly for those relying solely on Original Medicare. Medigap policies offer
financial predictability and peace of mind, especially for those with frequent healthcare
needs or those who want to minimize unexpected expenses.

What Is Medigap?

Medigap policies are standardized insurance plans sold by private companies to “fill the
gaps”in Original Medicare coverage. While Medicare pays for a large portion of approved
healthcare expenses, it does not cover everything. Medigap helps pay for the remaining
costs, such as:

e Part Acoinsurance and hospital costs after Medicare benefits are used up (up to an
additional 365 days)

e Part Adeductible
e Part Ahospice care coinsurance or copayment
e PartB coinsurance or copayment

e« Part B excess charges (when a provider is allowed to charge more than the
Medicare-approved amount)

¢ Blood transfusions (first three pints)
e Skilled nursing facility care coinsurance

e Medically necessary emergency healthcare services during foreign travel (up to plan
limits)

Each Medigap plan offers a different combination of these benefits, and the plans are
standardized by the federal government. This means that a Plan G policy from one insurer
offers the same basic benefits as Plan G from another, though premiums and customer
service may differ.
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How Does Medigap Work?

To purchase a Medigap policy, you must first be enrolled in both Medicare Part A and Part B.
Medigap only works with Original Medicare, not with Medicare Advantage (Part C) plans.
Here’s how the process works:

1. Youreceive care: When you visit a healthcare provider, Medicare pays its share of
the approved amount for covered services.

2. Medigap pays its share: Your Medigap policy then pays its portion of the remaining
costs, according to the benefits of your specific plan.

3. You pay any remaining costs: If there are any costs left after Medicare and Medigap
have paid, you are responsible for those.

Medigap policies are individual—each policy covers only one person. If you and your
spouse both want Medigap coverage, you must each buy separate policies.

Types of Medigap Plans

Medigap plans are labeled by letters (A, B, C, D, F, G, K, L, M, N), and each offers a different
set of standardized benefits. Not all plans are available in every state, and some plans (like
Plan F and Plan C) are only available to those who were eligible for Medicare before January
1, 2020.

Popular Medigap Plans

e Plan G: Currently the most comprehensive plan available to new enrollees. It covers
everything except the Medicare Part B deductible.

¢ Plan N: Covers most of the same benefits as Plan G but requires copayments for
some office and emergency room visits.

e Plans Kand L: Offer lower premiums but require you to pay a higher share of out-of-
pocket costs, with annual out-of-pocket limits.

High-Deductible Plans

Some insurers offer high-deductible versions of certain plans (such as Plan G). With these,
you pay a lower monthly premium but must meet a higher deductible ($2,870 in 2025)
before the plan pays benefits.
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What Medigap Does Not Cover

Medigap policies are designed to supplement, not replace, Medicare. They do not cover:

Prescription drugs (unless you have a very old policy purchased before 2006)
Long-term care or custodial care

Routine dental, vision, or hearing care

Eyeglasses or hearing aids

Private-duty nursing

Most care received outside the United States (except for limited emergency
coverage)

For prescription drug coverage, you need to enroll in a separate Medicare Part D plan.

Costs of Medigap

The cost of a Medigap policy depends on several factors:

Plan type: More comprehensive plans (like Plan G) generally have higher premiums.

Insurance company: Different insurers may charge different rates for the same
plan.

Location: Premiums vary widely by state and even by region within a state.
Age, sex, and tobacco use: These personal factors can affect your premium.

Health status: In some cases, if you apply outside your open enrollment period,
insurers may use medical underwriting to set your premium or even deny coverage.

Monthly premiums can range from under $50 to over $200, depending on these factors.

High-deductible plans and those with less coverage have lower premiums.

When and How to Enroll in Medigap

Medigap Open Enrollment Period

The best time to buy a Medigap policy is during your one-time, six-month Medigap Open

Enrollment Period. This period begins the first month you are both 65 or older and enrolled

in Medicare Part B. During this window:
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¢ Insurers must sell you any Medigap policy they offer, regardless of your health
status.

¢ You cannot be charged more due to pre-existing conditions.
¢ You receive the preferred (lowest) rate available.

After this period, you can apply for Medigap at any time, but insurers may charge higher
premiums or deny you coverage based on your health.

Special Enrollment Scenarios

If you delay enrolling in Part B because you have employer coverage, your Medigap Open
Enrollment Period will begin when you enroll in Part B later on. Some states require insurers
to offer at least one Medigap plan to people under 65 who qualify for Medicare due to
disability, but this is not required by federal law.

Pre-existing Conditions and Waiting Periods

If you had “creditable coverage” (such as employer health insurance) before applying for
Medigap, there is usually no waiting period for coverage of pre-existing conditions. If you
did not have creditable coverage, the insurer may impose a waiting period of up to six
months for coverage of pre-existing conditions, though Medicare will still pay its share
during this time.

Medigap and Other Medicare Coverage

e Medigap vs. Medicare Advantage: You cannot have a Medigap policy and a
Medicare Advantage plan at the same time. If you want to switch from Medicare
Advantage back to Original Medicare and buy a Medigap policy, you may have a
limited window to do so without medical underwriting.

e Medigap and Part D: Medigap does not include prescription drug coverage. You
need a separate Part D plan for medications.

Renewability and Portability

Medigap policies are guaranteed renewable as long as you pay your premiums. This means
your coverage cannot be canceled due to health problems. If you move to another state,
you can keep your Medigap policy, but premiums and available plans may change.
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Key Takeaways

e Medigap helps pay out-of-pocket costs not covered by Original Medicare, such as
deductibles, copayments, and coinsurance.

e Plans are standardized and labeled by letters; Plan G is the most comprehensive
available to new enrollees.

e Costsvary by plan, insurer, location, and personal factors.

e The besttime to enrollis during your Medigap Open Enrollment Period, which starts
when you are 65 or older and enrolled in Part B.

e Medigap does not cover prescription drugs, long-term care, dental, vision, or
hearing services.

e You cannot have both Medigap and Medicare Advantage at the same time.

Medigap can provide valuable financial protection and peace of mind by limiting your out-
of-pocket costs and making your healthcare expenses more predictable as you navigate
retirement and beyond.

Key Differences Between Original Medicare and Medicare Advantage

Choosing between Original Medicare and Medicare Advantage is one of the most
significant decisions for anyone eligible for Medicare. Both options provide access to
essential healthcare services, but they differ in how coverage is structured, what benefits
are included, how much you pay, and how you access care. Understanding these
differences is crucial to making an informed choice that fits your health needs, lifestyle,
and budget.

1. Structure and Administration

Original Medicare is the traditional program managed by the federal government. It
consists of:

o Part A (Hospital Insurance): Covers inpatient hospital care, skilled nursing facility
care, hospice, and some home health care.
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+ Part B (Medical Insurance): Covers outpatient care, doctor’s visits, preventive
services, durable medical equipment, and some home health care.

Medicare Advantage (Part C) is an alternative to Original Medicare, offered by private
insurance companies approved by Medicare. Medicare Advantage plans are required to
cover everything Original Medicare covers, but they may do so with different rules,
restrictions, and costs. Most plans bundle in additional benefits and often include
prescription drug coverage (Part D).

2. Provider Choice and Access
Original Medicare:

¢ You can see any doctor or visit any hospital in the U.S. that accepts Medicare,
without needing referrals.

e There are no provider networks or geographic restrictions for covered services.

e This flexibility is ideal for people who travel frequently or want the broadest choice
of providers.

Medicare Advantage:

¢ Most plans use provider networks (such as HMOs or PPOs). You may need to
choose a primary care doctor and get referrals to see specialists.

e Careis generally limited to providers and hospitals in your plan’s network and
service area, except for emergencies or urgent care.

e Out-of-network care may cost more or may not be covered at all, depending on the
plan type.

e Some plans offer nationwide networks or out-of-network options at a higher cost,
but this is not universal.

3. Coverage and Benefits
Original Medicare:
e Covers medically necessary hospital and medical services.

e Does not cover most prescription drugs (Part D must be purchased separately).
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¢ Does notinclude routine dental, vision, or hearing care, or other supplemental
benefits.

e You can add a Medigap (Medicare Supplement) policy to help pay out-of-pocket
costs, but Medigap does not cover extras like dental or vision.

Medicare Advantage:

e Must cover all services provided by Original Medicare (except hospice, which
remains covered under Part A).

e Most plansinclude prescription drug coverage (Part D).

e Frequently offers extra benefits not covered by Original Medicare, such as routine
dental, vision, hearing, fitness programs, transportation, and over-the-counter
allowances.

e Benefits and coverage details vary by plan and location.

4. Costs and Out-of-Pocket Spending
Original Medicare:

e You pay a monthly Part B premium (and a Part A premium if you don’t qualify for
premium-free Part A).

¢ You are responsible for deductibles and coinsurance (usually 20% for Part B
services).

e Thereis no annual out-of-pocket maximum (unless you have a Medigap policy).

e Medigap policies can help cover some or all of these costs, but require an additional
premium.

Medicare Advantage:

¢ You pay the Part B premium and may pay an additional monthly premium for your
plan (many plans have $0 additional premium).

¢ Plans set their own copayments, coinsurance, and deductibles, which can vary
widely.

e Allplans are required to have an annual out-of-pocket maximum for Part Aand B
services (capped at $9,350 in 2025, though many plans have lower limits).
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¢ Once you reach the maximum, the plan pays 100% of covered costs for the rest of
the year.

e Prescription drug costs are included if the plan offers drug coverage, and there is a
separate out-of-pocket cap for Part D drugs.

5. Prior Authorization and Plan Rules
Original Medicare:
¢ Usually does not require prior authorization for most services.

e You and your doctor decide on your care, as long as it is medically necessary and
covered.

Medicare Advantage:
e Oftenrequires prior authorization for many services, procedures, or medications.
e Mayrequire referrals from your primary care doctor to see specialists.

e Planrules and requirements can affect how and when you receive care.

6. Prescription Drug Coverage
Original Medicare:

e Does notinclude drug coverage by default.

¢ You mustenrollin a separate Part D plan if you want prescription drug coverage.
Medicare Advantage:

e Most plansinclude prescription drug coverage (MAPD plans).

¢ Youdo not need to buy a separate Part D plan if your Medicare Advantage plan
includes drug coverage.
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7. Supplemental Coverage

Original Medicare:

¢ You can purchase a Medigap policy to help pay for deductibles, copayments, and
coinsurance.

e Medigap policies are standardized and regulated, making coverage predictable.
Medicare Advantage:
e You cannot use a Medigap policy with Medicare Advantage.

e Out-of-pocket costs are managed through the plan’s annual maximum and copay
structure.

8. Geographic Coverage and Travel
Original Medicare:
e Coversyou anywhere in the U.S. and its territories.

+ Ideal for snowbirds, frequent travelers, or those who live in multiple locations
throughout the year.

Medicare Advantage:
o Coverage is generally limited to your plan’s service area, except for emergencies.

¢ Some plans offer extended travel or visitor benefits, but these are not standard.

9. Enrollment and Plan Changes

e You can switch between Original Medicare and Medicare Advantage during certain
enrollment periods, such as the Annual Open Enrollment Period (October 15 to
December 7).

e Medicare Advantage Open Enrollment (January 1 to March 31) allows you to switch
Medicare Advantage plans or return to Original Medicare.

e Special Enrollment Periods are available for certain life events, such as moving or
losing other coverage.
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10. Plan Administration

Original Medicare:

¢ Managed by the federal government (Centers for Medicare & Medicaid Services).

e Consistent coverage and rules nationwide.

Medicare Advantage:

¢ Managed by private insurance companies.

e Plan details, provider networks, and extra benefits can change annually and vary by

region.

Summary Table: Original Medicare vs. Medicare Advantage

Feature

Original Medicare

Medicare Advantage (Part C)

Provider Choice

Any Medicare-accepting provider

nationwide

Network-based, usually local/regional

Referrals Needed

No

Often yes (especially in HMOs)

Prescription Drugs

Not included; add Part D

Usually included

Extra Benefits

No

Often included (dental, vision,
hearing, etc.)

Out-of-Pocket
Maximum

No (unless with Medigap)

Yes (annual cap)

Medigap Option Yes No
Prior Authorization Rare Common for many services
Geographic Flexibility Nationwide Local/regional (except emergencies)
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Feature Original Medicare Medicare Advantage (Part C)

Plan Administration Federal government Private insurers

Conclusion

The choice between Original Medicare and Medicare Advantage depends on your personal
preferences, health needs, travel habits, and financial situation. Original Medicare offers
the broadest provider access and nationwide coverage but may leave you exposed to
higher out-of-pocket costs unless supplemented with a Medigap policy. Medicare
Advantage provides bundled coverage, extra benefits, and an annual out-of-pocket limit,
but typically restricts you to a local network and may require more plan approvals and prior
authorizations.

Carefully review your health priorities, compare plan options in your area, and consider
how each program’s features align with your lifestyle and expectations. Annual open
enrollment periods give you the flexibility to reassess and change your coverage as your
needs evolve.
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Chapter Three

Medicare Part A-Hospital Insurance
Medicare Part A- Hospital Insurance

Medicare Part A, known as Hospital Insurance, is a foundational element of the Medicare
program. It provides essential coverage for inpatient care, skilled nursing facility stays,
hospice care, and some home health services. Understanding how Part A works, what it
covers, and your potential costs is crucial for making informed decisions about your
healthcare as you age or if you qualify due to disability orillness.

What Does Medicare Part A Cover?

Medicare Part A is designed to help cover the costs of care that require a stayin a
healthcare facility or specialized services at home. The four primary areas of coverage are:

1. Inpatient Hospital Care

Medicare Part A covers inpatient hospital stays when you are formally admitted to a
hospital with a doctor’s order and the hospital accepts Medicare. Covered services
include:

Semi-private room (shared with another patient)
¢ Meals and general nursing care

¢ Drugs administered as part of your inpatient treatment (including medications for
opioid use disorder)

e Other hospital services and supplies necessary for your care
Types of hospitals and facilities included under Part A coverage:

e Acute care hospitals

e Critical access to hospitals

¢ |npatient rehabilitation facilities

e Long-term care hospitals

e Inpatient psychiatric facilities (with a lifetime limit of 190 days in a freestanding
psychiatric hospital)
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Medicare does not cover private-duty nursing, private rooms (unless medically necessary),
televisions or phones (if separately charged), or personal care items like razors or slipper
socks.

Special Note on Mental Health

Part A only pays for up to 190 days of inpatient care in a freestanding psychiatric hospital
during your lifetime. This limit does not apply to psychiatric care received in a psychiatric
unit within an acute care or critical access hospital.

2. Skilled Nursing Facility (SNF) Care
Part A covers short-term skilled nursing facility care if you meet all the following conditions:
¢ You have Part A and days left in your benefit period.

e You had a qualifying inpatient hospital stay of at least three consecutive days (not
counting the day you leave).

e You enter the SNF within a short time (generally 30 days) of leaving the hospital.

¢ Your doctor certifies that you need daily skilled care (such as intravenous fluids,
physical therapy, or wound care).

e The careis provided in a Medicare-certified SNF.
Covered services in a SNF include:
e Semi-private room
e Meals
e Skilled nursing care
e Physical, occupational, or speech-language therapy
¢ Maedications and medical supplies used in the facility
e Ambulance transportation if needed for services not available at the SNF
e Dietary counseling

Coverage is limited to 100 days per benefit period, with no copayment for the first 20 days
and a daily copayment for days 21-100. After 100 days, you pay all costs.
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3. Hospice Care

Medicare Part A covers hospice care for individuals with a terminalillness and a life
expectancy of six months or less, as certified by a doctor. Hospice services can be
provided in your home, a hospice center, or a nursing facility and include:

e Painrelief and symptom management

e Medical, nursing, and social services

e Drugs for symptom control and pain relief

e Short-term inpatient care for pain or symptom management
e Respite care for caregivers (up to five days at a time)

e Grief and loss counseling for you and your family

Hospice care under Part A is generally covered up to 100%, with only small copayments for
prescription drugs and respite care.

4. Home Health Services

Medicare Part A covers certain home health services if you are homebound and need
skilled care following a hospital or SNF stay. Covered services may include:

e Part-time skilled nursing care

e Physical, occupational, or speech-language therapy

¢ Home health aide services (when you are also receiving skilled care)
e Medical social services

Medicare does not cover 24-hour home care, meal delivery, homemaker services, or
personal care unless you are also receiving skilled care.

Costs Associated with Medicare Part A (2025)
Premiums

¢ Premium-Free Part A: Most people do not pay a monthly premium for Part A if they
or their spouse paid Medicare taxes for at least 10 years.

¢ Premium for Others: If you do not qualify for premium-free Part A, the monthly
premium can be as much as $518 in 2025.
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Deductibles and Coinsurance
« Inpatient Hospital Deductible: $1,676 per benefit period.
e Hospital Stay Coinsurance:
o Days 1-60: $0 after you meet the deductible
e Days 61-90: $419 per day
o Days 91-150: $838 per day (using up to 60 lifetime reserve days)
e After 150 days: You pay all costs
o Skilled Nursing Facility Coinsurance:
e Days 1-20: $0 per day
e Days 21-100: $209.50 per day
e After 100 days: You pay all costs

e Hospice Care: Covered up to 100%, with only small copayments for drugs and
respite care.

Benefit Periods

A benefit period begins the day you are admitted as an inpatient in a hospital or SNF and
ends when you have not received inpatient care for 60 days in a row. If you are readmitted
after this period, a new benefit period begins, and you must pay the inpatient deductible
again.

What’s Not Covered by Part A?
Medicare Part A does not cover:
e Private-duty nursing
e Private rooms (unless medically necessary)
e Personal care items (razors, slippers, etc.)
e Televisions or phones in your room (if there is a separate charge)

e Long-term custodial care (help with bathing, dressing, eating, etc.)
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If you receive services more often than Medicare covers, or services not covered by
Medicare, you may have to pay some or all of the costs. Always ask your provider to explain
which services are covered and what your share of the costs will be.

Important Considerations

¢ Qualifying Hospital Stay for SNF: You must have a qualifying inpatient hospital
stay of at least three days for SNF coverage. Time spentin the ER or under
observation does not count toward this requirement.

+ Lifetime Reserve Days: You have up to 60 lifetime reserve days for hospital stays
longer than 90 days. Once these are used, you pay all costs for additional days.

¢ Hospice Care Flexibility: Hospice care is available wherever the patient calls
home, including assisted living or nursing facilities, and is covered up to 100% for all
services related to the terminal diagnosis.

Conclusion

Medicare Part A provides vital coverage for inpatient hospital care, skilled nursing facility
stays, hospice care, and some home health services. While many beneficiaries qualify for
premium-free Part A, there are important deductibles and coinsurance costs to consider.
Understanding what is covered, the conditions for coverage, and your potential out-of-
pocket costs will help you make informed decisions and plan effectively for your healthcare
needs.

What Part A Covers
What Part A Covers

Medicare Part A, also known as Hospital Insurance, is a core component of the Medicare
program. It is designed to help beneficiaries manage the costs of inpatient care and related
services, which are often among the most significant healthcare expenses. Understanding
the scope of Part A coverage is essential for making informed decisions about your
healthcare and financial planning.
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Inpatient Hospital Care

Medicare Part A covers inpatient hospital care when you are formally admitted to a hospital
with a doctor’s order and the hospital accepts Medicare. Coverage includes:

e Semi-private room: Shared accommodation, unless a private room is medically
necessary.

e Meals: All meals provided during your inpatient stay.
e General nursing: Nursing care as required for your treatment.

e Drugs: Medications administered as part of your inpatient care, including those for
specific conditions such as opioid use disorder.

 Other hospital services and supplies: Such as lab tests, medical supplies, and
physical therapy needed for your recovery.

Part A covers care in various types of hospitals and facilities, including:
e Acute care hospitals
e Critical access to hospitals
e Inpatient rehabilitation facilities
e Long-term care hospitals

e Inpatient psychiatric facilities (with a lifetime limit of 190 days in a freestanding
psychiatric hospital)

It’s important to note that Part A does not cover private-duty nursing, private rooms (unless
medical necessary), personal care items, or entertainment devices such as televisions and
phones if there is a separate charge for them.

Skilled Nursing Facility (SNF) Care
Medicare Part A covers short-term skilled nursing facility care under specific conditions:

¢ You must have a qualifying inpatient hospital stay of at least three consecutive days
(not counting the day you are discharged).

¢ You must enter the skilled nursing facility within a short time (generally 30 days) of
leaving the hospital.
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¢ Your doctor must certify that you need daily skilled care, such as intravenous
medications, physical therapy, or wound care.

e The care must be provided in a Medicare-certified SNF.

Covered services include:

Semi-private room
e Meals
e Skilled nursing care
¢ Physical, occupational, or speech-language therapy
¢ Medications and medical supplies used in the facility
e Ambulance transportation if needed for services not available at the SNF
e Dietary counseling
Coverage is limited to 100 days per benefit period:
e No copayment for the first 20 days
e Adaily copayment for days 21-100 ($209.50 per day in 2025)

e After 100 days, you pay all costs

Hospice Care

Medicare Part A covers hospice care for individuals with a terminalillness and a life
expectancy of six months or less, as certified by a doctor. Hospice care can be provided at
home, in a hospice center, or in a nursing facility and includes:

Pain relief and symptom management

¢ Medical, nursing, and social services

e Drugs for symptom control and pain relief

e Short-term inpatient care for pain or symptom management
e Respite care for caregivers (up to five days at a time)

e Grief and loss counseling for you and your family
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Hospice care is generally covered up to 100%, with only small copayments for prescription
drugs (up to $5 per prescription) and about 5% of the Medicare-approved amount for
respite care.

Home Health Services

Medicare Part A covers certain home health services if you are homebound and need
skilled care following a hospital or SNF stay. Covered services may include:

e Part-time or intermittent skilled nursing care

e Physical, occupational, or speech-language therapy

e Home health aide services (when you are also receiving skilled care)
e Medical social services

¢ Injectable osteoporosis drugs for women who meet certain criteria

To qualify, you must be under the care of a doctor, require skilled services, and be certified
as homebound (meaning itis difficult for you to leave your home without assistance).
Medicare does not cover 24-hour home care, meal delivery, homemaker services, or
personal care unless you are also receiving skilled care.

Exclusions and Limitations

While Medicare Part A covers a broad range of inpatient and related services, there are
important exclusions:

e Doctor’s fees: Part A does not cover doctor’s services you receive while in the
hospital; these are covered under Part B.

e Long-term care: Custodial care (help with activities of daily living) is not covered.

e Private-duty nursing and personal care items: These are not covered unless
medically necessary.

« Non-medical services: Services such as television or phone, unless they are
medically necessary and there is a separate charge.
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Costs and Coverage Limits

Deductibles and Coinsurance: In 2025, the inpatient hospital deductible is $1,676
per benefit period. After meeting the deductible, you pay nothing for the first 60 days
of each benefit period. For days 61-90, you pay $419 per day. For days 91-150, you
pay $838 per day, using up to 60 lifetime reserve days. After 150 days, you pay all
costs.

Skilled Nursing Facility: No copayment for the first 20 days, $209.50 per day for
days 21-100, and all costs after 100 days.

Hospice Care: Covered up to 100%, with small copayments for drugs and respite
care.

Home Health Services: Covered if you meet the eligibility requirements, but only
for part-time or intermittent skilled services.

Annual Updates

Medicare Part A coverage, premiums, deductibles, and coinsurance amounts can change

annually. Itis important to check for updates each year to stay informed about your

potential costs and coverage limits.

Supplemental Coverage

Because Medicare Part A does not cover all costs, many beneficiaries purchase

supplemental insurance, such as a Medigap (Medicare Supplement) plan, to help pay

deductibles, coinsurance, and other out-of-pocket expenses.

Summary

Medicare Part A covers:

Inpatient hospital care (including meals, nursing, drugs, and supplies)
Short-term skilled nursing facility care (after a qualifying hospital stay)
Hospice care for terminally ill patients

Certain home health services for those who are homebound and need skilled care
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However, there are limits to the length of coverage, cost-sharing requirements, and
exclusions for services such as long-term custodial care, private-duty nursing, and
personal care items. Understanding what Part A covers—and what it does not—will help
you plan for your healthcare needs and manage your out-of-pocket expenses.

Inpatient Hospital Care
Inpatient Hospital Care Under Medicare Part A

Inpatient hospital care is a central benefit of Medicare Part A, designed to help
beneficiaries manage the significant costs associated with hospital stays and related
services. Understanding what qualifies as inpatient care, what is covered, and your
potential out-of-pocket costs is essential for making informed decisions about your
healthcare.

What Qualifies as Inpatient Hospital Care?

To receive coverage for inpatient hospital care under Medicare Part A, you must meet two
main conditions:

¢ You are formally admitted to the hospital as an inpatient by a doctor’s order.
e The hospital accepts Medicare.

It’s important to note that time spent in the emergency room or under observation
does not count as inpatient care unless you are officially admitted.

What Services Are Covered?

Medicare Part A covers a comprehensive range of services and supplies you receive during
a covered inpatient hospital stay, including:

e Semi-private room: Shared accommodation, unless a private room is medically
necessary.

e Meals: All meals during your inpatient stay.

e General nursing: Nursing care as required for your treatment.
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¢ Drugs: Medications administered as part of your inpatient care, including those for
conditions such as opioid use disorder.

o Other hospital services and supplies: This can include lab tests, medical
supplies, and therapies needed for your recovery.

Types of Facilities Covered

Inpatient hospital care under Part A applies to various types of hospitals and facilities, such
as:

Acute care hospitals

e Critical access to hospitals
e Inpatient rehabilitation facilities

¢ Inpatient psychiatric facilities (with a lifetime limit of 190 days in a freestanding
psychiatric hospital)

e Long-term care hospitals

e Inpatient care as part of a qualifying clinical research study

What Is Not Covered?
Medicare Part A does not cover:
e Private-duty nursing
e Aprivate room (unless medically necessary)
e Television or phone in your room (if there is a separate charge)
e Personal care items (like razors or slipper socks)

If your doctor or healthcare provider recommends services more often than Medicare
covers, or recommends services that Medicare does not cover, you may be responsible for
some or all of the costs. Always ask your provider why a service is recommended and
whether Medicare will pay for it.
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Costs for Inpatient Hospital Care in 2025
Deductibles and Coinsurance

When you are admitted as an inpatient, you are responsible for certain costs during each
benefit period:

Deductible: $1,676 per benefit period.

o Days 1-60: $0 per day after meeting the deductible.
o Days 61-90: $419 per day.

o Days 91-150: $838 per day for each lifetime reserve day (you have up to 60 lifetime
reserve days over your lifetime).

o After 150 days: You pay all costs.

A benefit period begins the day you are admitted to the hospital and ends when you have
been out of the hospital (or skilled nursing facility) for 60 days in a row.

Lifetime Reserve Days

If you are in the hospital for more than 90 days in a single benefit period, you can use up to
60 lifetime reserve days. These are nonrenewable extra days of coverage that require a
higher daily coinsurance. Once all lifetime reserve days are used, you pay all costs for
additional days.

Inpatient Mental Health Care

Medicare Part A covers inpatient mental health care in a psychiatric hospital, but only up to
190 days over your lifetime. This limit does not apply to psychiatric care received in a
psychiatric unit of an acute care or critical access hospital.

Physician Services During Inpatient Stay

While Part A covers the facility and services described above, doctor’s services you receive
while hospitalized are generally covered under Medicare Part B. This includes visits from
your attending physician, surgeons, anesthesiologists, and other medical specialists.
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Important Considerations

o Observation Status: If you are kept in the hospital for observation but not formally
admitted, your stay is considered outpatient, and Part A does not cover it. This can
affect your eligibility for skilled nursing facility care after discharge.

o Coverage Limitations: If you receive services more frequently than Medicare
allows, or services not covered by Medicare, you may have to pay some or all of the
costs.

o Ask Questions: Always clarify with your healthcare team whether you are admitted
as an inpatient and whether recommended services are covered by Medicare.

Summary

Medicare Part A covers a wide range of services and supplies during a covered inpatient
hospital stay, including room, meals, nursing, drugs, and other necessary care. Coverage is
subject to deductibles, coinsurance, and specific limits on the number of covered days.
Understanding these details can help you plan for hospital stays and manage your
healthcare expenses more effectively.

Skilled Nursing Facility Car
Skilled Nursing Facility Care Under Medicare Part A

Skilled nursing facility (SNF) care is a vital benefit provided by Medicare Part A, designed to
help beneficiaries recover from illness or injury when they need daily skilled care that
cannot be provided at home. This chapter offers a detailed look at what SNF care is, the
eligibility requirements, what services are covered, the limits and costs, and important
considerations for beneficiaries and their families.

What Is Skilled Nursing Facility Care?

A skilled nursing facility is a healthcare setting equipped to provide 24-hour medical care
and rehabilitation services. SNFs are staffed by licensed professionals such as registered
nurses, physical therapists, occupational therapists, and speech-language pathologists.
Care in a SNF is typically short-term and intended for people who need medical
supervision and therapy after a hospital stay, but who do not require the intensive care of a
hospital.
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Examples of Skilled Nursing Services

Intravenous (IV) medications or fluids

Wound care and dressing changes

Physical, occupational, or speech therapy
Administration and monitoring of prescribed medications
Tube feedings

Medical social services and dietary counseling

Rehabilitation after surgery, injury, orillness

Medicare Eligibility for SNF Care

Medicare Part A covers skilled nursing facility care for a limited time under specific
conditions. To qualify, all of the following requirements must be met:

1.

2.

You have Medicare Part A and have days left in your benefit period.
You have a qualifying inpatient hospital stay:

¢ You must have been admitted as an inpatient to a hospital for at least three
consecutive days (not counting the day of discharge or any days spent under
observation or in the emergency room).

You enter a Medicare-certified SNF within a short time (generally 30 days) after
leaving the hospital.

Your doctor certifies that you need daily skilled care:

e Thisincludes nursing or therapy services that can only be safely and
effectively provided by, or under the supervision of, skilled personnel.

The skilled care is needed for an ongoing condition treated during your hospital
stay, or for a new condition that arises while you are receiving SNF care.

The services are reasonable and necessary for the diagnosis or treatment of
your condition.

Medicare Advantage (Part C) plans may have different rules and sometimes waive the

three-day hospital stay requirement.
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What Services Are Covered in a Skilled Nursing Facility?

When you meet the requirements, Medicare Part A covers a broad range of services during
your SNF stay, including:

e Semi-private room (shared with other patients)

e Meals

e Skilled nursing care

e Physical therapy (if needed to meet your health goal)

e Occupational therapy (if needed to meet your health goal)

e Speech-language pathology services (if needed to meet your health goal)
+ Medical social services

o Medications

¢ Medical supplies and equipment used in the facility

¢ Ambulance transportation (when other transportation would endanger your
health) to the nearest supplier of needed services not available at the SNF

e Dietary counseling

These services are provided as long as they are needed to treat or manage your health
condition and are delivered by or under the supervision of skilled professionals.

Coverage Periods and Limits
Benefit Period
Medicare measures your use of SNF services with a benefit period:
e Abenefit period begins the day you are admitted to the hospital or SNF.

¢ Itends whenyou have notreceived inpatient hospital or SNF care for 60 days in a
row.

e Thereis no limit to the number of benefit periods you can have, but each new period
requires a new qualifying hospital stay.
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Coverage Limits

e Upto 100 days of SNF care per benefit period are covered if you continue to meet
the requirements.

o Ifyou stop getting skilled care or leave the SNF, and then need skilled care again
within 30 days, you may not need a new qualifying hospital stay; your benefit period
continues, and you can use any remaining SNF days.

o Ifyour breakin SNF care lasts 60 days or more, your benefit period ends, and you
must have a new qualifying hospital stay to receive up to another 100 days of SNF
coverage.

Costs for Skilled Nursing Facility Care (2025)
o Days 1-20: No copayment. Medicare covers the full cost.
o Days 21-100: You pay a daily copayment ($209.50 per day in 2025).

o Day 101 and beyond: You pay all costs; Medicare does not cover SNF care after 100
days in a benefit period.

Medigap (Medicare Supplement) policies can help pay for some or all of the copayments
for days 21-100, but only for those with Original Medicare.

What Is Not Covered?
Medicare does not cover:

e Long-term custodial care (help with bathing, dressing, eating, etc.) if that is the only
care you need.

e Private rooms (unless medically necessary)

e Personal care items (such as razors or slippers)

e Televisions or phones in your room (if there is a separate charge)

e Services that are not reasonable and necessary for your condition

If your doctor recommends services more often than Medicare covers, or recommends
services that Medicare does not cover, you may have to pay some or all of the costs.
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Important Considerations

¢ Observation Status: Time spentin the hospital under observation or in the
emergency room does not count toward the three-day qualifying inpatient hospital
stay.

o Daily Skilled Care Requirement: You must need and receive daily skilled care
(nursing or therapy) for Medicare to continue coverage.

o Medicare Advantage Plans: These plans may have different rules for SNF coverage,
including waiving the three-day hospital stay requirement. Always check with your
plan provider.

e Breaks in Care: If you leave the SNF or stop receiving skilled care for less than 30
days, you may resume your remaining days in the same benefit period without a new
hospital stay.

Summary

Medicare Part A provides limited coverage for skilled nursing facility care when you need
daily skilled services after a qualifying hospital stay. Coverage includes room, meals,
skilled nursing, therapies, medications, and more, but s limited to up to 100 days per
benefit period with cost-sharing after the first 20 days. Understanding the requirements,
coverage limits, and costs can help you plan for your recovery and avoid unexpected
expenses. Always check with your healthcare team and Medicare plan to ensure you meet
all requirements and understand your coverage.

Hospice Care
Hospice Care Under Medicare Part A

Hospice care is a specialized form of support for individuals facing a terminalillness,
focusing on comfort, quality of life, and emotional well-being rather than curative
treatment. Medicare Part A provides a comprehensive hospice benefit designed to help
beneficiaries and their families navigate the end-of-life journey with dignity and as little
financial burden as possible. This chapter explores eligibility, covered services, costs,
levels of care, and important considerations for those considering or receiving hospice
care under Medicare.
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What Is Hospice Care?

Hospice care is a holistic, team-based approach to end-of-life care for people with a life
expectancy of six months or less, should the illness run its normal course. The primary goal
is to provide comfort and manage symptoms, rather than to cure the underlying illness.
Hospice care is available in a variety of settings, including the patient’s home, nursing
facilities, assisted living centers, hospice inpatient units, and, when necessary, hospitals.

Eligibility for Medicare Hospice Benefit

To qualify for hospice care under Medicare Part A, you must meet all the following
conditions:

¢ You have Medicare Part A (Hospital Insurance).

e Your hospice doctor and your regular doctor (if you have one) certify that you are
terminally ill, with a life expectancy of six months or less.

¢ You accept comfort care (palliative care) rather than curative treatment for your
illness.

e You sign a statement choosing hospice care instead of other Medicare-covered
treatments for your terminal illness and related conditions.

Eligibility is not limited to people with cancer; any terminal illness may qualify. Patients do
not need to be homebound or have a do-not-resuscitate (DNR) order to receive hospice
care.

Periods of Hospice Coverage
Medicare covers hospice care in benefit periods:
e« Two initial 90-day benefit periods.
e Followed by an unlimited number of 60-day benefit periods.

At the end of each benefit period, a hospice physician or nurse practitioner must recertify
that you are still terminally ill to continue coverage. You have the right to change your
hospice provider once during each benefit period and may revoke your hospice election at
any time if you wish to pursue curative treatment again.
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What Services Does Hospice Cover?

Medicare’s hospice benefitis comprehensive, covering a wide array of services to address
physical, emotional, social, and spiritual needs. The hospice team typically includes
doctors, nurses, social workers, counselors, home health aides, clergy or spiritual
counselors, therapists, and trained volunteers. Services are tailored to the patient’s and
family’s needs and may include:

Skilled nursing services: Pain and symptom management, medication
administration, wound care, injections, tube feedings, and ongoing assessment.

Skilled therapy services: Physical, occupational, and speech therapy to help
maintain function and comfort.

Hospice aides and homemaker services: Assistance with bathing, dressing,
toileting, and light housekeeping.

Medical supplies and equipment: Wound dressings, catheters, hospital beds,
wheelchairs, and other durable medical equipment needed for comfort and
symptom management.

Prescription drugs: Medications for pain relief and symptom control (with a small
copayment).

Medical social services: Counseling, resource navigation, and support for
emotional and social concerns.

Spiritual and grief counseling: Support for patients and families before and after
death.

Nutritional and dietary counseling: Guidance for managing dietary needs and
preferences.

Short-term inpatient care: For pain or symptom management that cannot be
managed at home, provided in a hospital, skilled nursing facility, or inpatient
hospice facility.

Respite care: Short-term inpatient care (up to five consecutive days at a time) to
give family caregivers a break.

Continuous home care: Intensive care at home during periods of crisis, provided
for at least eight hours in a 24-hour period to manage acute symptoms.
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The hospice team works closely with the patient and family to develop and update a
personalized plan of care, reviewed at least every 15 days or as the patient’s condition
changes.

The Four Levels of Hospice Care

Medicare recognizes four levels of hospice care to address the changing needs of patients
and families:

1. Routine Home Care: The most common level provided wherever the patient lives.
Includes regular visits from the hospice team, medications, equipment, and
supplies.

2. Continuous Home Care: For medical crises requiring a higher level of care,
provided at home for at least eight hours in a 24-hour period.

3. General Inpatient Care: For short-term management of pain or symptoms that
cannot be controlled at home, provided in a hospital or inpatient hospice facility.

4. Inpatient Respite Care: Short-term care in a Medicare-approved facility to give
caregivers a break, covered for up to five consecutive days at a time.

Patients may move between these levels of care as their needs change.

What Hospice Does Not Cover

Once you elect hospice care, Medicare will not cover:
¢ Treatmentintended to cure your terminalillness or related conditions.
e Prescription drugs to cure your illness (rather than for pain or symptom relief).
e Care from providers not arranged by your hospice team.

e Room and board in your home, nursing home, or hospice facility (except for short-
term inpatient or respite care arranged by the hospice team).

e Emergency room care, hospital inpatient care, or ambulance transportation not
arranged by the hospice team or unrelated to your terminal illness.

Medicare will continue to cover care for health issues unrelated to your terminal illness, but
you are responsible for any deductibles and coinsurance for those services.
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Costs and Coverage

Hospice care is covered at no cost to you if provided by a Medicare-approved
hospice provider.

Prescription drugs for pain and symptom management: Small copayment, up to
$5 per prescription.

Inpatient respite care: You pay 5% of the Medicare-approved amount.

Room and board: Not covered, except for short-term inpatient or respite care
arranged by the hospice team.

Other Medicare-covered services: You pay regular deductibles and coinsurance
for care not related to your terminalillness.

There is no deductible for hospice care, and Medicare pays the hospice provider directly for

covered services.

Additional Considerations

Changing or Revoking Hospice: You may change your hospice provider once per
benefit period or revoke your hospice election at any time if you wish to pursue
curative treatment. You may re-elect hospice later if you continue to qualify.

Coordination with Medicaid: If you are eligible for both Medicare and Medicaid,
Medicaid may cover room and board in a nursing facility while you receive hospice
care.

Family and Caregiver Support: Hospice provides bereavement counseling for
family members for up to a year after the patient’s death.

Summary

Medicare Part A’s hospice benefit provides comprehensive, compassionate care for those

facing a terminalillness, focusing on comfort, dignity, and support for both the patient and

their family. Coverage includes skilled nursing, therapy, personal care, medications,

equipment, emotional and spiritual support, and respite for caregivers. Hospice care is

generally provided at no cost to the patient, with only minimal copayments for certain

drugs and respite care. Understanding the scope and limitations of hospice coverage under
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Medicare can help you and your loved ones make informed choices during a challenging
time.

Home Health Care
Home Health Care Under Medicare

Home health care is a vital benefit of Medicare, enabling individuals to receive medically
necessary care in the comfort and familiarity of their own homes. This chapter provides a
comprehensive overview of what home health care is, who qualifies, what services are
covered, how costs are managed, and important considerations for beneficiaries and their
families.

What Is Home Health Care?

Home health care refers to a range of health and supportive services provided in a person’s
home when they are recovering from illness, injury, or surgery, or managing chronic health
conditions. The goal is to help individuals regain independence, maintain their current level
of function, or slow the progression of a health problem, all while avoiding unnecessary
hospital or skilled nursing facility stays.

Who Qualifies for Medicare Home Health Care?
To be eligible for Medicare-covered home health care, you must meet several strict criteria:
1. Under the Care of a Doctor or Allowed Provider

You must be under the care of a physician, nurse practitioner, clinical nurse specialist, or
physician assistant. Your care must be part of a plan established and reviewed regularly by
your provider.

2. Medical Need for Skilled Services

A doctor or qualified provider must certify that you need at least one of the following:
e Intermittent skilled nursing care (other than just blood draws)
e Physical therapy

e Speech-language pathology services
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¢ Continued occupational therapy
3. Homebound Status
You must be considered “homebound,” meaning:
e Leaving home requires considerable and taxing effort due to illness or injury.

¢ You need help from another person or use of a cane, wheelchair, walker, or special
transportation to leave home.

e Leaving home is not recommended because of your health condition.

You may still leave home for medical appointments, religious services, or occasional
outings and remain eligible.

4. Medicare-Certified Home Health Agency

Services must be provided by a home health agency that is certified by Medicare. This
ensures the agency meets federal health and safety standards.

What Services Does Medicare Cover?

Medicare covers a wide range of home health services as long as they are medically
reasonable and necessary for treating your illness or injury. Covered services include:

Skilled Nursing Care

e Provided on a part-time or intermittent basis by a registered nurse or licensed
practical nurse.

¢ Includes wound care, injections, tube feedings, catheter changes, and monitoring of
unstable health conditions.

Skilled Therapy Services
e Physical therapy: To restore movement, strength, and function.
e Occupational therapy: To help you regain the ability to perform daily activities.
e Speech-language pathology: For speech, language, or swallowing disorders.
Home Health Aide Services
e Assistance with personal care activities such as bathing, dressing, and toileting.

e Only covered if you are also receiving skilled nursing or therapy services.
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Medical Social Services

¢ Counseling and help finding community resources to support your recovery or
manage your condition.

Medical Supplies and Durable Medical Equipment (DME)

e Certain medical supplies (like wound dressings) and durable equipment (such as
walkers, wheelchairs, or home oxygen) ordered by your provider.

How Much Does Home Health Care Cost With Medicare?

e Home Health Services: If you qualify, you pay nothing for covered home health care
services.

¢ Durable Medical Equipment (DME): You pay 20% of the Medicare-approved
amount for DME, after meeting your Part B deductible.

¢ Non-Covered Services: If you receive services or items not covered by Medicare,
the home health agency must inform you in advance (usually with an “Advance
Beneficiary Notice”), and you may be responsible for the full cost.

Coverage Limits and Duration

e Medicare covers up to 8 hours per day and a maximum of 28-35 hours per week of
home health care, depending on your medical need.

e Coverage continues as long as your doctor certifies that you need skilled care and

you remain eligible.

e Thereis no setlimit on the number of covered home health visits, as long as all
requirements are met.

What Is Not Covered?
Medicare does not cover:
e 24-hour-a-day home care

e Meals delivered to your home
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Homemaker services (like cleaning, laundry, or shopping) if this is the only care you
need

Personal care (bathing, dressing, using the bathroom) if you do not also need skilled
nursing or therapy

Services provided by family members or non-certified agencies

How to Get Started With Home Health Care

1.

Talk to Your Doctor: If you believe you need home health care, discuss your
situation with your provider. They will assess your needs and, if appropriate, create a
care plan and refer you to a Medicare-certified home health agency.

. Choose a Home Health Agency: You can select any Medicare-certified agency,

though your options may be limited by agency availability or your insurance plan if
you have Medicare Advantage.

Assessment and Plan of Care: The agency will assess your needs, develop a care
plan, and coordinate with your doctor.

Ongoing Certification: Your doctor must review and recertify your need for home
health care at least every 60 days.

Important Considerations

Quality of Care: You can compare home health agencies in your area by services
offered and quality ratings using Medicare’s online tools.

Medicare Advantage Plans: If you are enrolled in a Medicare Advantage plan,
check with your plan for specific requirements and network restrictions.

Advance Notice: The home health agency must provide you with written notice if
Medicare will not cover certain services or items.

Summary

Medicare home health care allows eligible beneficiaries to receive skilled nursing, therapy,
and aide services at home, promoting recovery and independence while reducing the need
for hospital or nursing facility stays. Coverage is comprehensive for those who qualify, with
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no copayments for most services, but there are strict eligibility requirements and coverage
limitations. Understanding these details can help you or your loved ones access the care
you need while managing costs and expectations.

Part A Costs (Premiums, Deductibles, Copayments)

Understanding the costs associated with Medicare Part A is essential for anyone planning
for healthcare coverage in retirement or managing care for a loved one. While many
beneficiaries qualify for premium-free Part A, there are still significant out-of-pocket
expenses such as deductibles and copayments that can impact your overall healthcare
budget. This chapter provides a detailed and up-to-date overview of Medicare Part A costs
for 2025, including premiums, deductibles, and copayments.

Premiums for Medicare Part A
Premium-Free Part A

¢ Who qualifies: Most people do not pay a monthly premium for Part A. You qualify
for premium-free Part A if you or your spouse worked and paid Medicare taxes for at
least 40 quarters (about 10 years).

e How to check: Eligibility is determined by the Social Security Administration based
on your work history.

Part A Premiums for Those Who Don’t Qualify for Premium-Free Coverage

If you do not qualify for premium-free Part A, you may still purchase it, but you will pay a
monthly premium:

e $285 per month in 2025: If you (or your spouse) worked and paid Medicare taxes for
30-39 quarters.

e $518 per month in 2025: If you (or your spouse) worked and paid Medicare taxes for
fewer than 30 quarters.

These premiums are updated annually and may increase each year.
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Deductibles
Inpatient Hospital Deductible

e $1,676 per benefit period in 2025: This is the amount you pay out-of-pocket when
you are admitted to the hospital before Medicare Part A begins to pay.

o Benefit period definition: A benefit period starts the day you are admitted as an
inpatient and ends when you have not received inpatient hospital or skilled nursing
facility care for 60 days in a row. There is no limit to the number of benefit periods
you can have in a year, so you may pay the deductible more than once if you are
hospitalized multiple times in different benefit periods.

Copayments and Coinsurance
Hospital Inpatient Stay

After you pay the deductible, your costs depend on the length of your hospital stay within a
benefit period:

o Days 1-60: $0 per day after the deductible is paid.
o Days 61-90: $419 per dayin 2025.
o Days 91-150: $838 per day in 2025 (using up to 60 lifetime reserve days).
e After day 150: You pay all costs.
Lifetime Reserve Days

e You have atotal of 60 lifetime reserve days that can be used when you are in the
hospital for more than 90 days in a benefit period. Once these days are used, they
are not replenished.

Skilled Nursing Facility (SNF) Care

If you qualify for skilled nursing facility care after a hospital stay:
o Days 1-20: $0 per day.
e Days 21-100: $209.50 per day in 2025.

e After day 100: You pay all costs.
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Hospice and Home Health Care

e Hospice care: Covered up to 100% for most services, but you may pay up to $5 per
prescription for pain and symptom control and 5% of the Medicare-approved
amount for inpatient respite care.

e Home health care: Covered in full for eligible services, but you may pay 20% of the
Medicare-approved amount for durable medical equipment.

Summary Table: Medicare Part A Costs for 2025

Cost Category Amount (2025)

Monthly Premium $0 (if 40+ quarters); $285 (30-39 quarters); $518 (<30 quarters)
Inpatient Hospital Deductible $1,676 per benefit period

Hospital Copayment (Days 1-60) $0 per day after deductible

Hospital Copayment (Days 61-90) $419 per day

Hospital Copayment (Days 91-150) $838 per day (lifetime reserve days)

Skilled Nursing Facility (Days 1-20) $0 per day

Skilled Nursing Facility (Days 21-100) | $209.50 per day

Hospice Care Up to $5 per prescription; 5% for respite care

Home Health Care $0 for services; 20% for durable medical equipment
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Important Considerations

¢« No annual out-of-pocket maximum: Unlike some private insurance plans or
Medicare Advantage, Original Medicare Part A does not have a cap on your annual
out-of-pocket spending.

¢ Supplemental insurance: Many beneficiaries purchase Medigap policies to help
cover these out-of-pocket costs.

¢ Annual changes: Premiums, deductibles, and copayments are subject to change
each year, so it’'s important to review current rates annually.

Conclusion

Medicare Part A offers vital protection against the high costs of hospital and skilled nursing
facility care, but beneficiaries are still responsible for significant out-of-pocket expenses if
they require extended or repeated care. Understanding the structure of premiums,
deductibles, and copayments—and planning for these costs—can help you make more
informed decisions about your healthcare coverage and financial well-being.

Eligibility and Enrollment for Part A

Medicare Part A, also known as Hospital Insurance, is a cornerstone of the Medicare
program. It provides coverage for inpatient hospital care, skilled nursing facility care,
hospice, and some home health services. Understanding who is eligible for Part A, how to
enroll, and the different enrollment scenarios is essential for anyone approaching Medicare
age or qualifying due to disability or certain medical conditions.

Who Is Eligible for Medicare Part A?
Age-Based Eligibility

e Age 65 or Older: Most people become eligible for Medicare Part Awhen they turn
65. To qualify, you must be a U.S. citizen or a legal permanent resident who has lived
in the United States for at least five consecutive years.

e Work History: To receive premium-free Part A, you or your spouse must have
worked and paid Medicare taxes for at least 40 quarters (about 10 years). If you do
not meet this requirement, you can still purchase Part A by paying a monthly

95



premium, which is determined by how many quarters you (or your spouse) have
worked and paid Medicare taxes.

Disability-Based Eligibility

¢ Under Age 65 with a Disability: If you have received Social Security Disability
Insurance (SSDI) or certain Railroad Retirement Board (RRB) disability benefits for at
least 24 months, you are automatically eligible for Medicare Part A, regardless of
your age.

e ALS (Amyotrophic Lateral Sclerosis): If you are diagnosed with ALS, you are
automatically enrolled in Medicare the same month your SSDI benefits begin, with
no 24-month waiting period.

o End-Stage Renal Disease (ESRD): If you have permanent kidney failure requiring
dialysis or a kidney transplant, you may qualify for Medicare Part A at any age.
Eligibility is based on your own or a family member’s work history.

Other Eligibility Scenarios

e Spouses and Dependents: You may qualify for premium-free Part A based on your
spouse’s work history, even if you have not worked the required number of quarters
yourself.

e Certain government employees and their families may also qualify based on their
work history and payment of Medicare taxes.

Enrollment in Medicare Part A
Automatic Enrollment
You are automatically enrolled in Medicare Part A if:

e You are already receiving Social Security or Railroad Retirement Board benefits at
least four months before turning 65. In this case, you will receive your Medicare card
in the mail about three months before your 65th birthday, and your coverage will
begin on the first day of the month you turn 65.

e You are under 65 and have received disability benefits for 24 months. You will be
automatically enrolled in the 25th month of receiving these benefits.

e You have ALS. Enrollment is automatic the same month your SSDI benefits begin.
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Manual Enrollment
You need to sign up for Medicare Part A if:
¢ You are not receiving Social Security or RRB benefits when you turn 65.

¢ You have ESRD and qualify for Medicare based on your or a family member’s work
history.

¢ You live outside the United States and plan to return for healthcare services.
To enroll, you can:

e Apply online through the Social Security Administration website.

e Callthe Social Security Administration.

e Visityour local Social Security office.

e Ifyou oryour spouse worked for the railroad, contact the Railroad Retirement Board.
Enrollment Periods
Initial Enrollment Period (IEP)

e ThelEP is a seven-month window that starts three months before the month you
turn 65, includes your birth month, and ends three months after your birth month.

¢ Ifyou qualify for Medicare due to disability, your IEP begins after you have received
disability benefits for 24 months.

General Enrollment Period (GEP)

e If you miss your IEP, you can enroll during the General Enrollment Period, which runs
from January 1 to March 31 each year. Coverage begins the month after you sign up,
and you may be subject to a late enrollment penalty if you do not qualify for a
Special Enrollment Period.

Special Enrollment Period (SEP)

e You may qualify for a SEP if you delayed enrollment due to having other creditable
health coverage, such as through an employer or union. The SEP allows you to enroll
in Part A (and Part B) without penalty after your other coverage ends.
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When Does Coverage Begin?

If you enroll during the three months before your 65th birthday, coverage starts the
first day of your birthday month.

If your birthday falls on the first day of the month, coverage begins the first day of the
prior month.

If you enroll during your birthday month or the three months after, coverage will be
delayed.

If you enroll after your IEP, coverage may be retroactive up to six months, but not
earlier than the month you turned 65.

Premium-Free vs. Premium Part A

Premium-Free Part A: Available to those who have worked (or whose spouse has
worked) at least 40 quarters paying Medicare taxes.

Premium Part A: If you have 30-39 quarters, you pay a reduced premium ($285 per
month in 2025). If you have fewer than 30 quarters, the premium is $518 per month
in 2025. If you must buy Part A, you are also required to enroll in Part B.

Important Considerations

Late Enrollment Penalty: If you do not enroll in Part Awhen first eligible and do not
qualify for premium-free coverage, you may have to pay a higher premium if you
enroll later, unless you qualify for a Special Enrollment Period.

Medicare Card: After enrollment, you will receive a Medicare card showing your
Part A (and Part B, if enrolled) coverage start dates.

Coordination with Employer Coverage: If you are still working and have employer
coverage, you may be able to delay enrollment in Part B without penalty, but most
people take Part A at 65 if it is premium-free.
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Summary

Medicare Part A eligibility is primarily based on age (65 or older), disability, or certain
medical conditions like ESRD or ALS. Most people qualify for premium-free Part A based on
their own or a spouse’s work history. Enrollment can be automatic or may require you to
sign up, depending on your situation. Understanding the enrollment periods and
requirements ensures you receive the coverage you need without unnecessary penalties or
delays.
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Chapter Four

Medicare Part B - Medical Insurance

Medicare Part B, known as Medical Insurance, is a vital component of the Medicare
program. It provides coverage for a wide range of outpatient medical services, preventive
care, and durable medical equipment, helping beneficiaries manage their health and avoid
costly hospitalizations. Understanding what Part B covers, who is eligible, how to enroll,
and the associated costs is crucial for anyone approaching Medicare eligibility or managing
ongoing healthcare needs.

What Does Medicare Part B Cover?

Medicare Part B is designed to help beneficiaries access necessary medical services
outside of a hospital inpatient setting. The coverage is broad and includes both medically
necessary and preventive services.

Medically Necessary Services

These are services or supplies needed to diagnose or treat a medical condition and that
meet accepted standards of medical practice. Examples include:

 Physicians’ Services: Visits to primary care doctors, specialists, and other
healthcare professionals.

e Outpatient Hospital Services: Includes emergency room visits, observation,
outpatient surgery, and same-day procedures.

o Diagnostic Tests: Blood tests, X-rays, MRIs, CT scans, and other laboratory and
imaging services.

¢ Durable Medical Equipment (DME): Items such as wheelchairs, walkers, home
oxygen equipment, and other medically necessary equipment.

e Ambulance Services: Emergency transportation to a hospital or skilled nursing
facility when other transportation could endanger your health.

e Mental Health Services: Outpatient therapy, counseling, psychiatric care, and
intensive outpatient programs for mental health and substance use disorders.
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o Home Health Services: Part-time skilled nursing care, physical therapy,
occupational therapy, and speech-language pathology services for homebound
patients when not covered by Part A.

e Surgical and Medical Supplies: Including splints, casts, surgical dressings, and
prosthetic devices.

e Some Outpatient Prescription Drugs: Certain injectable and infused drugs
administered in a clinical setting.

Preventive Services

Part B emphasizes preventive care to detect health problems early and promote long-term
wellness. Many preventive services are covered at no cost if you see a provider who
accepts Medicare assignment. Examples include:

¢ Annual Wellness Visits: Yearly check-ups to create or update a personalized
prevention plan.

¢ Welcome to Medicare Visit: A one-time preventive visit within the first 12 months
of enrolling in Part B.

¢ Screenings: Mammograms, colorectal cancer screenings, prostate cancer
screenings, cardiovascular disease screenings, diabetes screenings, bone mass
measurements, and more.

¢ Vaccinations: Flu shots, pneumonia shots, hepatitis B shots, and certain other
vaccines.

¢ Counseling and Education: Smoking cessation, obesity counseling, alcohol
misuse counseling, and diabetes self-management training.

e Depression and Cognitive Screenings: Annual screenings for depression and
cognitive impairment.

Additional Covered Services
o Outpatient physical, occupational, and speech therapy
e Outpatient rehabilitation facility services
e Rural health clinic services
¢ Institutional and home dialysis services, supplies, and equipment

e Ambulatory surgical center services
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¢ Blood transfusions (after the first three pints)
¢ Therapeutic shoes for patients with severe diabetic foot disease

¢ Opioid treatment programs for opioid use disorder

Eligibility for Medicare Part B
You are eligible for Medicare Part B if:

e You are age 65 or older and a U.S. citizen or legal permanent resident who has lived
in the U.S. for at least five consecutive years.

e You are under 65 and have a qualifying disability (receiving Social Security or
Railroad Retirement Board disability benefits for at least 24 months).

¢ You have end-stage renal disease (ESRD) or amyotrophic lateral sclerosis (ALS),
regardless of age.

Enrollment typically occurs during the seven-month Initial Enrollment Period, which starts
three months before your 65th birthday, includes your birth month, and continues for three
months after. Individuals with disabilities or certain medical conditions may qualify earlier.

Enrollment in Medicare Part B
Automatic Enrollment

e Ifyou are already receiving Social Security or Railroad Retirement Board benefits
when you turn 65, you are usually enrolled automatically in Part B.

Manual Enrollment

¢ Ifyou are not receiving these benefits, you must sign up during your Initial
Enrollment Period. Delaying enrollment without other creditable coverage may
resultin late penalties.

Special Enrollment Periods

o Ifyou have group health coverage through your or your spouse’s current
employment, you may delay Part B enrollment without penalty. You have an eight-
month Special Enrollment Period after your employment or coverage ends to sign up
for Part B.
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Costs Associated with Medicare Part B (2025)

Premiums

Standard Monthly Premium: $185.00 per month for 2025. This is an increase from
$174.70in 2024. Some people with higher incomes pay more based on their tax
returns from two years prior.

Deductible

Annual Deductible: $257 in 2025, up from $240 in 2024. You must pay this amount
before Medicare begins to pay its share for covered services.

Coinsurance and Copayments

Coinsurance: After meeting the deductible, you typically pay 20% of the Medicare-
approved amount for most doctor services, outpatient therapy, and durable medical
equipment.

No Cost for Most Preventive Services: Many preventive services are covered in full
if you use a provider who accepts Medicare assignment.

Additional Premiums

Income-Related Monthly Adjustment Amount (IRMAA): Beneficiaries with higher
incomes pay an additional amount for Part B.

Immunosuppressive Drug Coverage Premium: For those who continue Part B
coverage only forimmunosuppressive drugs after a kidney transplant, the premium
is $110.40 per month in 2025.

What Is Not Covered by Part B?

While Part B is comprehensive, it does not cover:

Most prescription drugs you take at home (covered by Part D)
Routine dental, vision, and hearing care

Long-term custodial care

Cosmetic surgery

Most chiropractic services (except for limited spinal manipulation)
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Acupuncture (except for chronic low back pain under specific circumstances)

Care received outside the United States (with rare exceptions)

How to Use Part B Coverage

Provider Choice: You can see any doctor or specialist who accepts Medicare
anywhere in the U.S.

Assignment: If your provider accepts Medicare assignment, you pay less out-of-
pocket. Providers who do not accept assignment may charge up to 15% more than
the Medicare-approved amount.

Claim Process: Most providers bill Medicare directly. You are responsible only for
your share of the approved amount.

Important Considerations

Late Enrollment Penalty: If you do not enroll in Part B when first eligible and do not
have other creditable coverage, you may pay a permanent penalty added to your
monthly premium.

Coordination with Other Coverage: If you have employer or retiree coverage, check
with your benefits administrator about how Medicare will work with your current
plan.

Summary

Medicare Part B provides broad coverage for outpatient medical care, preventive services,
and medically necessary treatments. The standard monthly premium for 2025 is $185.00,
with an annual deductible of $257. After meeting the deductible, beneficiaries typically pay
20% of the Medicare-approved amount for most services. Understanding what Part B
covers, how much it costs, and how to enroll ensures that you can make the most of your
Medicare benefits and maintain your health and independence as you age.
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What Part B Covers
What Part B Covers

Medicare Part B, also known as Medical Insurance, is a core part of the Medicare program.
It helps beneficiaries access a wide range of outpatient services, preventive care, and
durable medical equipment necessary for maintaining health and managing chronic
conditions. Understanding what Part B covers is essential for making informed healthcare
decisions and maximizing your Medicare benefits.

Two Main Categories of Coverage
Medicare Part B covers two broad types of services:
1. Medically Necessary Services

These are services or supplies needed to diagnose or treat a medical condition and that
meet accepted standards of medical practice. Examples include:

e Doctor’s Services: Visits to primary care physicians, specialists, and other
healthcare providers.

e« Outpatient Care: Services received in clinics, doctor’s offices, outpatient hospital
departments, and ambulatory surgical centers.

o Emergency Services: Coverage for emergency room visits and related services,
even if you are later admitted to the hospital.

o Diagnostic Tests and Laboratory Work: Blood tests, urinalysis, X-rays, MRls, CT
scans, EKGs, and other imaging and laboratory services.

e Durable Medical Equipment (DME): Equipment such as wheelchairs, walkers,
hospital beds, power scooters, and oxygen equipment, as long as it is prescribed by
a doctor and meets Medicare’s criteria for durability and medical necessity.

e Ambulance Services: Emergency transportation to a hospital or skilled nursing
facility when other transportation could endanger your health, and in some cases,
nonemergency transportation if medically necessary.

e« Outpatient Mental Health Services: Therapy, counseling, psychiatric care, and
intensive outpatient programs for mental health and substance use disorders.
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Home Health Services: Part-time skilled nursing care, physical therapy,
occupational therapy, and speech-language pathology services for homebound
patients.

Surgical and Medical Supplies: Splints, casts, surgical dressings, and prosthetic
devices.

Some Outpatient Prescription Drugs: Certain injectable or infused drugs
administered in a clinical setting, such as chemotherapy and medications used with
durable medical equipment (like nebulizers).

Physical, Occupational, and Speech Therapy: For rehabilitation after illness or
injury.

Kidney Dialysis and Supplies: For those with end-stage renal disease.

Second Surgical Opinions: Consultations before surgery.

2. Preventive Services

Preventive care is a major focus of Part B, aiming to detect health problems early and

support long-term wellness. Many preventive services are covered at no cost if you see a

provider who accepts Medicare assignment. Examples include:

Annual Wellness Visits: Yearly check-ups to create or update a personalized
prevention plan.

Welcome to Medicare Visit: A one-time preventive visit within the first 12 months
of enrolling in Part B.

Screenings and Tests:
e Abdominal aortic aneurysm
¢ Alcohol misuse
e Bone mass measurements
e Cardiovascular disease (including behavioral therapy)
e Cervical and vaginal cancer

e Colorectal cancer (colonoscopy, sigmoidoscopy, stool tests, blood-based
biomarker tests)

e Depression
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o Diabetes

e Glaucoma

e HepatitisBand C

e HIV

e Lungcancer

¢ Mammograms (screening and diagnostic)

o Prostate cancer

e Sexually transmitted infections (STIs)

e Obesity behavioral therapy

e Medical nutrition therapy for diabetes or kidney disease
e Vaccinations:

¢ Flu shots (annually)

e Pneumococcal (pneumonia) shots

e Hepatitis B shots (for those at medium or high risk)

e COVID-19vaccines
e Counseling and Education:

e Smoking cessation counseling

e Alcohol misuse counseling

e Diabetes self-management training

e Medicare Diabetes Prevention Program

Outpatient Hospital Services
Medicare Part B covers a variety of outpatient hospital services, including:

e Emergency or observation services: These may include overnight stays or services
in an outpatient clinic, such as same-day surgery.

e Laboratory tests billed by the hospital

107



Mental health care in a partial hospitalization program: If a doctor certifies you
would otherwise need inpatient treatment.

Intensive outpatient programs for mental health and substance use disorders
X-rays and radiology services billed by the hospital
Medical supplies: Such as splints and casts

Certain drugs and biologicals: Such as injectable drugs administered as part of
your service or procedure

Durable Medical Equipment (DME)

Medicare Part B covers medically necessary durable medical equipment, which must be:

Able to withstand repeated use
Used for a medical purpose
Appropriate for use in the home

Likely to last for three years or more

Examples include wheelchairs, walkers, hospital beds, power scooters, portable oxygen
equipment, prosthetic devices, orthotics (braces), and certain medical supplies. Some
prescription medications and supplies used with DME (such as medications for nebulizers

or diabetes testing supplies) are also covered.

Additional Covered Services

Clinical Research Studies

Chiropractic Services: Limited to spinal subluxation
Blood Transfusions: After the first three pints
Cardiac and Pulmonary Rehabilitation
Transplants and Immunosuppressive Drugs

Telehealth Services: For certain conditions and in specific circumstances
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What Part B Does Not Cover

While Part B is comprehensive, it does not cover:

Most prescription drugs you take at home (covered by Part D)

Routine dental, vision, and hearing care

Long-term custodial care (help with activities of daily living)

Cosmetic surgery

Most chiropractic services (except for limited spinal manipulation)
Acupuncture (except for chronic low back pain under specific circumstances)

Care received outside the United States (with rare exceptions)

How Coverage Works

Cost-sharing: After meeting the annual deductible, Medicare Part B generally pays
80% of the Medicare-approved amount for covered services, and you pay 20%
(coinsurance).

No cost for most preventive services: If you use a provider who accepts Medicare
assignment.

Providers: You can see any provider who accepts Medicare nationwide.

Summary

Medicare Part B covers a broad range of outpatient and preventive services, including

doctor visits, diagnostic tests, emergency services, durable medical equipment, mental

health care, and a comprehensive suite of screenings and preventive care. Understanding

the details of Part B coverage helps you make the most of your Medicare benefits and

supports your long-term health and well-being.
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Doctor Visits and Outpatient Care

Doctor visits and outpatient care are essential components of maintaining health,
managing chronic conditions, and receiving preventive services. Medicare, primarily
through Part B, provides broad coverage for these services, but it’s important to understand
what is included, what you may pay, and any limitations or exclusions. This chapter offers a
comprehensive look at how Medicare covers doctor visits and outpatient care, including
costs, covered providers, and the differences between Original Medicare and Medicare
Advantage.

What Does Medicare Cover for Doctor Visits?
Medically Necessary and Preventive Visits

Medicare Part B covers both medically necessary and preventive doctor visits. This
includes:

e Primary care visits for diagnosis, treatment, and management of health conditions.
e Specialist visits for more focused care or ongoing management of specific issues.

e Preventive care visits such as annual wellness exams, screenings, and
vaccinations.

Medicare covers 80% of the cost of Medicare-approved for these visits once you have met
the annual Part B deductible (which is $257 in 2025). You are responsible for the remaining
20% as coinsurance. Preventive services, such as annual wellness visits and many
screenings, are covered in full by Medicare—even if you haven’t met your deductible yet.

Types of Providers Covered

Medicare covers visits to a wide range of healthcare professionals, provided they are
Medicare-approved and accept assignment. Covered providers include:

e Medical doctors (MDs) and Doctor of Osteopathic Medicine (DOs)
e Nurse practitioners

e Physician assistants

e Clinical nurse specialists

¢ Physical therapists

e Occupational therapists
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Speech-language pathologists

Clinical psychologists and social workers (for mental health services)

Outpatient Care and Services

Medicare Part B also covers a variety of outpatient services, including:

Outpatient hospital care: Emergency room visits, observation services, same-day
surgeries, and other procedures performed in a hospital outpatient department.

Diagnostic tests and laboratory work: Blood tests, X-rays, MRlIs, CT scans, and
other necessary diagnostic procedures.

Vaccinations: Flu, pneumonia, COVID-19, and hepatitis B vaccines (for those at
risk).

Screenings: For conditions such as diabetes, heart disease, cancer, depression,
and more.

Mental health services: Outpatient therapy, counseling, and partial hospitalization
programs.

Durable medical equipment (DME): Items like wheelchairs, walkers, and oxygen
equipment prescribed for home use.

Emergency and non-emergency ambulance services when medically necessary.

Outpatient care is generally defined as services you receive without being admitted as an

inpatient to a hospital.

Costs for Doctor Visits and Outpatient Care

Original Medicare (Part B)

Deductible: $257 in 2025. You must pay this amount out-of-pocket each year
before Medicare begins to pay its share for most services.

Coinsurance: After meeting the deductible, Medicare pays 80% of the approved
amount for covered services. You pay the remaining 20%.

No copayments: There are generally no copayments for doctor visits under Part B,
but you may have a copayment if you receive services in a hospital outpatient
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setting. This copayment cannot exceed the inpatient hospital deductible ($1,676 in
2025).

Preventive services: Most are covered in full, with no deductible or coinsurance, if
you see a provider who accepts Medicare assignment.

Example

If a doctor charges $110 for a visit, Medicare may pay $88, and you would pay $22 after

your deductible is met.

Medicare Advantage (Part C)

Coverage: Must provide at least the same coverage as Original Medicare for doctor
visits and outpatient care.

Costs: May include copayments, coinsurance, and deductibles that vary by plan.
Many plans offer fixed copayments for doctor visits.

Out-of-pocket maximum: Medicare Advantage plans have an annual cap on out-
of-pocket costs for covered services ($9,350 in 2025).

Additional benefits: Some plans may cover extra services such as annual physical
exams, dental, vision, and hearing care.

What Isn’t Covered?

Medicare does not cover all types of doctor visits or outpatient services. Notable

exclusions include:

Routine dental care (cleanings, fillings, dentures)

Routine vision care (eye exams for glasses, unless related to a medical condition)
Routine hearing exams and hearing aids

Alternative therapies (such as acupuncture, except in limited cases)
Chiropractic care (covered only for spinal subluxation with an official diagnosis)

Routine foot care (such as corn or callus removal, unless medically hecessary due
to a health condition like diabetes)

Medicare Advantage plans may offer some of these services as extra benefits.
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Important Considerations

¢ Provider acceptance: To receive full Medicare benefits, your provider must accept
Medicare and, ideally, accept assignment (agree to Medicare’s approved payment).

¢ Location and facility: Costs may be higher if you receive services in a hospital
outpatient setting compared to a doctor’s office.

¢ Medigap: Supplemental Medigap insurance can help cover the 20% coinsurance
and other out-of-pocket costs not paid by Original Medicare.

e Cost-saving programs: Medicare Savings Programs and other state or local
resources may help with out-of-pocket costs for those who qualify.

Summary

Medicare Part B covers a wide range of doctor visits and outpatient care, including
medically necessary and preventive services, specialist consultations, diagnostic tests,
and mental health care. After meeting the annual deductible, Medicare pays 80% of the
covered costs, with the beneficiaries responsible for the remaining 20%. Preventive
services are often covered in full. Medicare Advantage plans provide the same core
coverage and may offer additional benefits, but costs and provider networks vary.
Understanding your coverage, costs, and provider options will help you make the most of
your Medicare benefits and manage your healthcare expenses.

Preventive Services and Screenings

Preventive services and screenings are a cornerstone of Medicare’s approach to keeping
beneficiaries healthy, detecting health problems early, and reducing the risk of serious
illness or disability. Medicare Part B covers a comprehensive array of preventive services,
most of which are provided at no cost to the beneficiary when received from a provider who
accepts Medicare assignment. This chapter explores what preventive services and
screenings are, why they matter, what is covered, and how often you can access these
benefits.

What Are Preventive Services?

Preventive services are medical tests, exams, counseling, and vaccinations designed to
preventillness, detect health issues early, and promote wellness. Unlike diagnostic
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services, which are used to investigate symptoms or treat known conditions, preventive
services are provided when you have no symptoms, with the goal of keeping you healthy or
catching problems before they become serious.

Preventive care under Medicare includes:

Routine exams and check-ups

Vaccinations and immunizations

Laboratory tests and screenings for various diseases
Counseling and education on health-related topics

Health monitoring and wellness planning

Why Are Preventive Services Important?

Preventive care helps you:

Stay healthy and active longer

Detect diseases like cancer, diabetes, or heart disease early, when treatment is
most effective

Reduce the risk of complications from chronic conditions

Save on healthcare costs by avoiding more serious illness and hospitalizations

Medicare’s preventive services are based on evidence and recommendations from health
experts, and are updated as new research emerges.

What Preventive Services and Screenings Does Medicare Cover?

Medicare covers a wide range of preventive services. Here’s an overview of the most
important categories and examples:

1. Wellness Visits

Welcome to Medicare Preventive Visit: A one-time visit within the first 12 months
of enrolling in Part B. Includes a review of your medical and social history, risk
assessment, height, weight, blood pressure, vision test, and planning for future
screenings and preventive services.
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Annual Wellness Visit: Once every 12 months after you’ve had Part B for at least a
year. This visit is not a full physical, but it includes a health risk assessment, routine
measurements, review of your medical and family history, prescription review,
personalized health advice, cognitive assessment, advance care planning, and a
schedule for appropriate screenings.

2.Vaccinations and Immunizations

Flu shot: Covered once per flu season.

Pneumococcal (pneumonia) shots: Two shots covered, at least one year apart.
Hepatitis B shots: For those at medium or high risk.

COVID-19 vaccines: Covered for all Medicare beneficiaries.

Other vaccines: Some additional vaccines may be covered under Part D or
Medicare Advantage plans.

3. Cancer Screenings

Mammograms: Screening mammograms covered every 12 months for women age
40 and older; one baseline mammogram for women 35-39.

Pap tests and pelvic exams: Covered every 24 months for most women, or every 12
months for those at high risk.

Colorectal cancer screenings: Includes fecal occult blood tests (every 12 months),
flexible sigmoidoscopy (every 48 months), colonoscopy (every 10 years for average
risk, every 24 months for high risk), stool DNA tests (every 3 years), and blood-based
biomarker tests (every 3 years for those aged 45-85 at average risk).

Prostate cancer screenings: Digital rectal exam and PSA blood test every 12
months for men over 50.

Lung cancer screening: Annual low-dose CT scan for those aged 50-77 with a
significant smoking history and other risk factors.

Cervical and vaginal cancer screenings: Pap tests and pelvic exams, with HPV
testing for women aged 30-65.

4. Cardiovascular and Metabolic Screenings

Cardiovascular disease screenings: Cholesterol, lipid, and triglyceride levels
checked every 5 years.
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e Cardiovascular behavioral therapy: Annual session to discuss aspirin use, diet,
exercise, and blood pressure.

o Diabetes screenings: Up to two screenings per year for those atrisk.
« Diabetes self-management training: For those diagnosed with diabetes.
¢ Obesity behavioral therapy: For those with a BMI of 30 or more.

5. Bone and Eye Health

« Bone mass measurements: Every 24 months (or more often if medically
necessary) for those at risk of osteoporosis.

e Glaucoma screenings: Annually for those at high risk.
6. Infectious Disease Screenings
e HIV screening: Annually for those aged 15-65 or at increased risk.
e Hepatitis B and C screenings: For those at risk or with certain risk factors.

e Sexually transmitted infection (STI) screenings and counseling: Annually for
those atincreased risk.

7. Mental Health and Substance Use
e Depression screening: Annually in a primary care setting.

¢ Alcohol misuse screening and counseling: Annually, with up to four counseling
sessions per year for those who screen positive.

e Tobacco use counseling: Up to eight sessions per year for tobacco users.
8. Nutrition and Lifestyle

« Medical nutrition therapy: For those with diabetes, kidney disease, or after a
kidney transplant.

e Medicare Diabetes Prevention Program: For those at risk for type 2 diabetes.
9. Other Preventive Services
o Abdominal aortic aneurysm screening: Once, for those at risk, with a referral.

o Cognitive assessment: Included in the annual wellness visit and covered as a
separate visit if cognitive impairment is suspected.
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How Often Can You Get Preventive Services?

The frequency of each preventive service depends on your age, risk factors, and Medicare

guidelines. Some services are annual, while others are every 24 months, every 5 years, or
as medically necessary. Your healthcare provider will help you develop a screening
schedule based on your personal health profile.

Costs for Preventive Services

Most preventive services are free: If you see a provider who accepts Medicare
assignment, you pay nothing for most preventive services—there is no deductible or
coinsurance.

Possible costs: If your provider performs additional tests or services that are not
considered preventive, you may have to pay coinsurance or the full cost for those
extra services.

Medicare Advantage plans: Must cover all the preventive services offered by
Original Medicare, and many offer additional preventive benefits, such as dental
cleanings, vision exams, or fithess programs.

What Isn’t Covered?

Some preventive services are not covered by Original Medicare, including:

Routine dental cleanings and exams
Routine eye exams for prescription lenses
Shingles and Tdap vaccines (covered under Part D or Medicare Advantage)

Fithess memberships (may be covered by some Medicare Advantage plans)

Always check with your plan and provider to confirm coverage for specific preventive

services.

How to Access Preventive Services

Schedule regular wellness visits: Use your “Welcome to Medicare” and annual
wellness visits to review your health and get a personalized prevention plan.
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e Stay up to date: Work with your provider to keep track of which screenings or
vaccines you’re due for each year.

e Use Medicare’s resources: Log in to your secure Medicare account or consult your
plan’s summary of benefits to see which preventive services you’ve received and
which are recommended for you.

Summary

Medicare’s preventive services and screenings are designed to help you stay healthy,
detect problems early, and manage your health proactively. From annual wellness visits
and vaccinations to cancer screenings and counseling, these benefits are available at no
cost to most beneficiaries. Taking full advantage of these services can lead to better health
outcomes, improved quality of life, and lower healthcare costs over time.

Durable Medical Equipment

Durable Medical Equipment (DME) is essential for many Medicare beneficiaries living with
chronic conditions, recovering from illness or injury, or managing disabilities. Medicare Part
B provides coverage for a wide range of DME, helping individuals maintain independence
and quality of life at home. This chapter explores what DME is, eligibility requirements,
examples of covered equipment, how to obtain DME, and what costs to expect.

What Is Durable Medical Equipment?
Durable Medical Equipment is defined as reusable medical equipment that is:
e« Able to withstand repeated use (durable)
e Used for medical reasons (not just for comfort or convenience)
e Typically, useful only to someone who is sick or injured
e Used primarily in the home (though it can also be used outside the home)
e Expectedto last at least three years

DME is prescribed by a Medicare-enrolled doctor or other healthcare provider and must be
medically necessary for the diagnosis or treatment of an illness or injury.
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Examples of Medicare-Covered DME
Medicare Part B covers a broad array of DME, including but not limited to:

¢ Mobility aids: Wheelchairs (manual and power), scooters, walkers, canes, and
crutches

e Hospital beds: Adjustable beds for home use
o Patient lifts: Devices to help move patients from bed to chair or bath
e Commode chairs: Portable toilets for home use

o Oxygen equipment and accessories: Portable and stationary oxygen tanks,
concentrators, and related supplies

e CPAP and BiPAP machines: Devices for sleep apnea and related accessories
¢ Nebulizers and medications: For respiratory conditions

e Infusion pumps and supplies: For medications that require continuous or
intermittent delivery

¢« Blood sugar monitors and test strips: For diabetes management

e Pressure-reducing mattresses and overlays: To prevent or treat bedsores
¢ Suction pumps and traction equipment

¢ Continuous passive motion machines: Used after joint surgery

Some prosthetics, orthotics (like braces), and supplies such as artificial limbs, eyes, or
breast prostheses following a mastectomy are also covered under related Medicare rules.

What DME Is Not Covered by Medicare?

Medicare does not cover items that are primarily for comfort or convenience, are
disposable, or are not considered medically necessary. Examples include:

¢ Incontinence pads
¢ Disposable gloves and bandages
e Surgical face masks

e Air purifiers

119



Bathtub lifts
Raised toilet seats

Home safety equipment not prescribed for a specific medical purpose

Eligibility and Requirements for DME Coverage

To qualify for Medicare coverage of DME, the following conditions must be met:

1.

5.

Prescription: The equipment must be prescribed by a Medicare-enrolled doctor or
healthcare provider as medically necessary for your condition.

Medical Necessity: The item must be needed to treat or manage a diagnosed
illness or injury.

Intended Use: The equipment must be appropriate for use in your home, although it
can also be used outside the home as needed.

Supplier Requirements: The DME must be obtained from a supplier enrolled in
Medicare. For Medicare Advantage enrollees, the supplier must be in the plan’s
network.

Durability: The equipment must be expected to last at least three years.

If you are in a hospital or skilled nursing facility, the facility is responsible for providing any

necessary DME during your stay.

How to Obtain DME Through Medicare

1.

Consult Your Doctor: Discuss your needs with your healthcare provider. They will
determine if DME is medically necessary and provide a written prescription.

Choose a Medicare-Approved Supplier: Use a supplier that participates in
Medicare and accepts assignment (agrees to Medicare’s payment terms). This
ensures you pay the lowest possible out-of-pocket costs.

Get Prior Authorization if Needed: Some items require Medicare approval before
they are supplied. Your provider and supplier will help with this process.

Rent or Purchase: Some DME is rented, some is purchased, and for certain items
you may have a choice. For example, most wheelchairs are initially rented, while
items like custom-fitted devices are usually purchased.

120



5. Delivery and Training: The supplier will deliver the equipment, provide instructions,

and may offer maintenance or repair services as needed.

Costs Associated With DME

Deductible: You must first meet your annual Part B deductible.

Coinsurance: After the deductible, Medicare typically pays 80% of the Medicare-
approved amount. You are responsible for the remaining 20%.

Rental vs. Purchase: Most equipment is rented, and you pay your share each
month. Some items are purchased outright, and you pay your share at the time of
purchase.

Medicare Advantage Plans: These plans must cover at least what Original
Medicare covers, but costs, supplier networks, and prior authorization rules may
differ. Always check with your plan for details.

Special Considerations

Supplier Enrollment: Always use a Medicare-enrolled supplier to ensure coverage.
If you use a non-enrolled supplier, Medicare will not pay, and you will be responsible
for the full cost.

Emergencies and Disasters: If your DME is lost or damaged in a declared disaster
or emergency, Medicare may temporarily relax certain rules to help you replace your
equipment.

Appeals: If Medicare denies coverage for a DME item you believe is necessary, you
have the right to appeal the decision.

Summary

Durable Medical Equipment is a crucial benefit under Medicare Part B, providing coverage

for medically necessary devices that help you manage health conditions and maintain

independence at home. Coverage includes a wide range of items, from wheelchairs and
hospital beds to oxygen equipment and diabetic supplies. To qualify, DME must be
prescribed by your doctor, medically necessary, durable, and obtained from a Medicare-
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approved supplier. After meeting your Part B deductible, you typically pay 20% of the
Medicare-approved amount. Understanding these rules and working closely with your
healthcare provider and supplier can help you access the equipment you need while
minimizing your out-of-pocket costs.

Mental Health and Telehealth Services

Mental health is a crucial part of overall well-being, and Medicare has made significant
strides in expanding access to mental health and telehealth services. In 2025, beneficiaries
will find more options, greater flexibility, and increased support for both in-person and
remote care. This chapter provides a comprehensive overview of what Medicare covers for
mental health and telehealth services, eligibility requirements, recent changes, and
important considerations for beneficiaries and their families.

Medicare Coverage for Mental Health Services
Outpatient Mental Health Services
Medicare Part B covers a wide range of outpatient mental health services, including:

¢ Individual and Group Psychotherapy: Sessions with psychiatrists, psychologists,
clinical social workers, or other Medicare-approved mental health professionals.

¢ Family Counseling: If the main purpose is to support your treatment.

e Psychiatric Evaluation and Diagnostic Testing: To assess your mental health
needs and monitor progress.

¢ Maedication Management: Ongoing evaluation and adjustment of psychiatric
medications.

e Depression Screening: One annual screening in a primary care setting.

e Partial Hospitalization Programs (PHP): Structured day programs for intensive
treatment without overnight stays.

e Intensive Outpatient Program (IOP) Services: As of 2024, Medicare covers |IOPs
for individuals needing more frequent care than traditional outpatient therapy but
less than partial or inpatient hospitalization. IOPs include individual and group
therapy, occupational therapy, social work, psychiatric nursing, family counseling,
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patient education, and diagnostic services. These services are covered in-person
only.

Substance Use Disorder Treatment: Including counseling and therapy for alcohol
and drug misuse.

Follow-up After Crisis: Phone calls after discharge from emergency departments
for behavioral health crises.

FDA-Approved Digital Mental Health Devices: When prescribed by a doctor or
qualified mental health provider.

Inpatient Mental Health Services

Medicare Part A covers inpatient psychiatric care in a general or psychiatric hospital.

Coverage includes:

Hospital Stays: For mental health conditions requiring inpatient treatment. There is
a lifetime limit of 190 days for inpatient care in a psychiatric hospital.

Costs: You are responsible for the inpatient hospital deductible ($1,676 per benefit
period in 2025), and coinsurance applies for longer stays (20% of the Medicare-
approved amount for provider services, and daily coinsurance for extended
hospitalizations).

Medication Coverage

Medicare Part D covers many psychiatric medications, including antidepressants,
antipsychotics, and mood stabilizers. Beneficiaries should review their Part D plan’s

formulary to ensure their medications are covered and understand any associated costs. In
2025, out-of-pocket costs for prescription drugs are capped, reducing the financial burden
for those managing mental health conditions.

Expanded Mental Health Coverage in 2025

Medicare has made important changes to improve mental health access and affordability:

Expanded Provider List: Coverage now includes licensed mental health
counselors, addiction counselors, and marriage and family therapists, in addition to
psychiatrists, psychologists, and clinical social workers.

More Accessible Services: Focus on early identification and intervention, with
coverage for new types of therapy and support.
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« Reduced Financial Barriers: Capped out-of-pocket costs for prescription
medications related to mental health.

o Patient-Centered Approach: Emphasis on connecting beneficiaries with
appropriate care and resources, reducing stigma and improving outcomes.

Telehealth Services for Mental Health

Telehealth has become an essential tool for accessing mental health care, especially for
those in rural or underserved areas, or with mobility challenges.

What Telehealth Services Are Covered?
Medicare covers a wide range of telehealth services under Part B, including:

¢ Individual and Group Therapy: Sessions with licensed mental health professionals
via secure video or, in some cases, audio-only calls.

e Medication Management: Virtual visits for prescription evaluation and renewal.

¢ Counseling and Follow-up Care: Ongoing support for mental health and substance
use disorders.

« Digital Mental Health Devices: Use of FDA-approved devices for mental health
treatment, as prescribed.

Who Can Provide Telehealth Services?

Through March 31, 2025, any practitioner who can independently bill Medicare for
professional services—including psychiatrists, psychologists, clinical social workers, nurse
practitioners, physician assistants, occupational therapists, speech-language
pathologists, and audiologists—may furnish telehealth services.

Where Can You Receive Telehealth Services?

¢ Until September 30, 2025: Beneficiaries can receive telehealth services from
anywhere in the United States, including their home. There is no requirement to be
in a rural area or a specific medical facility.

e After September 30, 2025: Unless further extended by Congress, most telehealth
services will revert to pre-pandemic rules, which generally require beneficiaries to
be in arural area and at a medical facility for non-behavioral health telehealth.
However, for mental and behavioral health telehealth, coverage for home-based
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services will continue, but a prior in-person visit within six months of starting
telemental health care will be required.

Audio-Only Telehealth

Medicare continues to allow two-way, real-time audio-only communication for behavioral
and mental health telehealth services. This flexibility is especially important for
beneficiaries who do not have access to video technology.

Accessing Online Therapy

Medicare covers online therapy (teletherapy) through both Original Medicare and Medicare
Advantage plans. Beneficiaries can:

¢ Connect with licensed therapists for live, one-on-one video or audio sessions
from home.

e Access therapy for a wide range of mental health conditions, including anxiety,
depression, OCD, bipolar disorder, and more.

e Use platforms like Talkspace (in some states and plans) for virtual therapy, with
coverage depending on your specific Medicare or Medicare Advantage plan.

To qualify, you must:
¢ Beenrolled in Medicare Part B or a Medicare Advantage plan.
¢ Use a Medicare-approved provider or platform.

e Meet any plan-specific requirements for telehealth or online therapy.

Intensive Outpatient and Partial Hospitalization Programs

Medicare now covers intensive outpatient programs (IOPs) for mental health and
substance use disorder treatment. These services must be provided in-person at hospital
outpatient settings, Medicare-certified community mental health centers, federally
qualified health centers, or rural health clinics. Virtual IOPs are not covered under
Medicare, though Medicaid may cover them in some states.

Partial hospitalization programs (PHPs) are also covered and provide structured, intensive
treatment without overnight stays.
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Costs and Coverage

o Outpatient mental health services: After meeting your Part B deductible, you
typically pay 20% of the Medicare-approved amount for each service.

« Inpatient psychiatric care: You are responsible for the inpatient hospital
deductible and coinsurance for extended stays.

¢ Telehealth services: Costs are generally the same as for in-person visits, with no
additional charges for using telehealth.

e Medicare Advantage plans: May offer additional mental health and telehealth
benefits and may have different cost structures. Always check your plan details.

Important Considerations

e In-Person Visit Requirement: Starting in 2025, Medicare will require an in-person
visit within six months before initiating telemental health care, though this
requirement has been delayed until at least October 1, 2025, for most beneficiaries.

e Provider Acceptance: Not all therapists or telehealth platforms accept Medicare.
Always verify with your provider or plan before starting services.

o Plan Differences: Medicare Advantage plans may offer broader telehealth access,
lower copays, or additional mental health benefits compared to Original Medicare.

Summary

Medicare’s mental health and telehealth coverage in 2025 is broader and more flexible than
ever before. Beneficiaries have access to a wide range of mental health professionals,
therapy options, and telehealth services, with reduced financial barriers and improved
convenience. Understanding your coverage options, costs, and any new requirements will
help you make the most of these vital benefits and support your mental well-being—
wherever you are.
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Part B Costs (Premiums, Deductibles, Coinsurance)

Understanding the costs associated with Medicare Part B is crucial for anyone planning for
healthcare expenses in retirement or managing ongoing medical needs. Medicare Part B,
which covers outpatient medical services, preventive care, and durable medical
equipment, requires beneficiaries to pay monthly premiums, an annual deductible, and
coinsurance for most services. This chapter provides a detailed overview of these costs for
2025, including how income can affect your premiums and what to expect for out-of-
pocket expenses.

Monthly Premiums for Part B
Standard Premium

e 2025 Standard Premium: The standard monthly premium for Medicare Part B is
$185.00 per month in 2025. This is an increase from $174.70 in 2024.

e Who Pays the Standard Premium: Most beneficiaries pay this standard amount.
Social Security will notify you of your exact premium amount for the year.

Income-Related Monthly Adjustment Amount (IRMAA)

Some beneficiaries with higher incomes pay more than the standard premium. This
additional amount is called the Income-Related Monthly Adjustment Amount (IRMAA).

¢ HowIRMAA Is Determined: IRMAA is based on your modified adjusted gross
income (MAGI) from two years prior (for 2025, your 2023 tax return).

e Premium Tiers for 2025:

e Individuals with MAGI of $106,000 or less (or couples with $212,000 or less):
$185.00 per month

e Individuals with MAGI above $106,000 up to $133,000 (couples above
$212,000 up to $266,000): $259.00 per month

e Individuals with MAGI above $133,000 up to $167,000 (couples above
$266,000 up to $334,000): $370.00 per month

e Individuals with MAGI above $167,000 up to $200,000 (couples above
$334,000 up to $400,000): $480.90 per month

e Individuals with MAGI above $200,000 up to $500,000 (couples above
$400,000 up to $750,000): $591.90 per month
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e Individuals with MAGI $500,000 or above (couples $750,000 or above):
$628.90 per month

If you are married and file separately, different thresholds and rates apply.
Special Premiums

¢ Immunosuppressive Drug Coverage Only: For people who continue Part B
coverage only forimmunosuppressive drugs after a kidney transplant, the standard
premium is $110.40 per month in 2025. Higher-income beneficiaries may pay more.

Late Enrollment Penalty

If you do not sign up for Part B when you are first eligible and do not have other creditable
coverage, you may pay a late enrollment penalty. This penalty is added to your monthly
premium and lasts as long as you have Part B.

Annual Deductible

e 2025 Deductible: The annual deductible for Medicare Part B is $257 in 2025, up
from $240 in 2024.

¢ How It Works: You must pay this deductible out-of-pocket each year before
Medicare starts to pay its share for covered services.

Coinsurance and Copayments
Standard Coinsurance

e After the Deductible: Once you have paid the annual deductible, Medicare
typically pays 80% of the Medicare-approved amount for most covered services,
and you are responsible for the remaining 20%. This is called coinsurance.

e Services Subject to Coinsurance: Doctor visits, outpatient hospital care, durable
medical equipment, physical therapy, mental health services, ambulance services,
and more.

Examples of Cost-Sharing

e Doctor Visit: If the Medicare-approved amount for a doctor’s visit is $100, after
meeting your deductible, Medicare pays $80, and you pay $20.
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e Outpatient Surgery: If the Medicare-approved cost is $2,000, you pay $400, and
Medicare pays $1,600 (after the deductible is met).

Exceptions

¢« Preventive Services: Many preventive services (such as screenings and annual
wellness visits) are covered in full, with no deductible or coinsurance, if you see a
provider who accepts Medicare assignment.

e Clinical Laboratory Services: $0 for covered clinical laboratory services.

e Home Health Care: $0 for eligible home health services, though you may pay 20%
of the Medicare-approved amount for durable medical equipment.

Additional Out-of-Pocket Costs

e Excess Charges: If your provider does not accept Medicare assignment, they may
charge up to 15% more than the Medicare-approved amount. You are responsible
for these excess charges.

e Medigap Policies: Many beneficiaries purchase Medigap (Medicare Supplement)
insurance to help cover deductibles, coinsurance, and excess charges.

Help With Part B Costs

¢ Medicare Savings Programs: If you have limited income and resources, you may
qualify for state programs that help pay your Part B premiums, deductibles, and
coinsurance.

e Extra Help: For those with limited income, Extra Help is available for prescription
drug costs (Part D), but does not apply to Part B costs.

Summary Table: Part B Costs for 2025

Cost Category 2025 Amount

Standard Monthly Premium $185.00
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Cost Category

2025 Amount

High-Income Premium Range

$259.00 - $628.90 (depending on income)

Annual Deductible

$257

Coinsurance

20% of Medicare-approved amount

Preventive Services

$0 (most services, if provider accepts assignment)

Clinical Lab Services

$0

Home Health Services

$0 (for eligible services)

Durable Medical Equipment

20% after deductible

Important Considerations

e Annual Changes: Premiums, deductibles, and coinsurance amounts are updated
every year. Always check for the latest figures.

¢ No Out-of-Pocket Maximum: Original Medicare Part B does not have an annual

out-of-pocket maximum. You are responsible for your share of costs for all covered

services unless you have supplementalinsurance.

¢ Medicare Advantage Plans: If you have a Medicare Advantage plan, your costs may
be different, but you must still pay the Part B premium.

Conclusion

Medicare Part B provides essential coverage for outpatient medical services, but
beneficiaries are responsible for monthly premiums, an annual deductible, and 20%
coinsurance for most services. Higher-income individuals pay more, and there is no out-of-

pocket maximum under Original Medicare. Understanding these costs—and planning
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accordingly—can help you manage your healthcare expenses and avoid surprises as you

use your Medicare benefits.

Eligibility and Enrollment for Part B

Medicare Part B, also known as Medical Insurance, is a vital part of the Medicare program,

providing coverage for outpatient care, preventive services, durable medical equipment,
and more. Understanding who is eligible for Part B, the enrollment process, and the timing
of enrollment periods is essential for anyone approaching Medicare age or qualifying due to
disability or specific medical conditions.

Who Is Eligible for Medicare Part B?

Age-Based Eligibility

Age 65 or Older: The most common way to qualify for Medicare Part B is by reaching
age 65. You must also be a United States resident and either a U.S. citizen ora
lawfully admitted permanent resident who has lived in the U.S. continuously for at
least five years before applying for Medicare enrollment.

No Part A Requirement: You do not need to qualify for premium-free Part A to enroll
in Part B; the programs are separate, and you can enroll in Part B even if you pay a
premium for Part A.

Disability-Based Eligibility

Under Age 65 with a Disability: If you are under 65 and have a qualifying disability,
you are eligible for Medicare Part B after receiving Social Security Disability
Insurance (SSDI) or certain Railroad Retirement Board (RRB) disability benefits for
24 months. After the 24th month, you are automatically enrolled in Part B.

ALS (Amyotrophic Lateral Sclerosis): If you are diagnosed with ALS, you are
automatically enrolled in Medicare Part B the same month your SSDI benefits begin,
with no waiting period.

End-Stage Renal Disease (ESRD): If you have permanent kidney failure requiring
dialysis or a kidney transplant, you may qualify for Medicare Part B at any age, based
on your own or a family member’s work history.
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Other Eligibility Scenarios

e Certain government employees and their families may also qualify based on work
history and payment of Medicare taxes.

¢ Special circumstances such as being a surviving spouse with a qualifying disability
or being a dependent with permanent kidney failure may also provide eligibility.

When Can You Enroll in Medicare Part B?

There are several enrollment periods for Medicare Part B, each designed for different
circumstances:

Initial Enrollment Period (IEP)

o Timing: The IEP is a seven-month window that starts three months before the month
you turn 65, includes your birthday month, and ends three months after your
birthday month.

e For Disability: If you qualify due to disability, your IEP begins three months before
your 25th month of receiving SSDI or RRB disability benefits and ends three months
after the 25th month.

e Automatic Enrollment: If you are already receiving Social Security or RRB benefits
when you turn 65, you will be automatically enrolled in Part B. If your birthday is on
the first day of the month, your coverage begins the first day of the prior month.

General Enrollment Period (GEP)

e Timing: If you miss your IEP, you can enroll during the General Enrollment Period,
which runs from January 1 to March 31 each year.

o Coverage Start: Coverage begins the first day of the month after you sign up.

« Late Enrollment Penalty: If you enroll during the GEP, you may have to pay a late
enrollment penalty for as long as you have Part B. The penalty is 10% for each full
12-month period you were eligible but did not enroll.

Special Enrollment Period (SEP)

¢ Who Qualifies: If you delayed enrolling in Part B because you had creditable health
coverage through your or your spouse’s current employer, you can sign up for Part B
during a Special Enrollment Period.
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Timing: The SEP lasts for eight months after your employment or employer coverage
ends.

No Late Penalty: If you enroll during the SEP, you usually do not have to pay a late
enrollment penalty.

Documentation: You may need to provide proof of continuous employer coverage,
such as completed forms from your employer (CMS 40B and CMS L564).

How to Enroll in Medicare Part B

Automatic Enrollment

If you are already receiving Social Security or RRB benefits, you are typically enrolled
automatically in Part B at age 65 or after 24 months of disability benefits. You will
receive a “Welcome to Medicare” package and your Medicare card about three
months before your coverage starts.

Manual Enrollment

If you are not receiving Social Security or RRB benefits, you must actively sign up for
Part B. You can do this:

¢ Online via the Social Security Administration website
e By calling the Social Security Administration
e By visiting your local Social Security office

e Ifyou oryour spouse worked for the railroad, through the Railroad Retirement
Board

Required Documentation

When enrolling, you may need:

Your date and place of birth
Social Security number
Citizenship or immigration status
Employment and earnings records

Proof of prior health coverage if enrolling during a SEP
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Effective Date of Coverage

e If you enroll during the first three months of your IEP: Coverage starts the month
you turn 65.

e Ifyou enroll during your birthday month or the three months after: Coverage
starts the first day of the month after you sign up.

e Ifyou enroll during the GEP: Coverage starts the first day of the month after you
enroll.

o Ifyou enroll during a SEP: Coverage typically starts the month after Social Security
receives your completed enrollment request.

Important Considerations

e« Late Enrollment Penalty: If you do not enroll in Part B when first eligible and do not
have other creditable coverage, you may pay a permanent penalty added to your
monthly premium.

e Coordination with Employer Coverage: If you are still working and have employer
coverage, check with your benefits administrator before delaying Part B enrollment
to avoid penalties and coverage gaps.

e COBRA and Retiree Plans: These are not considered creditable coverage for
delaying Part B enrollment; you may incur penalties if you wait to enroll after this
coverage ends.

Summary

Medicare Part B eligibility is primarily based on age (65 or older), disability, or specific
medical conditions like ESRD or ALS. Enrollment can be automatic or may require you to
sign up, depending on your situation. There are several enrollment periods—Initial,
General, and Special Enrollment Periods—each with specific rules and deadlines.
Understanding these options ensures you receive the coverage you need without
unnecessary penalties or delays.
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Chapter Five

Medicare Part C — Medicare Advantage

Medicare Part C, more commonly known as Medicare Advantage, is an alternative way for
eligible Americans to receive their Medicare benefits. Unlike Original Medicare, which is
administered directly by the federal government, Medicare Advantage plans are offered by
private insurance companies approved by Medicare. These plans are designed to provide
all the coverage of Original Medicare (Parts A and B) and frequently offer additional
benefits, often bundled into a single, easy-to-manage plan.

What Is Medicare Advantage?

Medicare Advantage plans are “bundled” health plans that must, by law, provide at least
the same coverage as Original Medicare. Most plans also include prescription drug
coverage (Part D) and may offer extra benefits not available through Original Medicare,
such as dental, vision, hearing, wellness programs, and allowances for over-the-counter
items or groceries.

When you enroll in a Medicare Advantage plan, you still have Medicare, but your benefits
are administered through the private insurer, not directly through the federal government.
Medicare pays a fixed amount to the insurer each month for your care, and the insurer
manages your benefits, claims, and customer service.

What Do Medicare Advantage Plans Cover?
All Medicare Advantage plans must cover:

e Allservices provided by Original Medicare (Parts A and B): This includes inpatient
hospital care, skilled nursing facility care, home health care, hospice (still covered
by Original Medicare), doctor visits, outpatient care, preventive services, lab tests,
and durable medical equipment.

o Emergency and urgent care: Nationwide, even outside your plan’s service area.
Most Medicare Advantage plans also include:

e Prescription drug coverage (Part D): About 9 in 10 plans bundle prescription
benefits.
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Dental, vision, and hearing coverage: Routine exams, cleanings, eyeglasses,
hearing aids, and related services.

Fitness programs: Gym memberships or fitness discounts (such as
SilverSneakers).

Allowances for over-the-counter health items, groceries, or utilities: Some plans
provide monthly or quarterly stipends for health-related purchases.

Telehealth and expanded behavioral health services: Including virtual doctor
visits and mental health counseling.

Plans may also offer additional benefits, such as transportation to medical appointments,

meal delivery after hospital stays, or caregiver support.

2025 Updates and Changes

Medicare Advantage plans are evolving to meet the needs of a growing and diverse

beneficiary population. Key changes and trends for 2025 include:

Lower out-of-pocket prescription drug caps: Annual out-of-pocket maximum for
prescription drugs is reduced from $8,000 to $2,000, and the “donut hole” coverage
gap is eliminated. Beneficiaries can also spread out-of-pocket drug costs over the
year in monthly installments.

Expanded behavioral health network: Marriage and family therapists and mental
health counselors can now enroll as Medicare providers, increasing access to
mental health care.

Integrated care for dual-eligible special needs plans (D-SNPs): Some plans now
offer coordinated care for people eligible for both Medicare and Medicaid, with
improved integration of benefits and the ability to change plans monthly in some
cases.

Supplemental benefit notifications: Starting in 2026, insurers will be required to
notify members about unused supplemental benefits mid-year, helping
beneficiaries take full advantage of their plan offerings.

Intensive outpatient behavioral health programs: New coverage options fill the
gap between outpatient therapy and inpatient psychiatric care.
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Types of Medicare Advantage Plans

There are several types of Medicare Advantage plans, each with specific rules about

provider networks, referrals, and out-of-network care:

Health Maintenance Organization (HMO): Requires you to use a network of
doctors and hospitals, and generally needs referrals to see specialists.

Preferred Provider Organization (PPO): Offers more flexibility to see out-of-
network providers, usually at a higher cost, and typically does not require referrals.

Private Fee-for-Service (PFFS): Lets you see any Medicare-approved provider who
accepts the plan’s payment terms, but not all providers participate.

Special Needs Plans (SNPs): Tailored for people with specific health conditions,
those in institutions, or those eligible for both Medicare and Medicaid.

Medical Savings Account (MSA): Combines a high-deductible health plan with a
savings account for healthcare expenses.

Costs Associated with Medicare Advantage

Premiums

Monthly Premium: In 2025, the average Medicare Advantage premium is projected
to be about $17 per month, though many plans offer a $0 premium. You must
continue to pay your Medicare Part B premium ($185 per month in 2025).

Additional Premiums: Some plans may charge an extra premium for enhanced
benefits or prescription drug coverage.

Deductibles, Copayments, and Coinsurance

Deductibles and Copays: Each plan sets its own cost-sharing amounts for
services. These can include copayments for doctor visits, hospital stays, or
prescription drugs.

Out-of-Pocket Maximum: All Medicare Advantage plans have an annual limiton
what you pay for Part A and B services. For 2025, this cap is set at $9,350, though
many plans have lower limits. Once you reach this maximum, the plan pays 100% of
covered services for the remainder of the year.

Prescription Drug Costs: Out-of-pocket costs for prescription drugs are capped at
$2,000 in 2025, with the option to spread payments over the year.
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How Medicare Advantage Differs from Original Medicare

Feature

Original Medicare

Medicare Advantage (Part C)

Provider Choice

Any Medicare-accepting
provider

Usually limited to plan’s network

Prescription Drugs

Notincluded (add Part D)

Usually included

Extra Benefits

Notincluded

Often includes dental, vision, hearing, fitness,
etc.

Out-of-Pocket
Maximum

No cap (unless with Medigap)

Yes, annual limit on costs

Referrals Needed

No

Often yes (especially in HMOs)

Supplemental
Coverage

Medigap available

Not compatible with Medigap

Geographic Flexibility

Nationwide

Limited to service area (except emergencies)

Plan Administration

Federal government

Private insurers

Medicare Advantage plans may offer lower premiums and extra benefits, but they often

come with more restrictive provider networks, prior authorization requirements, and

geographic limitations.

Eligibility and Enrollment

Who Can Join a Medicare Advantage Plan?

You are eligible if:

e You are enrolled in both Medicare Part A and Part B.
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You live in the plan’s service area.

You do not have end-stage renal disease (ESRD), except for certain Special Needs
Plans (recent rules have loosened this restriction).

When Can You Enroll?

Initial Enrollment Period (IEP): The seven-month window around your 65th
birthday (three months before, the month of, and three months after).

Annual Enrollment Period (AEP): October 15 to December 7 each year, when you
can join, switch, or leave a Medicare Advantage plan.

Medicare Advantage Open Enrollment Period: January 1 to March 31, allowing
those already in a Medicare Advantage plan to switch plans or return to Original
Medicare.

Special Enrollment Periods (SEP): Triggered by life events such as moving, losing
other coverage, or qualifying for Medicaid.

Important Considerations

Provider Networks: Most plans require you to use network providers for non-
emergency care. Out-of-network care may cost more or not be covered.

Plan Rules: Some plans require referrals to see specialists or prior authorization for
certain services or medications.

No Medigap Compatibility: You cannot use a Medigap policy with Medicare
Advantage.

Plan Variability: Benefits, costs, and provider networks can change annually.
Review your plan’s Annual Notice of Change each fall.

Summary

Medicare Part C — Medicare Advantage offers a bundled, often more comprehensive

alternative to Original Medicare. These plans typically include prescription drug coverage

and extra benefits like dental, vision, hearing, and wellness programs, with an annual out-

of-pocket maximum for covered services. While premiums may be lower and additional

benefits more robust, trade-offs include more restrictive provider networks, plan rules, and
potential geographic limitations. With ongoing enhancements in 2025, including lower drug

139



cost caps and expanded behavioral health options, Medicare Advantage is an increasingly
popular choice for millions of beneficiaries. Carefully compare plans, costs, and provider
networks to find the best fit for your healthcare needs.

What Is Medicare Advantage?

Medicare Advantage, also known as Medicare Part C, is a Medicare-approved health
insurance option offered by private companies as an alternative to Original Medicare.
These plans are designed to provide all the benefits of Medicare Part A (hospital insurance)
and Part B (medical insurance), and most also include prescription drug coverage (Part D).
Medicare Advantage plans often bundle additional benefits, such as dental, vision,
hearing, and wellness programs, into a single comprehensive plan.

How Medicare Advantage Works

When you enroll in a Medicare Advantage plan, you remain a Medicare beneficiary, but your
coverage is administered by a private insurance company rather than directly by the federal
government. Medicare pays a fixed amount each month to the insurance company, which
then takes on the responsibility of managing your benefits, claims, and customer service.

Medicare Advantage plans must follow rules set by Medicare, but each plan can have
different rules, costs, provider networks, and extra benefits. These plans are required to
provide at least the same level of coverage as Original Medicare for all medically necessary
services, but they can structure their benefits, copayments, and provider networks
differently.

What Do Medicare Advantage Plans Cover?
All Medicare Advantage plans are required to cover:

o All Medicare Part A benefits: Inpatient hospital care, skilled nursing facility care,
home health care, and (in most cases) hospice care (though hospice is still paid for
by Original Medicare).

« Al Medicare Part B benefits: Outpatient care, doctor visits, preventive services,
durable medical equipment, lab tests, and more.
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Most Medicare Advantage plans also include:

Prescription drug coverage (Part D): Bundled into the plan, eliminating the need for
a separate drug plan.

Additional benefits: Many plans offer benefits not covered by Original Medicare,
such as:

e Routine dental care (exams, cleanings, X-rays)

e Vision care (eye exams, glasses, contact lenses)
e Hearing care (hearing tests, hearing aids)

e Wellness programs and fitness memberships

¢ Transportation to medical appointments

e Over-the-counter health items

e Virtual provider visits and telehealth services

Plans must also cover all emergency and urgent care, nationwide, even if you are outside

your plan’s service area.

How Are Medicare Advantage Plans Structured?

Medicare Advantage plans come in several types, each with its own rules about provider

choice and referrals:

Health Maintenance Organization (HMO): Requires you to use a network of
doctors and hospitals and usually needs referrals for specialists.

Preferred Provider Organization (PPO): Offers more flexibility to see out-of-
network providers, usually at a higher cost, and typically does not require referrals.

Private Fee-for-Service (PFFS): Lets you see any Medicare-approved provider who
accepts the plan’s payment terms.

Special Needs Plans (SNPs): Tailored for people with specific diseases, those in
institutions, or those eligible for both Medicare and Medicaid.

Medical Savings Account (MSA): Combines a high-deductible health plan with a
savings account for healthcare expenses.
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Costs and Out-of-Pocket Limits

Medicare Advantage plans may have different out-of-pocket costs than Original Medicare

or Medigap. Key features include:

Premiums: Many plans have low or $0 monthly premiums, but you must continue to
pay your Part B premium. Some plans may charge an additional premium for
enhanced benefits.

Copayments and Coinsurance: Each plan sets its own copays and coinsurance for
services.

Annual Out-of-Pocket Limit: All plans have a yearly limit on what you pay for Part A
and Part B covered services. Once you reach this limit, the plan pays 100% of the
services covered for the rest of the year.

Prescription Drug Costs: Most plans include prescription coverage with their own
copays, deductibles, and formularies.

Provider Networks and Plan Rules

Provider Networks: Most Medicare Advantage plans have networks of doctors,
hospitals, and other providers. You may pay more or all costs if you go outside the
network for non-emergency care.

Referrals and Prior Authorization: Many plans require referrals to see specialists or
prior authorization for certain services and medications.

Plan Variability: Each plan can set its own rules, which may change each year.
Plans must notify members of any changes before the annual Open Enrollment
period.

Who Is Eligible for Medicare Advantage?

To join a Medicare Advantage plan, you must:

Be enrolled in both Medicare Part A and Part B
Live in the plan’s service area

Not have end-stage renal disease (ESRD), except for certain Special Needs Plans
(recent rules have expanded access)
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Key Differences from Original Medicare

e Bundled Coverage: Medicare Advantage combines Parts A, B, and usually D into
one plan, often with extra benefits.

o Provider Flexibility: Original Medicare allows you to see any provider that accepts
Medicare, while Medicare Advantage often restricts you to a network.

e Out-of-Pocket Maximum: Medicare Advantage plans have a cap on your annual
out-of-pocket costs for covered services; Original Medicare does not.

o Extra Benefits: Many Medicare Advantage plans include dental, vision, hearing,
fitness, and other benefits not covered by Original Medicare.

Summary

Medicare Advantage (Part C) is a Medicare-approved alternative to Original Medicare,
offered by private insurers. These “bundled” plans include all the benefits of Part A and Part
B, and most also include prescription drug coverage and extra benefits like dental, vision,
and wellness programs. Plans may have different rules, provider networks, and costs, but
all must provide at least the same coverage as Original Medicare and an annual out-of-
pocket maximum for covered services. Choosing Medicare Advantage can offer more
comprehensive coverage and predictable costs, but it’s important to compare plans
carefully to ensure they fit your health needs and budget.

Types of Medicare Advantage Plans (HMO, PPO, PFFS, SNP)

Medicare Advantage (Part C) plans offer a variety of ways for beneficiaries to receive their
Medicare benefits through private insurance companies. Each type of plan is structured
differently, with unique rules about provider networks, referrals, out-of-pocket costs, and
eligibility. Understanding the distinctions between Health Maintenance Organization
(HMO), Preferred Provider Organization (PPO), Private Fee-for-Service (PFFS), and Special
Needs Plans (SNP) is crucial for choosing the plan that best fits your health needs, budget,
and lifestyle.
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Health Maintenance Organization (HMO) Plans
Overview

HMO plans are one of the most common types of Medicare Advantage plans. They focus on
coordinated care within a defined network of doctors, hospitals, and other healthcare
providers.

Key Features

¢ Provider Network: You are generally required to use healthcare providers,
hospitals, and specialists within the plan’s network, except in emergencies, urgent
care, or out-of-area dialysis.

¢ Primary Care Physician (PCP): You usually must choose a PCP who coordinates
your care and provides referrals to see specialists.

¢ Referrals: Most HMO plans require a referral from your PCP to see a specialist.

e Prescription Drug Coverage: Most HMO plans include prescription drug coverage.
If your HMO does not, you cannot add a separate Medicare drug plan.

e Costs: HMO plans typically have lower premiums and out-of-pocket costs
compared to other plan types, but less flexibility in choosing providers.

Who It’s Best For

HMO plans are ideal for those who prefer lower costs and are comfortable with using a
network of providers and working closely with a primary care doctor.

Preferred Provider Organization (PPO) Plans
Overview

PPO plans offer greater flexibility in choosing healthcare providers and do not require you
to select a primary care physician.

Key Features

¢ Provider Network: PPOs have a network of preferred providers, but you can also
see out-of-network doctors and specialists, usually at a higher cost.

¢ No PCP Requirement: You are not required to choose a primary care doctor.

¢ No Referrals Needed: You do not need a referral to see a specialist.
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e Prescription Drug Coverage: Most PPO plans include drug coverage. If your PPO
does not, you cannot join a separate Medicare drug plan.

e Costs: PPOs typically have higher premiums and out-of-pocket costs than HMOs,
but offer more freedom to choose providers.

Who It’s Best For

PPO plans are suitable for those who value flexibility, travel frequently, or want access to a
wider range of providers, even if it means paying more for that flexibility.

Private Fee-for-Service (PFFS) Plans
Overview

PFFS plans offer the most flexibility in choosing healthcare providers, but each provider
must agree to the plan’s terms and payment schedule for each service.

Key Features

¢ Provider Choice: You can see any Medicare-approved doctor, hospital, or
healthcare provider who accepts the plan’s payment terms and agrees to treat you.

e No PCP Requirement: You are not required to choose a primary care doctor.
e No Referrals Needed: You do not need a referral to see a specialist.

e Prescription Drug Coverage: Some PFFS plans include drug coverage. If not, you
can join a separate Medicare drug plan.

¢ Networks: Some PFFS plans have a network of preferred providers; you may pay
less when using network providers.

e Costs: Premiums and out-of-pocket costs vary. You may pay more if you use
providers who do not have a contract with the plan.

Who It’s Best For

PFFS plans are ideal for those who want maximum provider choice and are comfortable
confirming provider acceptance of the plan’s terms before each visit.
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Special Needs Plans (SNPs)

Overview

SNPs are specialized Medicare Advantage plans designed for individuals with specific

diseases or characteristics. These plans tailor their benefits, provider choices, and drug

formularies to best meet the unique needs of their members.

Types of SNPs

Chronic Condition SNP (C-SNP): For people with specific chronic conditions, such
as diabetes, heart failure, or HIV/AIDS.

Dual Eligible SNP (D-SNP): For people who are eligible for both Medicare and
Medicaid.

Institutional SNP (I-SNP): For people who live in certain institutions (like nursing
homes) or require nursing care at home.

Key Features

Provider Network: SNPs may be structured as HMOs or PPOs. If the SNP is an
HMO, you must use in-network providers (except for emergencies). If the SNP is a
PPO, you may use out-of-network providers at a higher cost.

Primary Care Physician: Some SNPs require you to choose a PCP.

Referrals: Referral requirements depend on whether the SNP is structured as an
HMO or PPO.

Prescription Drug Coverage: All SNPs include Medicare prescription drug coverage
(Part D).

Care Coordination: SNPs often provide case managers or care coordinators to help
manage complex health needs.

Who It’s Best For

SNPs are best for individuals with specific health conditions, those who are dual eligible for

Medicare and Medicaid, or those living in institutions who benefit from specialized,

coordinated care.
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Comparison Table: Types of Medicare Advantage Plans

Feature HMO PPO PFFS SNP

In- and out-of- Any Medicare-approved
Provider In-network | network (higher cost provider accepting plan | Usually in-network (HMO
Network required out-of-network) terms or PPO structure)
PCP
Required Yes No No Varies by plan
Referrals Maybe (depends on
Needed Yes No No HMO/PPO)
Drug Usually Sometimes included;
Coverage included Usually included can add if not Always included
Special Yes (specific
Eligibility No No No conditions/groups)
Typical
Costs Lower Moderate to higher Varies Varies
Flexibility Low Moderate to high High Low to moderate

Choosing the Right Plan

When deciding which Medicare Advantage plan is right for you, consider the following:

Provider choice: Do you want to see any doctor, or are you comfortable with a

network?

Special health needs: Do you have a chronic condition or qualify for Medicaid?

Travel habits: Will you need coverage outside your local area?

Budget: Are you looking for lower premiums or willing to pay more for flexibility?
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e Prescription drug needs: Do you need drug coverage, and are your medications on
the plan’s formulary?

e Care coordination: Would you benefit from help managing multiple providers or
complex health issues?

Summary

Medicare Advantage plans come in several types—HMO, PPO, PFFS, and SNP—each with
its own approach to provider networks, referrals, costs, and eligibility. HMOs offer lower
costs but less flexibility, PPOs provide more provider choice at a higher cost, PFFS plans
maximize flexibility but require provider acceptance of plan terms, and SNPs deliver
tailored care for those with special health or financial needs. Understanding these
differences will help you select the plan that best matches your health needs, lifestyle, and
financial situation.

How Medicare Advantage Differs from Original Medicare

Choosing between Original Medicare and Medicare Advantage (Part C) is a pivotal decision
for anyone eligible for Medicare. While both options provide access to essential hospital
and medical care, they differ in how coverage is structured, how much flexibility you have in
choosing providers, what you pay, and what additional benefits you may receive. This
chapter offers a comprehensive, detailed comparison to help you understand the key
distinctions and make an informed choice.

1. Structure and Administration
Original Medicare is the traditional, federally run program consisting of:

o Part A (Hospital Insurance): Covers inpatient hospital care, skilled nursing facility
care, hospice, and some home health care.

 Part B (Medical Insurance): Covers outpatient care, doctor visits, preventive
services, durable medical equipment, and more.

Medicare Advantage (Part C) is a bundled alternative offered by private insurance
companies approved by Medicare. These plans must provide at least the same coverage as
Original Medicare (Parts A and B) but may do so with different rules, costs, and provider
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networks. Most Medicare Advantage plans also include prescription drug coverage (Part D)

and often offer extra benefits.

2. Provider Choice and Networks

Feature Original Medicare Medicare Advantage

Provider See any doctor or hospital in the Usually must use plan’s network of doctors and
Flexibility U.S. that accepts Medicare hospitals for non-emergency care

Referrals Often required for specialists, especially in
Needed No referrals required for specialists | HMOs

Geographic Typically restricted to plan’s service area
Coverage Nationwide (except emergencies)

Original Medicare offers maximum freedom to choose providers and is ideal for those who

travel or live in multiple locations. Medicare Advantage plans may restrict you to a local

network, though some PPO plans offer limited out-of-network coverage at higher cost.

3. Coverage and Benefits

Original Medicare:

Covers medically necessary hospital and medical services.

Does notinclude routine dental, vision, or hearing care.

Does not automatically include prescription drug coverage (Part D must be

purchased separately).

You can add a Medigap (Medicare Supplement) policy to help pay out-of-pocket

costs.
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Medicare Advantage:

¢ Must cover all services provided by Original Medicare.

e Most plansinclude prescription drug coverage (Part D).

e Frequently offers extra benefits not covered by Original Medicare, such as:

Routine dental, vision, and hearing care

Fitness memberships

Over-the-counter health items

Transportation to medical appointments

Telehealth services

4. Costs and Out-of-Pocket Spending

Cost Element

Original Medicare

Medicare Advantage

Premiums

Part B premium ($185/month in
2025), Part A usually $0, Part D
premium varies

Part B premium ($185/month in 2025), plan
premium varies (may be $0), most plans
include Part D

Deductibles &
Coinsurance

Part A and B deductibles, 20%
coinsurance for Part B, no annual
out-of-pocket limit

Plan-specific deductibles, copays, and
coinsurance; annual out-of-pocket
maximum (up to $9,350 in 2025)

Out-of-Pocket
Maximum

None (unless you have Medigap or
other supplemental coverage)

Yes—once you reach the plan’s limit, you
pay nothing for covered services for the rest
of the year

Medigap Option

Can buy Medigap to help pay out-of-
pocket costs

Cannot use Medigap with Medicare
Advantage

Original Medicare can leave you exposed to high out-of-pocket costs unless you purchase
a Medigap policy. Medicare Advantage plans cap your yearly out-of-pocket spending,

providing financial protection but with varying copays and coinsurance.
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5. Prior Authorization and Plan Rules

Original Medicare:

Generally, covers any medically necessary service ordered by your doctor.

Prior authorization is rare.

Medicare Advantage:

Often requires prior authorization for many services, procedures, or medications—
even if your doctor deems them necessary.

Plan rules and requirements can affect how and when you receive care.

6. Prescription Drug Coverage

Original Medicare:

Does notinclude prescription drug coverage by default.

You must enroll in a separate Part D plan if you want drug coverage.

Medicare Advantage:

Most plans include prescription drug coverage (MAPD plans).

Drug coverage is bundled into the plan, often with its own formulary and cost-
sharing structure.

7. Supplemental Benefits

Original Medicare:

Does not cover routine dental, vision, hearing, or fithess benefits.

These must be purchased separately or through other supplemental plans.

Medicare Advantage:

Often includes extra benefits such as dental, vision, hearing, fitness, transportation,
and over-the-counter allowances.

Benefits vary by plan and location.
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8. Geographic Flexibility and Travel
Original Medicare:
e Coversyou anywhere in the U.S. and its territories.
o l|dealfor frequent travelers or “snowbirds.”
Medicare Advantage:
o Coverage is generally limited to your plan’s service area for routine care.
¢ Emergency and urgent care are covered anywhere in the U.S.

e Some plans offer extended travel or visitor benefits, but these are not standard.

9. Plan Administration

Original Medicare:
¢ Managed by the federal government (Centers for Medicare & Medicaid Services).
e« Consistent coverage and rules nationwide.

Medicare Advantage:
e Managed by private insurance companies.

e Plan details, provider networks, and extra benefits can change annually and vary by
region.

10. Enrollment and Plan Changes

e You can switch between Original Medicare and Medicare Advantage during certain
enrollment periods, such as the Annual Open Enrollment Period (October 15 to
December 7).

e Medicare Advantage Open Enrollment (January 1 to March 31) allows you to switch
Medicare Advantage plans or return to Original Medicare.

e Special Enrollment Periods are available for certain life events, such as moving or
losing other coverage.
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Summary Table: Original Medicare vs. Medicare Advantage

Feature

Original Medicare

Medicare Advantage (Part C)

Provider Choice

Any Medicare-accepting
provider

Usually limited to plan’s network

Nationwide Coverage

Yes

Usually no (except emergencies)

Prescription Drugs

Notincluded (add Part D)

Usually included

Extra Benefits

No

Oftenincluded (dental, vision, hearing,
etc.)

Out-of-Pocket
Maximum

No (unless with Medigap)

Yes (annual cap)

Medigap Option Yes No

Referrals Needed No Oftenyes

Prior Authorization Rare Often required
Plan Administration Federal government Private insurers

Conclusion

While both Original Medicare and Medicare Advantage provide comprehensive hospital
and medical coverage, they differ significantly in provider flexibility, cost structure, extra
benefits, and how care is managed. Original Medicare offers the broadest provider access
and nationwide coverage but may result in higher out-of-pocket costs unless
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supplemented with a Medigap policy. Medicare Advantage provides bundled coverage,
extra benefits, and an annual out-of-pocket cap, but typically restricts you to a local
network and may require more plan approvals and prior authorizations. Carefully weigh
your health needs, travel habits, and financial situation to select the option that best fits
your goals for healthcare coverage.

What Medicare Advantage Plans Cover

Medicare Advantage plans, also known as Medicare Part C, are private health insurance
plans approved by Medicare that provide an alternative to Original Medicare. These plans
are required to cover all the same medically necessary inpatient and outpatient services as
Medicare Part A (hospital insurance) and Part B (medical insurance). However, Medicare
Advantage plans typically go further, offering additional benefits, integrated prescription
drug coverage, and new cost-saving features. This chapter provides a comprehensive
overview of what Medicare Advantage plans cover, including 2025 updates and trends.

Core Coverage: What All Medicare Advantage Plans Must Include
Every Medicare Advantage plan is required by law to cover:

¢ Al Medicare Part A benefits: This includes inpatient hospital care, short-term
skilled nursing facility care, limited home healthcare services, and hospice care
(though hospice is still paid for by Original Medicare).

e Al Medicare Part B benefits: This includes outpatient care, doctor visits,
preventive services, diaghostic tests, laboratory services, durable medical
equipment, outpatient mental health care, and emergency ambulance services.

In other words, any medically necessary service covered by Original Medicare must also be
covered by a Medicare Advantage plan, except for clinical trials and hospice care, which
remain under Original Medicare’s administration.

Prescription Drug Coverage (Part D)

Most Medicare Advantage plans include prescription drug coverage (MAPDs), bundling this
benefitinto the same plan. This means:

¢ Integrated drug coverage: You do not need to purchase a separate Part D plan.
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Formulary and costs: Each plan has its own list of covered drugs and may set its
own copays and coinsurance.

2025 update: The annual out-of-pocket cap for prescription drugs is reduced to
$2,000, and the “donut hole” coverage gap is eliminated. Beneficiaries can also
spread out-of-pocket drug payments throughout the year in monthly installments.

Extra Benefits Beyond Original Medicare

One of the main attractions of Medicare Advantage is the inclusion of extra benefits not

available through Original Medicare. While the specific benefits vary by plan and insurer,
nearly all plans in 2025 offer at least some of the following:

Dental care: Routine exams, cleanings, X-rays, and sometimes more extensive
dental work.

Vision care: Eye exams, eyeglasses, and contact lenses.
Hearing care: Hearing tests and hearing aids.
Fitness programs: Gym memberships or fitness discounts.

Over the counter (OTC) benefits: Allowances for non-prescription health items
such as vitamins, pain relievers, and first aid supplies.

Meal benefits: Meal delivery after hospital stays or for chronic condition
management.

Transportation: Rides to and from medical appointments.

Remote access technologies: Telehealth and virtual visits for medical and
behavioral health care.

Acupuncture: For pain management and certain chronic conditions.
Bathroom safety devices: Such as grab bars or shower chairs.

In-home support services: Assistance with daily activities for those with chronic
illnesses (offered by some plans).

Caregiver support: Resources and respite care for family caregivers (offered by
some plans).

Telemonitoring services: For chronic disease management (offered by some
plans).
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The availability and extent of these extra benefits can differ significantly between plans and
regions.

Coordinated and Specialized Care

Many Medicare Advantage plans emphasize coordinated care, helping beneficiaries
manage chronic conditions and navigate the healthcare system. Special Needs Plans
(SNPs) are a type of Medicare Advantage plan tailored for people with specific diseases,
those who are dual-eligible for Medicare and Medicaid, or those living in institutions. These
plans may provide:

¢ Integrated care management
e Personalized care plans
e Access to a broader team of healthcare providers

o Additional benefits targeting specific health needs

Behavioral and Mental Health Coverage
Medicare Advantage plans are expanding behavioral health benefits:

e Wider network of mental health providers: Including marriage and family
therapists and mental health counselors.

¢ Intensive outpatient programs: Filling the gap between outpatient therapy and
inpatient psychiatric care.

 Telehealth for mental health: Access to virtual counseling and therapy.

Cost-Saving Features and Out-of-Pocket Limits

¢ Annual out-of-pocket maximum: Medicare Advantage plans must set a cap on
your annual spending for covered Part A and B services (up to $9,350 in 2025,
though many plans have lower limits). Once you reach this cap, the plan pays 100%
of covered costs for the rest of the year.

e Premiums: Many plans have $0 premiums (in addition to the Part B premium), and
some may even reduce your Part B premium.
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Copays and coinsurance: Plans set their own cost-sharing for services, which may
be lower than Original Medicare, especially for in-network care.

2025 Updates and Trends

Lower prescription drug out-of-pocket cap: Annual limit reduced from $8,000 to
$2,000.

Elimination of the “donut hole”: No more coverage gap for prescription drugs.

Integrated care for dual-eligible beneficiaries: Improved coordination for those
with both Medicare and Medicaid.

Greater awareness of unused benefits: Starting in 2026, plans must notify
members about unused supplemental benefits mid-year.

Expanded behavioral health coverage: More providers and new intensive
outpatient programs.

What’s Not Covered

While Medicare Advantage plans are robust, there are some limitations:

Provider networks: Most plans require you to use a network of doctors and
hospitals for non-emergency care. Out-of-network care may cost more or not be
covered (exceptin PPO or PFFS plans).

Prior authorization: Many services and medications require plan approval before
you receive care.

Plan variability: Not all extra benefits are available in every plan or region, and plan
rules may change annually.
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Summary Table: What Medicare Advantage Plans Cover

Coverage Area

Included in All Plans?

Notes

Inpatient hospital care Yes Same as Original Medicare

Outpatient medical care Yes Same as Original Medicare

Prescription drugs (Part D) | Usually Most plans bundle drug coverage

Dental, vision, hearing Nearly all Routine care, exams, and devices

Fitness programs Nearly all Gym memberships, wellness classes
Over-the-counter items Most Allowance for health items

Meal and transportation Many Post-hospital meals, rides to appointments
Remote access/telehealth | Most Virtual visits for medical and mental health

Behavioral health

Expanded in 2025

More provider types, new intensive outpatient care

In-home support/caregiver | Some For chronic illnesses or caregiver support
Out-of-pocket maximum All $9,350 or less for Part A/B services in 2025
Extra benefits Varies Plan and region specific
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Conclusion

Medicare Advantage plans provide all the coverage of Original Medicare, usually add
prescription drug benefits, and offer a growing array of extra services such as dental, vision,
hearing, fithess, and support for chronic conditions. With new rules in 2025 lowering out-
of-pocket drug costs, expanding behavioral health options, and improving care for dual-
eligible beneficiaries, Medicare Advantage continues to evolve to meet the needs of today’s
Medicare population. When choosing a plan, compare the specific benefits, provider
networks, and costs in your area to find the best fit for your health and lifestyle.

Hospital, Medical, and Prescription Drug Coverage

Medicare is the federal health insurance program for people age 65 and older, and for
certain younger individuals with disabilities or specific health conditions. Its coverage is
divided into several parts, each addressing different healthcare needs: Part A (Hospital
Insurance), Part B (Medical Insurance), and Part D (Prescription Drug Coverage).
Understanding how these components work together is crucial for making informed
decisions about your healthcare.

Hospital Coverage: Medicare Part A

Medicare Part A covers inpatient care in a variety of settings, providing essential protection
against the high costs of hospital stays and related services.

What Part A Covers

e Inpatient Hospital Care: Part A pays for care when you are admitted as an inpatient
to a hospital with a doctor’s order. This includes:

e Semi-private rooms
¢ Meals
e General nursing

e Drugs administered as part of your inpatient treatment (including those for
opioid use disorder)

e Other hospital services and supplies necessary for your care
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Covered hospital types include:

Acute care hospitals
Critical access hospitals
Inpatient rehabilitation facilities

Inpatient psychiatric facilities (up to 190 days in a freestanding psychiatric
hospital over your lifetime)

Long-term care hospitals

Inpatient care as part of a qualifying clinical research study

o Skilled Nursing Facility (SNF) Care: After a qualifying hospital stay of at least three
days, Part A covers up to 100 days in a Medicare-certified SNF per benefit period.
Services include room and board, skilled nursing care, therapy, and certain

medications.

o Hospice Care: For individuals with a terminal illness and a life expectancy of six

months or less, Part A covers hospice services, including pain relief, symptom
management, support services, and respite care for caregivers.

e Home Health Care: If you are homebound and need skilled care following a
hospital or SNF stay, Part A may cover part-time skilled nursing, therapy, and certain
home health aide services.

Costs for Part Ain 2025

o Deductible: $1,676 per benefit period

¢ Hospital Stay Coinsurance:

Days 1-60: $0 after deductible
Days 61-90: $419 per day
Days 91-150: $838 per day (using up to 60 lifetime reserve days)

After 150 days: All costs

e SNF Coinsurance: Days 1-20: $0; Days 21-100: $209.50 per day; After 100 days: All

costs

Part A does not cover private-duty nursing, private rooms (unless medically necessary),

personal care items, or entertainment devices if there is a separate charge.
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Medical Coverage: Medicare Part B

Medicare Part B covers outpatient care, preventive services, and a wide range of medically
necessary treatments and equipment.

What Part B Covers

e Physicians’ Services: Doctor visits (primary care and specialists), outpatient
medical and surgical services, and second opinions before surgery.

e Outpatient Hospital Services: Emergency room visits, observation, same-day
surgeries, diagnostic tests, and lab work.

e Preventive Services: Annual wellness visits, screenings (cancer, diabetes,
cardiovascular), vaccinations (flu, pneumonia, hepatitis B, COVID-19), and
counseling for smoking cessation, obesity, and alcohol misuse.

e Durable Medical Equipment (DME): Wheelchairs, walkers, hospital beds, oxygen
equipment, and other medically necessary equipment.

e Mental Health Services: Outpatient therapy, counseling, partial hospitalization,
and intensive outpatient programs for mental health and substance use disorders.

e Home Health Services: Skilled nursing care, physical therapy, and other services
for homebound patients not qualifying under Part A.

e Other Services: Ambulance transportation, outpatient rehabilitation, some
prescription drugs administered in a clinical setting, and prosthetic devices.

Costs for Part Bin 2025
e Monthly Premium: $185 (higher for those with higher incomes)
e Annual Deductible: $257

o Coinsurance: After meeting the deductible, you typically pay 20% of the Medicare-
approved amount for most services. Preventive services are often covered in full if
you use a provider who accepts Medicare assignment.

Part B does not cover most prescription drugs you take at home, routine dental, vision, or
hearing care, long-term custodial care, or cosmetic surgery.
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Prescription Drug Coverage: Medicare Part D

Medicare Part D helps pay for prescription medications, including both brand-name and
generic drugs. Coverage is provided through private insurance plans approved by Medicare.

How Part D Works
o Eligibility: Anyone with Medicare Part A and/or Part B can enroll in a Part D plan.

e Plan Options: You can get drug coverage by adding a stand-alone Part D plan to
Original Medicare or by enrolling in a Medicare Advantage plan that includes drug
coverage (MA-PD).

e Covered Drugs: Each plan has its own formulary (list of covered drugs), which must
include a wide range of commonly prescribed medications for chronic and acute
conditions.

Costs for Part Din 2025

e Premiums: Vary by plan and region. The average monthly premium for stand-alone
plans ranges widely.

e Deductible: Up to $590, depending on the plan.

¢ Copayments/Coinsurance: You pay a share of the cost for each prescription,
which varies by drug tier and plan.

e Out-of-Pocket Maximum: In 2025, the annual out-of-pocket maximum for
prescription drugs is $2,000, after which the plan pays 100% of covered drug costs.
The former “donut hole” coverage gap is eliminated.

e Coverage Stages: In 2025, there are three stages: Deductible, Initial Coverage, and
Catastrophic Coverage. Once you reach the $2,000 out-of-pocket maximum, you
pay nothing for covered drugs for the rest of the year.

Part D does not cover all drugs, and each plan may have restrictions such as prior
authorization, quantity limits, or step therapy.

How the Parts Work Together

e Original Medicare (Parts A and B): Provides hospital and medical coverage. You
can add Part D for prescription drugs and a Medigap policy for supplemental
coverage.
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e Medicare Advantage (Part C): Combines Parts A and B, and usually Part D, into a
single plan managed by a private insurer. These plans often include extra benefits
not available in Original Medicare, such as dental, vision, hearing, and wellness
programs.

Key Considerations

¢ Provider Choice: Original Medicare allows you to see any provider that accepts
Medicare, while Medicare Advantage plans may have network restrictions.

« Extra Benefits: Medicare Advantage plans may offer additional benefits beyond
what Original Medicare covers.

e Cost Management: All parts of Medicare have different premiums, deductibles,
and cost-sharing requirements. It’s important to review your options annually to
ensure your coverage meets your needs and budget.

¢ Enrollment: Medicare has specific enrollment periods for each part. Missing
deadlines can result in penalties or gaps in coverage.

Summary

Medicare’s hospital, medical, and prescription drug coverage work together to provide
comprehensive protection against the high costs of healthcare. Part A covers inpatient
hospital stays, skilled nursing facility care, hospice, and some home health services. Part B
covers outpatient care, doctor visits, preventive services, durable medical equipment, and
more. Part D helps pay for prescription drugs, with a new $2,000 out-of-pocket maximum in
2025. Understanding how these parts interact—and how to choose the right combination
for your needs—will help you get the most from your Medicare benefits and manage your
healthcare expenses effectively.

Extra Benefits: Dental, Vision, Hearing, Wellness, OTC, Transportation,
Meals

Medicare Advantage plans (Part C) have evolved far beyond the basic hospital and medical
coverage of Original Medicare. Today, most Medicare Advantage plans offer a suite of extra
benefits that address not just medical needs but also the broader aspects of health and
daily living. These supplemental benefits can include dental, vision, hearing, wellness
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programs, over-the-counter (OTC) allowances, transportation, and meal services.
Understanding these extra benefits can help you maximize your Medicare coverage and
improve your quality of life.

Dental Benefits

Medicare Advantage plans frequently include dental coverage, which is not offered by
Original Medicare. Dental benefits can vary by plan, but commonly include:

e Preventive care: Routine cleanings, exams, and X-rays, often covered at 100%.

¢ Comprehensive care: Fillings, extractions, crowns, root canals, dentures, and
sometimes implants, with annual coverage limits (such as up to $2,000 per year on
some plans).

e Flexibility: Some plans provide a dental allowance, letting you choose how to
spend your benefit on dental services or out-of-pocket costs.

Dental coverage is a highly valued benefit, as dental health is closely linked to overall well-
being and can help prevent more serious health issues.

Vision Benefits

Vision care is another extra benefit commonly included in Medicare Advantage plans.
Coverage typically includes:

+ Routine eye exams: Annual or bi-annual exams to check vision and screen for eye
diseases.

¢ Eyewear allowance: A set amount per year for prescription glasses or contact
lenses.

o Discounts on upgrades: Some plans offer discounts on lens enhancements,
frames, or specialty lenses.

Vision benefits help maintain eye health, support early detection of conditions like
glaucoma or cataracts, and ensure you have the corrective lenses you need for daily
activities.
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Hearing Benefits

Hearing coverage is important for older adults, as hearing loss can impact communication,
safety, and cognitive health. Medicare Advantage plans may offer:

¢ Annual hearing exams: To assess hearing and detect changes.
e Hearing aids: Coverage or an annual allowance for hearing aids and fitting services.
e Follow-up care: Adjustments and maintenance for hearing devices.

These benefits can significantly reduce the out-of-pocket costs of hearing care, which is
not covered by Original Medicare.

Wellness Programs and Fitness Benefits

Wellness and fitness programs are designed to keep members active and engaged in their
health. Common offerings include:

 Fitness memberships: Access to gyms, fithess centers, or nationwide programs
like SilverSneakers, often with no activation fee.

¢ Wellness classes: Yoga, tai chi, or other group exercise classes.

e Health coaching: Personalized support for nutrition, weight management, smoking
cessation, or chronic disease management.

e Preventive screenings: Many plans offer $0 copays for preventive services and
reward programs for completing health assessments or screenings.

Wellness benefits encourage healthy habits, improve mobility, and support mental and
physical health.

Over the Counter (OTC) Allowance

Many Medicare Advantage plans provide a quarterly or monthly allowance for OTC health
products. This benefit allows you to purchase:

¢ Medications: Cold and cough remedies, pain relievers, allergy medicines.

e« Health supplies: Incontinence products, vitamins, dental care items, eye and ear
care products.

¢ Wellness essentials: Bandages, thermometers, and first aid supplies.
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You can usually order these products online, by phone, or at participating retailers, and
they are shipped directly to your home. The allowance amount varies by plan, and any
unused balance typically does not roll over to the next period.

Transportation Benefits

Transportation can be a barrier to accessing healthcare, especially for those who don’t
drive or have mobility challenges. Many Medicare Advantage plans now include
transportation benefits, such as:

+ Rides to medical appointments: Coverage for a set number of one-way trips per
year to doctor’s offices, clinics, pharmacies, or physical therapy.

¢ Flexible scheduling: Some plans offer unlimited rides, while others have a fixed
number of rides per plan year.

e Easyaccess: Members can check their ride balance online or by calling the plan’s
transportation service.

This benefit helps ensure you can attend important medical appointments and maintain
your health.

Meal Benefits

Nutrition is a key part of recovery and chronic disease management. While Original
Medicare does not cover meal delivery, many Medicare Advantage plans offer meal
benefits, such as:

e Post-hospital meal delivery: After an inpatient stay, plans may provide a set
number of nutritious meals delivered to your home to support recovery.

e Chronic condition support: Some plans offer ongoing meal delivery for members
with chronic illnesses like diabetes, heart failure, or kidney disease.

¢ Grocery allowance: Instead of meal delivery, some plans provide a prepaid card or
monthly allowance for purchasing healthy groceries at participating stores.

Meal benefits are designed to help members maintain proper nutrition during recovery or
when managing chronic health conditions.

166



How to Access and Use Extra Benefits

e Plan selection: Not all plans offer every extra benefit, and the amount or frequency

of benefits can vary. Review your plan’s Evidence of Coverage or Summary of

Benefits.

o Eligibility: Some benefits require a doctor’s order or are available only after a
hospital stay or for certain health conditions.

¢ Spending allowances: Many benefits are provided as prepaid cards or allowances
that can be used at approved retailers or providers.

¢ Unused benefits: Most plans do not allow unused benefits or allowances to roll

over to the next month, quarter, or year.

¢ Notifications: Starting in 2026, plans will notify members about unused

supplemental benefits mid-year to encourage full utilization.

Summary Table: Extra Benefits in Medicare Advantage Plans

Benefit Category

Common Features

Dental Cleanings, exams, X-rays, fillings, dentures, allowance
Vision Eye exams, glasses/contact lenses, eyewear allowance
Hearing Hearing exams, hearing aids, fitting, follow-up care

Wellness/Fitness

Gym memberships, classes, coaching, preventive rewards

OTC Allowance

Medications, health supplies, dental/vision items

Transportation

Rides to medical appointments, pharmacy, therapy

Meals

Post-hospital meal delivery, chronic care meals, grocery allowance
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Conclusion

Medicare Advantage plans offer a robust array of extra benefits that go beyond what
Original Medicare covers. These supplemental services—dental, vision, hearing, wellness
programs, OTC allowances, transportation, and meals—are designed to support your
health, independence, and quality of life. When choosing a plan, carefully review the extra
benefits offered, how they work, and any eligibility requirements, so you can take full
advantage of all that your Medicare Advantage plan provides.

Premiums and Out-of-Pocket Costs in 2025-2026

Navigating Medicare’s costs is essential for effective healthcare planning, especially as
expenses can change annually. For 2025 and into 2026, beneficiaries can expect several
important updates to premiums, deductibles, copayments, and annual out-of-pocket
limits across Medicare’s various parts. This chapter provides a detailed look at what you’ll
pay for Medicare coverage, including how income may affect your costs and how new rules
are capping prescription drug spending.

Medicare Part A (Hospital Insurance)
Premiums

e Most people pay $0 for Part A if they or their spouse worked and paid Medicare
taxes for at least 10 years.

o If you don’t qualify for premium-free Part A:

e $285 per month if you have 30-39 quarters of Medicare-covered
employment.

e $518 per month if you have fewer than 30 quarters of Medicare-covered
employmentin 2025.

Deductibles and Coinsurance
o Inpatient hospital deductible: $1,676 per benefit period in 2025.

¢ Coinsurance for hospital stays:
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e Days 1-60: $0 per day after the deductible.
e Days 61-90: $419 per day.
e Days 91-150: $838 per day (using lifetime reserve days).
e After day 150: You pay all costs.
e Skilled Nursing Facility coinsurance:
e Days 1-20: $0 per day.
o Days 21-100: $209.50 per day.

e After 100 days: You pay all costs.

Medicare Part B (Medical Insurance)

Premiums
e Standard monthly premium: $185.00 in 2025 (up from $174.70 in 2024).
¢ Income-Related Monthly Adjustment Amount (IRMAA):

e If your modified adjusted gross income (MAGI) is above $106,000 (individual)
or $212,000 (couple), you will pay a higher premium, ranging from $259.00 up
to $628.90 per month depending on income.

e Immunosuppressive drug coverage only: $110.40 per month in 2025 for those
who qualify.

Deductible and Coinsurance
e Annual deductible: $257 in 2025.

o Coinsurance: After the deductible, you generally pay 20% of the Medicare-
approved amount for most services.

Medicare Part D (Prescription Drug Coverage)
Premiums

e Base beneficiary premium: $36.78 per month in 2025, but actual plan premiums
vary widely (from $0 to $100+), depending on the plan and region.
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e Average stand-alone Part D premium: Estimated around $46.50 per month in
2025.

¢ Income-related premium surcharges:

e Forindividuals with income above $103,000 or couples above $206,000,
surcharges range from $12.90 to $81.00 per month.

Deductible and Cost Sharing
e Annual deductible: Up to $590 in 2025 (plan-specific).

e Initial coverage phase: You pay 25% coinsurance for drugs until your total out-of-
pocket spending reaches $2,000.

o Catastrophic coverage: Starting in 2025, once you reach $2,000 in out-of-pocket
spending, you pay $0 for covered drugs for the rest of the year.

e Coverage gap (“donut hole”): Eliminated in 2025.

Medicare Advantage (Part C)

Premiums

e Average monthly premium: Projected at $17 in 2025, but can range from $0 to
$240+ depending on the plan.

e Most plans include prescription drug coverage at no additional premium beyond
the Part B premium.

Out-of-Pocket Costs

e Copayments and coinsurance: Vary by plan, often fixed copays for doctor visits
and services.

e Annual out-of-pocket maximum: $9,350 for in-network services in 2025 (plans
may set lower limits). Once you reach this limit, you pay nothing for covered
services for the rest of the year.

e Part D drug costs: Not included in the plan’s MOOP; capped separately at $2,000 in
2025.
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Medigap (Medicare Supplement Insurance)

Premiums

Varies by plan, insurer, and location: Each insurance company sets its own
premiums, which can be community-rated, issue-age-rated, or attained-age-rated.

Typical monthly premiums: Range from $50 to $300+ depending on the plan and
your age, state, and health status.

Out-of-Pocket Maximums

Plan K: $7,220 in 2025.
Plan L: $3,610in 2025.

After reaching these limits, the plan pays 100% of approved costs for the rest of the
year.

Out-of-Pocket Maximums and Caps

Original Medicare (Parts A and B): No annual out-of-pocket maximum. You are
responsible for deductibles, coinsurance, and copayments unless you have
supplemental coverage.

Medicare Advantage: $9,350 maximum for in-network services in 2025; does not
include Part D drug costs.

Medigap Plans Kand L: $7,220 and $3,610, respectively, in 2025.

Part D (prescription drugs): $2,000 annual out-of-pocket cap in 2025. After
reaching this, you pay $0 for covered drugs for the rest of the year.

Additional Considerations for 2026

Premiums, deductibles, and out-of-pocket limits are adjusted annually. Expect
modest increases in 2026, as costs typically rise each year.

Medicare Advantage and Part D plans may introduce new benefits, adjust
copays, or change provider networks. Review your plan’s Annual Notice of Change
each fall to stay informed.
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Summary Table: Key Medicare Costs for 2025

Medicare Premium Deductible Coinsurance/Copay | Out-of-Pocket
Part/Plan (Monthly) Max (2025)
Part A (most $1,676/benefit
people) $0 period Varies by stay None
Part B (standard) $185.00 $257/year 20% after deductible | None

25% until $2,000
Part D (average) $46.50 Up to $590/year OOP $2,000
Medicare $9,350 (in-
Advantage (avg.) $17 Varies by plan Varies by plan network)
Medigap Plan K Varies N/A Varies by plan $7,220
Medigap Plan L Varies N/A Varies by plan $3,610

Conclusion

Medicare costs in 2025-2026 reflect annual adjustments to premiums, deductibles, and

out-of-pocket limits. Key changes include a higher Part B premium and deductible, a new
$2,000 annual cap on Part D drug spending, and a $9,350 maximum out-of-pocket for
Medicare Advantage plans. While most people pay no premium for Part A, those who do

face higher monthly costs. Your actual out-of-pocket expenses will depend on your

coverage choices, income, and health needs. Reviewing these costs each year and

comparing plan options can help you manage your healthcare budget and avoid surprises.
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Provider Networks and Prior Authorization

Medicare Advantage (MA) plans, also known as Medicare Part C, differ from Original
Medicare in how they manage access to care and control costs. Two of the most important
tools used by Medicare Advantage plans are provider networks and prior authorization.
Understanding how these work is critical for making informed decisions about your
healthcare coverage and ensuring you get the care you need without unnecessary delays or
unexpected costs.

Understanding Provider Networks

A provider network is a group of doctors, hospitals, clinics, and other healthcare providers
that contract with a health plan to deliver services to its members. The structure and rules
of these networks directly impact your choice of providers, how you access care, and how
much you pay out of pocket.

Types of Provider Networks in Medicare Advantage
Medicare Advantage plans offer several types of provider networks, each with its own rules:
e Health Maintenance Organization (HMO):

e You must use doctors, hospitals, and specialists within the plan’s network for
non-emergency care.

e A primary care physician (PCP) typically coordinates your care and provides
referrals to see specialists.

e Out-of-network care is not covered except in emergencies or urgent
situations.

e HMOs usually offer lower premiums and out-of-pocket costs but less
flexibility in provider choice.

e Preferred Provider Organization (PPO):
¢ You can see any provider, but you pay less if you use in-network providers.
e Norequirementto choose a PCP or get referrals for specialists.

e Out-of-network care is covered but at a higher cost.
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o Private Fee-for-Service (PFFS):

¢ You may see any Medicare-approved provider who accepts the plan’s
payment terms.

e Some PFFS plans have networks, but you can go out-of-network if the
provider agrees to the plan’s terms.

e No PCP or referrals required.
e Point-of-Service (HMO-POS):

e Ahybrid HMO plan that allows some out-of-network care, usually at higher
cost or for certain services.

e You must choose a PCP from the POS network.
e Local Preferred Provider Organizations (LPPO):
e Similar to PPOs but may have more localized networks.

e No PCP or referral requirements, and you can see any provider in the
network.

Why Provider Networks Matter

¢ Cost Management: Staying in-network usually means lower costs. Out-of-network
care can lead to higher out-of-pocket expenses or may not be covered at all.

e Access to Care: Your choice of doctors and specialists depends on the plan’s
network. If your preferred providers are not in-network, you may need to change
doctors or pay more to see them.

¢ Quality and Coordination: Networks are designed to ensure access to a broad
range of providers and to coordinate care for better health outcomes.

Plans are required to maintain adequate networks, including a wide range of provider
specialties within reasonable distances, and must provide up-to-date provider directories.

Prior Authorization: What It Is and How It Works

Prior authorization (PA) is a process where your healthcare provider must get approval from
your Medicare Advantage plan before you receive certain services, procedures, or
medications. The plan reviews the request to determine if the service is medically
necessary and meets their coverage criteria.
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When Is Prior Authorization Required?

Medicare Advantage plans use prior authorization for a wide range of services, especially
those that are high-cost or potentially overused, including:

e Inpatient hospital stays

e Skilled nursing facility care

¢ Home health services

e Durable medical equipment (DME)

e Certain outpatient procedures and diagnostic tests

e High-cost Part B and Part D drugs (including chemotherapy)

e Some specialist visits and mental health services
Most preventive services and emergency care do not require prior authorization.
The Prior Authorization Process

1. Provider Submits Request: Your doctor or healthcare provider submits a request
with supporting medical documentation to your Medicare Advantage plan.

2. Plan Review: The plan’s clinical specialists review the request against clinical
guidelines and coverage rules.

3. Decision: The plan must respond within a specific timeframe—currently up to 14
days for standard requests, but this will be reduced to 7 days for most requests
starting in 2026. Expedited requests (for urgent care) must be answered within 72
hours, or 24 hours for Part B drugs.

4. Notification: Both you and your provider receive a decision. If denied, the plan must
explain why and provide instructions for appeal.

Appeals and Denials

If your prior authorization request is denied, you have the right to appeal. Many denials are
overturned on appeal, but the process can be time-consuming and may require additional
medical documentation.
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Provider Networks and Prior Authorization in Practice

How They Work Together

HMOs: Require you to stay in-network and get referrals and prior authorizations for
many services.

PPOs: Offer more flexibility but still often require prior authorization for high-cost
services.

PFFS: May require prior authorization for certain services, especially if the plan has
a network.

Impact on Access and Costs

Delays: Prior authorization can delay access to care, especially for non-urgent
services.

Administrative Burden: Both providers and patients must navigate paperwork and
follow-up to ensure timely approval.

Cost Control: These tools help plans manage utilization and keep premiums and
out-of-pocket costs lower, but can also result in denials or barriers to care if not
managed well.

Original Medicare vs. Medicare Advantage

Original Medicare: Rarely requires prior authorization. You can see any provider
who accepts Medicare, and most services are covered without pre-approval.

Medicare Advantage: Heavily relies on provider networks and prior authorization to
manage costs and utilization. Virtually all enrollees face some prior authorization
requirements for certain services.

Key Questions to Ask About Provider Networks and Prior Authorization

Are my preferred doctors and hospitals in the plan’s network?
What services require prior authorization, and how do | request it?
How long does it take to get a prior authorization decision?

What happens if my prior authorization requestis denied?

How does the plan handle out-of-network care, and what will it cost me?
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Summary

Provider networks and prior authorization are central features of Medicare Advantage
plans. Networks determine which providers you can see and at what cost, while prior
authorization is used to control costs and ensure services are medically necessary. These
tools can help keep premiums and out-of-pocket costs lower, but they also introduce
complexity and potential delays in accessing care. Understanding your plan’s network and
authorization requirements—and staying proactive about approvals—will help you get the
most from your Medicare Advantage coverage and avoid unexpected costs or care
disruptions.

How to Enroll, Switch, or Leave a Medicare Advantage Plan

Medicare Advantage (Part C) plans offer an alternative to Original Medicare, often bundling
extra benefits like prescription drug coverage, dental, vision, and more. Whether you’re
joining for the first time, considering a change, or thinking about leaving your current plan,
it’s crucial to understand the enrollment process, the specific periods when you can make
changes, and the steps involved. This chapter provides a comprehensive guide to enrolling
in, switching, or leaving a Medicare Advantage plan.

Eligibility Requirements

To enroll in a Medicare Advantage plan, you must:
¢ Have both Medicare Part A (Hospital Insurance) and Part B (Medical Insurance)
e Liveinthe plan’s service area
e Be aU.S. citizen or lawfully present in the United States

e Complete an enrollment request during a valid election period

Enrollment Periods: When You Can Join, Switch, or Leave

Medicare Advantage plans can only be joined, switched, or dropped during specific
enrollment periods. These include:

1. Initial Coverage Election Period (ICEP)
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¢ When: Begins 3 months before you first become eligible for both Part A and Part B,
and ends 3 months after.

¢ Whatyou can do: Join any Medicare Advantage plan available in your area.

o Coverage begins: Varies, depending on when your enrollment request is received.
2. Annual Enrollment Period (AEP) - “Open Enrollment”

¢ When: October 15to December 7 each year.

e Whatyou can do: Join, switch, or drop a Medicare Advantage plan (with or without
drug coverage). You can also switch between Original Medicare and Medicare
Advantage.

e Coverage begins: January 1 of the following year.
3. Medicare Advantage Open Enrollment Period (MA OEP)
¢ When:January 1to March 31 each year.

e Whatyou can do: If you’re already enrolled in a Medicare Advantage plan, you can
switch to another Medicare Advantage plan or return to Original Medicare (with the
option to join a Part D drug plan).

o Coverage begins: The first day of the month after your new plan receives your
request.

4. Special Enrollment Periods (SEPs)
e When: Varies, based on qualifying life events such as:
e Movingto a new address
e Losing other health coverage
e Qualifying for Medicaid or Extra Help
e Plantermination or contract changes
e Entering or leaving an institution (like a nursing home)

e Other special circumstances (e.g., plan receives a 5-star rating, trial right
after first joining a plan)

e Whatyou can do: Join, switch, or leave a Medicare Advantage plan, depending on
the event.
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e Coverage begins: Usually the first of the month after your plan receives your
request.

How to Enrollin a Medicare Advantage Plan
1. Compare Plans in Your Area

e Use the Medicare Plan Finder at Medicare.gov/plan-compare to search by ZIP
code and compare plans based on coverage, provider networks, drug
formularies, premiums, and out-of-pocket costs.

e Checkifyour preferred doctors and pharmacies are in the plan’s network.

e Review the plan’s extra benefits, such as dental, vision, hearing, and
wellness programs.

2. Confirm Eligibility

e Ensure you have both Part A and Part B and live in the plan’s service area.
3. Choose Your Plan

¢ Selectthe planthat best fits your needs and budget.
4. Enrollin the Plan

e Online: Enroll directly on Medicare.gov or the plan’s website.

e By Phone: Call the plan provider or 1-800-MEDICARE (1-800-633-4227).

« Paper Form: Request, complete, and mail a paper enrollment form to the
plan provider.

¢ With an Agent: Work with a licensed insurance agent or broker who follows
Medicare’s rules.

5. Provide Required Information

¢ Have your Medicare card handy (you’ll need your Medicare number and the
date your Part A and Part B coverage started).
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How to Switch Medicare Advantage Plans

During an enrollment period: Follow the same steps as enrolling in a new plan.
When you enroll in a new Medicare Advantage plan, your old plan is automatically
disenrolled—there’s no break in coverage.

If you want to return to Original Medicare: You can do so during the Annual
Enrollment Period or the Medicare Advantage Open Enrollment Period. You may also
join a standalone Part D plan at this time if you need prescription drug coverage.

If you want to switch because of a qualifying event: Use your Special Enrollment
Period to make the change.

How to Leave (Disenroll from) a Medicare Advantage Plan

Contact your plan provider: Call the phone number on your plan card or visit their
website to request disenrollment. You may be asked to complete a disenrollment
form or submit a written request.

Call Medicare: Dial 1-800-MEDICARE to request disenrollment over the phone.

Automatic disenrollment: If you enroll in a new Medicare Advantage or Part D plan,
your old plan will be automatically canceled when the new coverage starts.

Returning to Original Medicare: After disenrollment, you will automatically be
returned to Original Medicare (Parts A and B). If you want prescription drug
coverage, you’ll need to join a separate Part D plan.

Important: If you return to Original Medicare, consider whether you want or qualify for a
Medigap (Medicare Supplement) policy. In most cases, you have a one-time “trial right” to
buy a Medigap policy without medical underwriting if you leave a Medicare Advantage plan

within the first year.

Special Enrollment Scenarios

Moving out of your plan’s service area: You can switch to a new plan or return to
Original Medicare.

Plan termination or contract changes: If your plan leaves Medicare or changes its
contract, you can switch plans or return to Original Medicare.
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o Institutionalized individuals: If you move into or out of a nursing home or other

institution, you have a continuous Special Enrollment Period to make changes.

e Qualifying for Medicaid or Extra Help: You can change plans once per quarter for
the first three quarters of the year.

Tips for a Smooth Transition

e« Review your options annually: Plans can change their costs, benefits, and provider

networks each year.

e Check for coverage gaps: If you leave a Medicare Advantage plan, make sure you

have prescription drug coverage if needed.

¢ Understand Medigap rights: If you want a Medigap policy after leaving Medicare

Advantage, act quickly to use your guaranteed issue rights.

e Keep documentation: Save all communications and confirmations regarding your

enrollment, disenrollment, or plan changes.

Summary Table: Key Enrollment Periods for Medicare Advantage

Enrollment Period

When

What You Can Do

Coverage Starts

Initial Coverage
Election Period

3 months before to 3 months
after first eligibility

Join any Medicare Advantage
plan

Varies

Annual Enrollment
Period (AEP)

Oct.15-Dec. 7

Join, switch, ordrop a
Medicare Advantage plan

Jan. 1 of next
year

MA Open Enrollment
Period (OEP)

Jan.1-Mar. 31

Switch MA plans or return to
Original Medicare

1st of month
after switch

Special Enrollment
Period (SEP)

Varies, based on qualifying
event

Join, switch, or leave a plan

Usually next
month
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Conclusion

Enrolling in, switching, or leaving a Medicare Advantage plan involves understanding your
eligibility, knowing the enrollment periods, and following the correct steps to ensure
continuous coverage. Use the Medicare Plan Finder, review your options annually, and keep
track of important deadlines to make the most of your Medicare Advantage benefits and
avoid coverage gaps or penalties.

Medicare Advantage Star Ratings and Quality Measures

Medicare Advantage (MA) Star Ratings are a cornerstone of how Medicare evaluates,
compares, and rewards private health plans that serve millions of beneficiaries. These
ratings are designed to help consumers make informed choices, encourage plans to
improve quality, and ensure accountability in the Medicare Advantage and Part D
prescription drug programs. This chapter will explain how the Star Ratings system works,
what quality measures are used, how ratings impact plans and beneficiaries, and recent
trends and changes for 2025.

What Are Medicare Advantage Star Ratings?

The Centers for Medicare & Medicaid Services (CMS) uses a Star Rating System to score
Medicare Advantage (Part C) and Part D prescription drug plans on a scale of 1 to 5 stars,
with 5 being the highest and 1 the lowest. Ratings are updated annually and released each
October, just before the Medicare Annual Enrollment Period, allowing beneficiaries to
compare plans based on quality and performance.

Star Rating Scale:

5 stars: Excellent performance

e 4 stars: Above average performance
e 3stars: Average performance

e 2 stars: Below average performance

e 1 star: Poor performance
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Half-star increments (e.g., 3.5 stars) are also used for more precise scoring.

How Are Star Ratings Calculated?

CMS evaluates Medicare Advantage plans using a comprehensive set of quality and
performance measures. For 2025:

e MA-PD (Medicare Advantage with drug coverage) contracts: Rated on up to 40
unique measures.

e MA-only contracts (without Part D): Rated on up to 30 measures.
 Standalone Part D plans: Rated on up to 12 measures.

Each measure is scored based on specific “cut points” or thresholds, which determine
whether a plan receives 1, 2, 3, 4, or 5 stars for that measure. The overall Star Rating for a
plan is a weighted average of its scores across all applicable measures.

Key Categories for Medicare Advantage Star Ratings
Medicare Advantage plans are rated in five main categories:
1. Staying Healthy: Preventive care, screenings, tests, and vaccines.

2. Managing Chronic Conditions: How well the plan helps members manage long-
term health problems.

3. Member Experience: Based on surveys of members’ satisfaction with their plan
and care.

4. Member Complaints and Performance Changes: How often members had
problems with the plan, how often they left the plan, and how much the plan’s
performance has improved or declined.

5. Customer Service: How well the plan handles member complaints, appeals, and
call center performance.

For plans with prescription drug coverage, additional categories include:

o Drug Safety and Pricing Accuracy: Ensuring safe prescribing and accurate drug
pricing information.
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Quality Measures Used in Star Ratings

The Star Ratings system incorporates a wide range of quality measures, such as:

Timeliness of preventive screenings (e.g., cancer, diabetes, cholesterol)

Rates of hospital readmissions and care transitions

Management of chronic conditions like diabetes, hypertension, and heart disease
Member adherence to medications for chronic conditions

Access to needed care and timely appointments

Responsiveness of customer service and call centers

Handling of appeals and complaints

Drug safety, including monitoring for high-risk medications in older adults

Accuracy of drug pricing information

For 2025, CMS increased the weight of the “All-Cause Readmissions” measure, reflecting

the importance of reducing unnecessary hospitalizations.

Why Do Star Ratings Matter?

For Beneficiaries

Comparison Tool: Star Ratings are displayed on the Medicare Plan Finder, allowing
beneficiaries to compare plans based on quality and performance, not just cost or
coverage.

Special Enrollment: Beneficiaries can switch to a 5-star plan outside of regular
enrollment periods, giving access to the highest-rated options year-round.

For Plans

Quality Bonus Payments: Plans with ratings of 4 stars or higher receive bonus
payments from CMS. These bonuses must be used to enhance benefits, reduce
premiums, or lower out-of-pocket costs for enrollees.

Marketability: High-rated plans are more attractive to consumers and can use their
ratings in marketing.
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Accountability: Plans with consistently low ratings (below 3 stars for three
consecutive years) may be terminated from the Medicare program.

For the Medicare Program

Quality Improvement: The Star Ratings system incentivizes plans to invest in care
management, preventive services, and customer service improvements.

Public Accountability: CMS uses the system to monitor plan performance and
ensure beneficiaries receive high-quality care.

2025 Star Ratings: Trends and Insights

Average Star Rating: The average Medicare Advantage Star Rating for 2025 is 3.92,
down from 4.07 in 2024, reflecting stricter scoring and performance challenges.

High-Performing Plans: About 40% of Medicare Advantage Prescription Drug (MA-
PD) contracts earned 4 stars or higher for 2025.

5-Star Plans: Only a select group of plans achieve the coveted 5-star rating,
highlighted with a special icon on the Medicare Plan Finder.

Industry Shifts: Some of the largest insurers, including UnitedHealthcare and
Humana, saw their average ratings decline in 2025. Smaller or regional plans, such
as MHH Healthcare and Highmark Health, achieved some of the highest average
ratings.

Plan Distribution: 77% of Medicare Advantage beneficiaries are projected to be in
4- or 5-star plans, though this varies by region and insurer.

Methodological Updates for 2025

All-Cause Readmissions: The weight for this measure increased from one to three,
emphasizing the importance of reducing hospital readmissions.

Guardrails for Cut Points: New rules limit how much the thresholds for certain
measures can change year-to-year, providing more stability and predictability in
ratings.

No Major Methodological Changes: The core structure of the Star Ratings system
remains consistent, with minor adjustments for 2025.
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How to Use Star Ratings When Choosing a Plan

e Compare Overall and Category Ratings: Look at both the overall rating and

specific category scores (e.g., member experience, chronic condition management)

to find a plan that matches your priorities.

¢ Check for 5-Star Plans: If available in your area, you can switch to a 5-star plan at

any time.

e Look Beyond the Stars: While Star Ratings are a valuable tool, also consider

coverage, provider networks, drug formularies, costs, and extra benefits.

Summary Table: Medicare Advantage Star Ratings at a Glance

Star Rating Meaning Notes
5 stars Excellent Top performance, special enrollment allowed
4 stars Above average Eligible for quality bonus payments

3 stars Average Meets basic standards

2 stars Below average Performance concerns

1 star Poor Atrisk for contract termination
Conclusion

Medicare Advantage Star Ratings are a vital resource for beneficiaries, plans, and

policymakers. They measure quality, reward excellence, and empower consumers to make

informed choices. For 2025, the system continues to evolve, with a focus on reducing

hospital remissions, improving drug safety, and ensuring stable, reliable scoring. As you
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compare Medicare Advantage plans, use Star Ratings as a key guide—alongside other plan
features—to select the coverage that best meets your needs for quality, service, and value.

Changes and Trends for 2025-2026

Medicare is undergoing significant changes in 2025 and 2026, with new policies and trends
affecting both Original Medicare and Medicare Advantage (MA) plans. These updates aim to
improve affordability, expand access to care, enhance consumer protections, and
modernize program administration. This chapter provides a comprehensive overview of the
most important changes and trends, focusing on prescription drug costs, supplemental
benefits, mental health coverage, provider access, plan premiums, and regulatory updates.

1. Prescription Drug Coverage: Major Reforms
Out-of-Pocket Caps and the End of the “Donut Hole”

e $2,000 Out-of-Pocket Maximum: Starting in 2025, Medicare Part D enrollees will
see their annual out-of-pocket spending on prescription drugs capped at $2,000, a
dramatic reduction from previous years. This cap applies to both stand-alone Part D
plans and Medicare Advantage plans with drug coverage.

o Elimination of the Coverage Gap (“Donut Hole”): The notorious coverage gap,
where beneficiaries previously paid 25% of drug costs after reaching a certain
threshold, is eliminated in 2025. Now, cost-sharing remains consistent until the
$2,000 cap is reached, after which all covered drug costs are paid by the plan for the
rest of the year.

e $0 Cost Sharing in Catastrophic Phase: Once the $2,000 cap is reached,
beneficiaries pay nothing for covered drugs for the remainder of the year.

e Monthly “Smoothing” Option: Beneficiaries can opt to spread their out-of-pocket
prescription drug costs evenly throughout the year, helping those on fixed incomes
avoid high upfront costs.

Drug Price Negotiation and Future Reductions

e Negotiated Drug Prices: The federal government has begun negotiating prices for
some of Medicare’s most expensive drugs, with savings expected to take effectin
2026.
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Expanded Extra Help: Eligibility for the Part D Extra Help program was expanded in
2024, making prescription drugs more affordable for low-income beneficiaries.

2. Medicare Advantage: Supplemental Benefits and Consumer Protections

Midyear Supplemental Benefit Notifications

Starting in 2026, Medicare Advantage plans must send members a personalized
midyear statement listing unused or underutilized supplemental benefits (such as
dental, vision, hearing, OTC, transportation, and meal benefits). This aims to help
beneficiaries maximize the value of their coverage and increase awareness of
available services.

Stricter Marketing and Consumer Protections

Stricter Marketing Rules: New regulations are in place to address misleading
advertising and ensure beneficiaries receive accurate information about plan
benefits, networks, and costs.

Midyear Coverage Notices: In 2025, MA plans must provide clearer, more frequent
communication about changes in coverage, costs, or provider networks.

3. Mental and Behavioral Health: Expanded Access

Broader Provider Networks: Marriage and family therapists and mental health
counselors can now enroll as Medicare providers, expanding access to behavioral
health services.

Intensive Outpatient Programs: New coverage for intensive outpatient behavioral
health programs bridges the gap between outpatient therapy and inpatient
psychiatric care, improving support for those with complex needs.

Caregiver Support: Family caregivers for loved ones with dementia may be eligible
for expanded respite care benefits, providing relief and support for those managing
complex care at home.

4. Dual-Eligible Special Needs Plans (D-SNPs) and Integrated Care

Integrated D-SNPs: More dual-eligible beneficiaries (those with both Medicare and
Medicaid) can access integrated D-SNPs, which coordinate all Medicare and
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Medicaid benefits through a single plan, improving care coordination and
outcomes.

Monthly Plan Changes: Some D-SNP enrollees may now switch plans monthly,
providing greater flexibility and choice.

5. Medicare Advantage Plan Premiums, Benefits, and Funding

Premium Trends: The average monthly premium for Medicare Advantage plans has
declined to $17 in 2025, with about two-thirds of plans charging no premium beyond
the Part B premium.

Part B Premium Reductions: Nearly one-third of MA plans offer some reduction in
the Part B premium, up from 19% in 2024.

Expanded Benefits: Nearly all MA plans continue to offer dental, vision, and
hearing benefits. However, the share of plans offering over-the-counter (OTC)
benefits, remote access technologies, meal benefits, and transportation has
declined slightly for 2025.

Funding Increases: CMS has increased funding for MA plans (by 3.7% in 2025 and
projected 5.06% in 2026), supporting expanded telehealth, rural care access, and
more comprehensive supplemental benefits.

6. Star Ratings and Quality Measures

Star Ratings Adjustments: The average star rating for Medicare Advantage plans
has declined slightly for 2025, reflecting stricter scoring and performance
standards. Plans with higher ratings receive bonus payments, which must be used
to enhance benefits or reduce costs.

Quality Focus: CMS continues to refine quality measures, including increased
emphasis on reducing hospital readmissions and improving chronic disease
management.
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7. Regulatory and Policy Updates for 2026

2026 Final Rule: CMS’s 2026 policy updates focus on modernizing and improving
MA and Part D programs, including codifying guidance on prescription drug
coverage, payment plans, D-SNPs, and Star Ratings.

Non-Finalized Proposals: Some anticipated changes, such as expanded coverage
for anti-obesity medications and new rules for artificial intelligence in utilization
management, were not finalized for 2026 but may be addressed in future
rulemaking.

Stable Program Funding: CMS projects a 5.06% increase in federal payments to MA
plans for 2026, supporting program stability despite broader budget pressures.

8. Other Notable Trends

Enrollment Growth: Medicare Advantage enrollmentis projected to reach 35.7
million in 2025, reflecting continued popularity and broad plan availability.

Plan Adjustments: Beneficiaries should expect annual changes in covered
services, provider networks, and cost-sharing arrangements. Reviewing plan
options during open enrollment remains crucial.

Summary Table: Key Medicare Changes and Trends for 2025-2026

Change/Trend 2025-2026 Details

Donut Hole

Eliminated in 2025

Drug Price Negotiation Lower prices for select drugs in 2026

Part D "Smoothing" Option to pay drug costs monthly throughout the year
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Change/Trend

2025-2026 Details

MA Supplemental Benefit Notices

Midyear notification of unused benefits starting in 2026

Mental Health Coverage

Expanded provider network, new intensive outpatient programs

D-SNP Integrated Care

More integrated plans, monthly plan changes for some enrollees

MA Premiums

Average $17/month in 2025; many $0-premium plans

Part B Premium Reductions

Nearly one-third of MA plans offer reductions

Funding Increases

3.7% (2025), 5.06% (2026) for MA plans

Star Ratings

Stricter scoring, focus on quality and readmission reduction

Marketing & Consumer
Protections

Stricter rules, clearer midyear coverage notices

Conclusion

The years 2025 and 2026 mark a period of significant change and modernization for

Medicare. Beneficiaries will benefit from lower prescription drug costs, new protections

and notifications for supplemental benefits, expanded mental health and caregiver

support, and continued growth in Medicare Advantage options. At the same time, stricter

quality measures and regulatory oversight are shaping a more accountable and consumer-

focused Medicare landscape. Reviewing your coverage annually and staying informed

about these trends will help you maximize your Medicare benefits and make the best
choices for your health and financial well-being.
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Chapter Six

Medicare Part D — Prescription Drug Coverage

Medicare Part D is the federal program that helps Medicare beneficiaries pay for outpatient
prescription drugs. Introduced in 2006, Part D is offered through private insurance
companies approved by Medicare and is available to anyone who is eligible for Medicare
Part A and/or Part B. The program is designed to reduce the financial burden of prescription
medications, whether for chronic conditions or short-term treatments, and has undergone
significant changes for 2025 to improve affordability and access.

Who Is Eligible for Medicare Part D?
Eligibility for Medicare Part D is straightforward:
¢ Anyone eligible for Medicare Part A and/or Part B can enrollin a Part D plan.

e Thisincludes people aged 65 or older, those under 65 with certain disabilities,
individuals with end-stage renal disease (ESRD), and those with ALS.

e Children under age 20 with ESRD may also qualify if a parentis eligible for Social
Security benefits.

If you are eligible for Medicare, you are eligible for Part D, regardless of income or health
status.

How Medicare Part D Works
Plan Types
Medicare Part D coverage is available in two main ways:

1. Stand-alone Prescription Drug Plans (PDPs): For those with Original Medicare
(Parts A and/or B), you can add a separate Part D plan.

2. Medicare Advantage Prescription Drug Plans (MA-PDs): Many Medicare
Advantage (Part C) plans include prescription drug coverage as part of their bundled
benefits.
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You can only be enrolled in one Part D plan at a time.

Enrollment

When to Enroll: The main window is during the Medicare Open Enrollment Period
(October 15 to December 7 each year). Special enrollment periods are available for
qualifying life events.

How to Enroll: Use the Medicare Plan Finder online, contact plans directly, or call 1-
800-MEDICARE.

What Drugs Are Covered?

Part D plans cover a broad range of prescription medications:

Most commonly prescribed drugs for Medicare beneficiaries as determined by
federal standards.

Both brand-name and generic drugs included on the plan’s formulary (list of
covered drugs).

Commercially available vaccines not covered by Part B, such as shingles and
Tdap.

Drugs for chronic conditions (e.g., diabetes, heart disease, asthma) and short-term
needs (e.g., antibiotics).

Each plan has its own formulary, so it is important to check that your medications are
covered before enrolling. Formularies are required to include at least two drugs in every
therapeutic category and class, but specific drugs and coverage levels can vary.

How Much Does Medicare Part D Costin 20257

Premiums

Average monthly premium: Projected to be around $46.50 in 2025, down from
$55.50 in 2024.

Plan variation: Some plans have $0 premiums, while others may cost $100 or more
per month, depending on coverage, location, and insurer.
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¢ Income-Related Monthly Adjustment Amount (IRMAA): Higher-income

beneficiaries pay an extra monthly premium, ranging from about $12.90 to $85.80 in
2025, based on 2023 tax returns.

Deductibles

e Annual deductible: Up to $590 in 2025, depending on the plan. Some plans have
lower or $0 deductibles.

Copayments and Coinsurance

o Tiered cost-sharing: Plans divide drugs into tiers (e.g., preferred generics, generics,

preferred brands, non-preferred drugs, specialty drugs), each with different copays
or coinsurance rates.

o Typical copays: $0-$5 for preferred generics, 25%-45% coinsurance for brand-
name or specialty drugs.

Out-of-Pocket Maximum

e 2025 cap: Out-of-pocket spending on covered drugs is capped at $2,000 per year.
After reaching this limit, you pay $0 for covered drugs for the remainder of the year.

¢ Monthly “smoothing” option: Beneficiaries can spread out-of-pocket costs over
the year in monthly installments, making budgeting easier.

How Part D Coverage Works in 2025

The structure of Part D has been simplified for 2025, with three main phases:

1. Deductible Phase

¢ You pay the full cost of your prescriptions until you reach your plan’s
deductible (up to $590).

2. Initial Coverage Phase

o After meeting the deductible, you pay copays or coinsurance for each
prescription.

e This continues until your out-of-pocket costs reach $2,000.
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3. Catastrophic Coverage Phase

e Afterreaching $2,000 in out-of-pocket spending, you pay $0 for covered
drugs for the rest of the calendar year.

Note: The “donut hole” or coverage gap has been eliminated in 2025. There is no longer a
period where you pay a higher share of drug costs before catastrophic coverage begins.

What Is Not Covered by Part D?
e Drugs notincluded on your plan’s formulary (unless an exception is granted).

e Drugs covered under Medicare Part B (such as mostinjectable medications
administered in a doctor’s office).

¢ Over-the-counter medications, vitamins, and supplements (unless specifically
listed).

¢ Drugs for weight loss, cosmetic purposes, or fertility (unless medically necessary
and covered by the plan).

Late Enrollment Penalty

If you do not enrollin a Part D plan when first eligible and go 63 days or more without
creditable prescription drug coverage, you may face a late enrollment penalty. This penalty
is added to your monthly premium for as long as you have Part D coverage.

e Penalty calculation: 1% of the national base beneficiary premium ($36.78 in 2025)
for each full month you delayed enrollment.

Choosing a Medicare Part D Plan

¢ Check the formulary: Make sure your medications are covered and check for any
restrictions, such as prior authorization or quantity limits.

o Compare costs: Review premiums, deductibles, copays, and coinsurance for your
specific drugs.

« Pharmacy network: Some plans offer lower costs at preferred pharmacies.
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e Extra Help: If you have limited income and resources, you may qualify for the Extra
Help program, which lowers or eliminates premiums, deductibles, and copays.

Key Changes and Trends for 2025

e $2,000 out-of-pocket cap: Dramatically lowers the maximum you can spend on
covered drugs each year.

+ Elimination of the donut hole: No more coverage gap; cost-sharing is consistent
until the $2,000 cap.

e Monthly smoothing: Option to spread drug costs evenly over the year.

e More benchmark plans: 90 stand-alone drug plans available without a premium for
low-income subsidy recipients.

e Plan variety: Dozens of plans available in most regions, with significant differences
in premiums, formularies, and cost-sharing.

Summary Table: Medicare Part D in 2025

Feature Details (2025)

Who can enroll Anyone with Medicare Part A and/or B

Average monthly premium $46.50 (varies by plan and location)

Annual deductible Up to $590 (plan-specific)

Out-of-pocket maximum $2,000 (after which you pay $0 for covered drugs)
Coverage phases Deductible, Initial Coverage, Catastrophic

Donut hole Eliminated

IRMAA (high-income surcharge) $12.90-$85.80/month (if applicable)
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Feature Details (2025)

Extra Help Reduces/eliminates premiums and cost-sharing

Conclusion

Medicare Part D is a vital benefit for millions of Americans, providing access to affordable
prescription medications. The 2025 updates—including a $2,000 annual out-of-pocket
cap, elimination of the donut hole, and new cost-smoothing options—make Part D
coverage more predictable and affordable than ever. When choosing a plan, compare
formularies, costs, and pharmacy networks to ensure your medications are covered at the
lowest possible cost. Stay informed about annual changes and take advantage of open
enrollment to keep your coverage in line with your health needs and budget.

What Is Part D?

Medicare Part D is the federal program that provides prescription drug coverage to people
with Medicare. Established in 2006, Part D is an optional benefit designed to help
beneficiaries pay for self-administered outpatient prescription drugs, including both brand-
name and generic medications. Unlike Original Medicare (Parts A and B), which is
administered directly by the federal government, Part D coverage is offered through private
insurance companies approved by Medicare. These companies offer Part D either as stand-
alone Prescription Drug Plans (PDPs) for those with Original Medicare or as part of
Medicare Advantage plans (MA-PDs) that bundle medical and drug coverage together.

How Does Part D Work?
Plan Options

o Stand-alone Prescription Drug Plans (PDPs): For people with Original Medicare,
you can add a separate Part D plan to cover prescription drugs.
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e Medicare Advantage Prescription Drug Plans (MA-PDs): Many Medicare
Advantage (Part C) plans include prescription drug coverage as part of their bundled
benefits.

You can only be enrolled in one Part D plan at a time.
Enrollment

o Eligibility: Anyone enrolled in Medicare Part A and/or Part B can join a Part D plan,
regardless of income or health status.

¢ Enrollment Periods: The main opportunity to join, switch, or drop a Part D plan is
during the Medicare Open Enrollment Period (October 15 to December 7 each year).
Special enrollment periods are available for certain life events, such as moving or
losing other coverage.

What Does Part D Cover?
Part D plans cover a wide range of prescription medications:

e Brand-name and generic drugs: Each plan has a formulary (list of covered drugs),
which must meet federal requirements and include drugs in all major therapeutic
categories.

e Specialty medications: High-cost drugs for complex conditions are typically
covered, though they may be placed on higher cost-sharing tiers.

e Vaccines: Most commercially available vaccines not covered by Part B, such as
shingles and Tdap, are covered under Part D.

e Insulin: Monthly copays for insulin are capped, making it more affordable for
beneficiaries with diabetes.

Each plan’s formulary and drug tiers may differ, so it’s important to check whether your
medications are covered before enrolling.

How Much Does Part D Cost?
Premiums

¢ Monthly Premiums: The average total monthly Part D premium is projected to be
around $46.50 in 2025, though this varies by plan, location, and coverage level.
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¢ Income-Related Adjustments (IRMAA): Higher-income beneficiaries pay an
additional monthly premium, which can range from about $12.90 to $85.80 in 2025,
depending onincome.

Deductibles and Cost Sharing

e Annual Deductible: The standard deductible for Part D plans in 2025 is $590, but
some plans have a lower or zero deductible with a higher premium.

o Copayments/Coinsurance: After meeting your deductible, you pay a share of the
cost for each prescription, which varies by drug tier and plan. For example, you
might pay $0 for preferred generics, a set copay for other generics, and a percentage
of the cost for brand-name or specialty drugs.

Out-of-Pocket Maximum

e $2,000 Cap in 2025: Starting in 2025, total out-of-pocket spending for covered drugs
is capped at $2,000 per year. Once you reach this limit, you pay nothing for covered
prescriptions for the rest of the year.

e No More Donut Hole: The infamous “donut hole” or coverage gap is eliminated in
2025, simplifying the benefit and ensuring consistent cost-sharing until the out-of-
pocket maximum is reached.

How Part D Coverage Works in 2025
The benefit is divided into three main phases:

1. Deductible Phase: You pay the full cost of your medications until you reach your
plan’s deductible (up to $590).

2. Initial Coverage Phase: After meeting the deductible, you pay copays or
coinsurance for your prescriptions. This continues until your total out-of-pocket
costs reach $2,000.

3. Catastrophic Coverage Phase: Once you reach the $2,000 out-of-pocket
maximum, you pay nothing for covered drugs for the rest of the year.

Additional Features and Protections

« Extra Help Program: Low-income beneficiaries may qualify for Extra Help, which
reduces or eliminates premiums, deductibles, and copayments for Part D coverage.
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e« Late Enrollment Penalty: If you go 63 days or more without Part D or other
creditable prescription drug coverage, you may pay a permanent late enrollment
penalty added to your monthly premium.

e Monthly Smoothing: Starting in 2025, beneficiaries can opt to spread their out-of-
pocket drug costs evenly over the year, rather than paying large amounts all at once.

Summary Table: Medicare Part D in 2025

Feature Details

Who can enroll Anyone with Medicare Part A and/or B

Average monthly premium $46.50 (varies by plan and region)

Annual deductible Up to $590 (plan-specific)

Out-of-pocket maximum $2,000 (after which you pay $0 for drugs)

Coverage phases Deductible, Initial Coverage, Catastrophic

Donut hole Eliminated

IRMAA $12.90-$85.80/month (if applicable)

Extra Help Reduces/eliminates premiums and copays
Conclusion

Medicare Part D is the prescription drug benefit for people with Medicare, desighed to
make medications more affordable and accessible. In 2025, the program features a
streamlined structure with a $2,000 annual out-of-pocket cap, elimination of the coverage
gap, and new options to help beneficiaries manage costs. Coverage is provided through
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private plans, so it’s important to compare options, check formularies, and review costs
each year to ensure your medications are covered at the best possible price.

How Part D Works

Medicare Part D is the prescription drug benefit for people with Medicare, designed to help
pay for outpatient prescription medications. It is available to anyone enrolled in Medicare
Part A and/or Part B and is provided through private insurance companies approved by
Medicare. Understanding how Part D works—including its structure, enrollment process,
costs, and coverage phases—can help you make informed decisions about your
prescription drug coverage.

Enrollment and Eligibility

To use Medicare Part D, you must be enrolled in Medicare Part A and/or Part B. Part D
coverage is not automatic; you must actively choose and enroll in a plan.

How to Enroll

¢ Initial Enrollment Period (IEP): You can enroll in a Part D plan during the seven-
month period that starts three months before the month you turn 65, includes your
birthday month, and ends three months after.

e Annual Enrollment Period (AEP): From October 15 to December 7 each year, you
can join, switch, or drop a Part D plan. Coverage changes take effect January 1 of the
following year.

e Medicare Advantage Open Enrollment Period (OEP): From January 1 to March 31,
those enrolled in a Medicare Advantage plan can switch to another MA plan or
return to Original Medicare and join a Part D plan.

e Special Enrollment Periods (SEP): Certain life events, such as moving, losing other
drug coverage, or qualifying for Extra Help, allow you to enroll or change plans
outside of standard periods.
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Coverage Options

You can get Part D coverage in two ways:

Stand-alone Prescription Drug Plans (PDPs): For those with Original Medicare, you
can add a separate Part D plan.

Medicare Advantage Prescription Drug Plans (MA-PDs): Many Medicare
Advantage plans include prescription drug coverage as part of their bundled
benefits.

You can only be enrolled in one Part D plan at a time.

What Part D Covers

Part D plans cover a wide range of prescription medications, including:

Brand-name and generic drugs: Each plan has a formulary (list of covered drugs),
which mustinclude drugs in all major therapeutic categories.

Specialty medications: High-cost drugs for complex conditions are typically
covered, though may be on higher cost-sharing tiers.

Vaccines: Most commercially available vaccines not covered by Part B, such as
shingles and Tdap, are covered under Part D.

Insulin: Monthly copays for insulin are capped, making it more affordable for
beneficiaries with diabetes.

Each plan’s formulary and drug tiers may differ, so it’s important to check whether your

medications are covered before enrolling.

Costs: Premiums, Deductibles, and Cost-Sharing

Premiums

The average monthly premium for Part D is projected to be about $46.50 in 2025, but
actual premiums can range from $0 to over $190 depending on the plan and region.

Higher-income beneficiaries pay an additional monthly amount (IRMAA), ranging
from about $12.90 to $85.80 in 2025.
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Deductibles

e The standard deductible for Part D plans in 2025 is $590, though some plans offer
lower or zero deductibles with higher premiums.

Copayments and Coinsurance

e Afterthe deductible is met, you pay a copay (a fixed amount) or coinsurance (a
percentage of the drug’s cost) for each prescription.

e Copays and coinsurance amounts vary by the drug’s tier on the plan’s formulary—

lower tiers (generics) usually cost less than higher tiers (brand-name or specialty
drugs).

The Three Phases of Part D Coverage in 2025

Medicare Part D coverage is divided into three main phases, with your costs changing as
you move through each phase during the year:

1. Deductible Phase

e You pay 100% of your prescription drug costs until you reach your plan’s deductible
(up to $590 in 2025).

e Some plans have no deductible, in which case you start in the initial coverage
phase.

2. Initial Coverage Phase

e After meeting the deductible, you pay 25% of your prescription drug costs

(coinsurance or copayments), while your plan pays 65% and the drug manufacturer
pays 10%.

e This phase continues until your out-of-pocket costs (including deductible, copays,
and coinsurance) reach $2,000 in 2025.

3. Catastrophic Coverage Phase
e Once you reach $2,000 in out-of-pocket costs, you enter catastrophic coverage.

e Inthis phase, you pay nothing for covered drugs for the rest of the calendar year. The
plan, drug manufacturer, and Medicare share the remaining costs.

Note: The coverage gap or “donut hole” was eliminated in 2025, so there is no longer a
period of higher cost-sharing between the initial and catastrophic phases.
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Additional Features and Protections
Extra Help

e Low-income beneficiaries may qualify for the Extra Help program, which reduces or
eliminates premiums, deductibles, and copayments for Part D coverage.

Late Enrollment Penalty

e Ifyou go 63 days or more without Part D or other creditable prescription drug
coverage after becoming eligible, you may pay a permanent late enrollment penalty
added to your monthly premium.

Monthly Smoothing

e Startingin 2025, you can choose to spread your out-of-pocket drug costs evenly
throughout the year, rather than paying large amounts all at once.

How Part D Works with Other Insurance

e If you have other prescription drug coverage (such as retiree, VA, or employer
coverage), Medicare Part D may coordinate benefits with your other plan.
Depending on the situation, Medicare may be the primary or secondary payer.

Summary Table: How Part D Works in 2025

Coverage Phase What You Pay What the Plan Pays When It Applies

First phase (if plan has

Deductible 100% up to $590 | 0% deductible)
25% of drug After deductible until
Initial Coverage costs 65% (plan), 10% (manufacturer) $2,000 OOP
Catastrophic $0 for covered Plan, manufacturer, and
Coverage drugs Medicare pay all After $2,000 OOP reached
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Conclusion

Medicare Part D is structured to help cover the cost of prescription drugs through a
combination of premiums, deductibles, copayments, and an annual out-of-pocket
maximum. Coverage is provided in three phases—deductible, initial coverage, and
catastrophic coverage—with costs dropping to zero for covered drugs after you reach the
$2,000 out-of-pocket cap in 2025. Enrollment is not automatic, so reviewing your
medication needs, comparing plans, and enrolling during the appropriate period are
essential steps to ensure you have the prescription drug coverage that best fits your health
and budget.

Standalone Drug Plans vs. MA-PD (Medicare Advantage Prescription Drug
Plans)

Medicare beneficiaries have two primary ways to obtain prescription drug coverage:
through standalone Medicare Part D Prescription Drug Plans (PDPs) or through Medicare
Advantage Prescription Drug Plans (MA-PDs). Each option has distinct features,
advantages, and limitations. Understanding the differences is crucial for making an
informed decision that matches your healthcare needs, financial situation, and
preferences for provider access and plan flexibility.

What Are Standalone Prescription Drug Plans (PDPs)?

Standalone PDPs are private insurance plans that provide prescription drug coverage for
people with Original Medicare (Part A and/or Part B). These plans are designed to
supplement Original Medicare, which does not include drug coverage by default.

Key Features
o Eligibility: Anyone enrolled in Medicare Part A and/or Part B can join a PDP.

e Coverage: PDPs cover outpatient prescription drugs, including a wide range of
brand-name and generic medications. Each plan has its own formulary (list of
covered drugs), which must meet federal requirements.
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¢ Premiums: You pay a separate monthly premium for your PDP, in addition to your
Part B premium.

e Choice: You can shop among many PDPs, comparing costs, covered drugs,
pharmacy networks, and utilization rules.

¢ Flexibility: You can pair a PDP with any Medigap (Medicare Supplement) policy,
which helps pay for Original Medicare’s out-of-pocket costs.

e No Medical Coverage: PDPs only cover prescription drugs. Hospital and medical
services are covered by Original Medicare.

What Are Medicare Advantage Prescription Drug Plans (MA-PDs)?

MA-PDs are Medicare Advantage (Part C) plans offered by private insurers that combine all
Medicare benefits—including hospital (Part A), medical (Part B), and prescription drug (Part
D) coverage—into a single plan. Most Medicare Advantage enrollees (over 90%) are in plans
that include drug coverage.

Key Features

o Eligibility: You must have both Medicare Part A and Part B and live in the plan’s
service area.

e Bundled Coverage: MA-PDs provide all Medicare-covered hospital, medical, and
prescription drug benefits in one plan.

¢ Premiums: You pay your Part B premium and may pay an additional MA-PD
premium (many plans have $0 additional premium).

o Extra Benefits: MA-PDs often include dental, vision, hearing, wellness, and other
supplemental benefits not covered by Original Medicare.

¢ Provider Networks: Most MA-PDs require you to use a network of doctors,
hospitals, and pharmacies, exceptin emergencies.

e No Standalone PDP Allowed: If your MA-PD includes drug coverage, you generally
cannot enroll in a separate PDP. Exceptions exist for certain rare types of MA plans
that do not offer drug coverage.
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Structural and Financial Differences

Funding and Premiums

MA-PDs have access to additional funding sources, such as Medicare Advantage
rebates, which they can use to reduce premiums, lower cost-sharing, or enhance
drug benefits. This often results in lower average premiums for MA-PDs compared to
standalone PDPs.

PDPs must set premiums based solely on their expected drug costs and do not
receive supplemental funding, making their premiums more directly tied to the cost
of covered drugs.

Market Segmentation

MA-PDs can offer special plans, such as Dual-Eligible Special Needs Plans (D-
SNPs), for people with both Medicare and Medicaid. These plans can tailor benefits
for low-income beneficiaries and coordinate all their care.

PDPs serve both low-income subsidy (LIS) and non-LIS beneficiaries in the same
plan, making it harder to target benefits as precisely as MA-PDs can.

Formularies and Cost Control

Both PDPs and MA-PDs must follow Medicare rules for drug coverage and formulary
design, but MA-PDs may have more flexibility to integrate medical and drug
management, potentially improving care coordination and cost control.

MA-PDs can use their broader funding and care management tools to offer lower
copays, cover more drugs, or provide supplemental benefits.

Coverage and Plan Differences

Feature Standalone PDP MA-PD (Medicare Advantage with Drug)
Anyone with Part A and/or

Who can enroll Part B Must have both Part A and Part B; live in area

Coverage Prescription drugs only Hospital, medical, and prescription drugs

207




Feature Standalone PDP MA-PD (Medicare Advantage with Drug)
Separate from Part B
Premiums premium Often included in MA-PD premium (may be $0)

Any pharmacy in plan’s

Must use plan’s pharmacy network; medical care in

Provider network network plan’s provider network
Often includes dental, vision, hearing, wellness,
Extra benefits None OTC, meals, transportation
Medigap
compatibility Yes No

Switching plans

Can switch during open
enrollment

Can switch during open enrollment or MA OEP

Out-of-pocket cap

$2,000 for drugs in 2025

$2,000 for drugs; $9,350 for medical in 2025

Drug formulary

Plan-specific; must meet
Medicare rules

Plan-specific; must meet Medicare rules

When to Choose a Standalone PDP

e You wantto keep Original Medicare and/or a Medigap policy.

e You want the flexibility to see any provider that accepts Medicare.

¢ Youdo notwant to be limited by provider networks for your medical care.

e You only need drug coverage (hospital and medical are covered by Original

Medicare).
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When to Choose an MA-PD
¢ You want all your Medicare benefits bundled in one plan for simplicity.
¢ You want extra benefits beyond what Original Medicare covers.
¢ You are comfortable using a provider network and following plan rules.

¢ You want the potential for lower premiums and out-of-pocket costs, especially if you
qualify for a $0-premium plan.

Special Considerations

o Employer or Union Plans: Some retirees receive prescription drug coverage
through employer-sponsored MA-PDs or PDPs. These plans follow the same rules as
commercial plans but may have additional benefits.

¢ Low-Income Subsidy (Extra Help): Both PDPs and MA-PDs offer plans with low or
no premiumes for people who qualify for Extra Help. MA-PDs may be able to better
tailor benefits for these enrollees.

o Switching Plans: You can only be enrolled in one Part D plan at a time. If you enroll
in an MA-PD, your standalone PDP coverage will end automatically.

Summary

Standalone Prescription Drug Plans (PDPs) are best for people who want to keep Original
Medicare or a Medigap policy and need only prescription drug coverage. Medicare
Advantage Prescription Drug Plans (MA-PDs) bundle hospital, medical, and drug
coverage—often with extra benefits—into a single plan, but usually require you to use a
provider network. Both options are regulated by Medicare, have annual open enrollment
periods, and must meet federal standards for drug coverage. The right choice depends on
your health needs, provider preferences, and desire for extra benefits or plan flexibility.

What Drugs Are Covered

Medicare Part D is designed to help beneficiaries pay for outpatient prescription drugs.
Coverage is provided through private insurance plans that contract with Medicare, and
each plan maintains its own list of covered drugs, known as a formulary. Understanding
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what drugs are covered, how formularies work, and what to do if your medication isn’t

listed is essential for getting the most from your prescription drug coverage.

The Formulary: The Heart of Part D Coverage

A formulary is the official list of prescription drugs that a Medicare Part D plan covers.

Each plan’s formulary includes both brand-name and generic medications and is

structured to meet federal standards. However, the specific drugs covered, their cost-

sharing tiers, and any special requirements may vary from plan to plan.

Key Features of a Formulary

e Drug Categories: Each Part D plan must cover at least two drugs in every

therapeutic category and class, ensuring a range of treatment options for common

conditions.

e Required Drug Classes: All plans must cover “all or substantially all” drugs in

certain protected classes, including:

HIV/AIDS treatments
Antidepressants

Antipsychotic medications
Anticonvulsants for seizure disorders
Immunosuppressants

Anticancer drugs (unless covered by Part B)

¢ Vaccines: Most commercially available vaccines not covered by Part B, such as

shingles (Shingrix) and Tdap, are covered under Part D.

¢ Insulin: Monthly copays for insulin are capped, making it more affordable for people

with diabetes.

Drug Tiers and Cost Sharing

Most Medicare drug plans organize their formularies into tiers, which determine how much
you pay for each drug:

e Tier 1: Preferred generic drugs (lowest copay)
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o Tier 2: Non-preferred generic and some brand-name drugs (slightly higher copay)
e Tier 3: Preferred brand-name drugs (higher copay)
o Tier 4: Non-preferred brand-name and some specialty drugs (even higher copay)

e Tier 5: Specialty drugs, including those for rare or complex conditions (highest
copay or coinsurance)

The exact number of tiers and which drugs fall into each tier can vary by plan. Lower-tier
drugs generally have the lowest out-of-pocket costs.

Coverage Rules and Restrictions

Plans may apply certain rules to manage costs and ensure safe, effective use of
medications:

e Prior Authorization: You or your doctor may need to get approval from the plan
before it will cover certain drugs.

¢ Step Therapy: The plan may require you to try a lower-cost drug first before covering
a more expensive option.

¢ Quantity Limits: Plans may limit the amount of a drug you can get at one time for
safety or cost reasons.

e Limited Access: Some drugs can only be dispensed by certain pharmacies or
providers due to FDA restrictions or safety concerns.

What Is Not Covered by Part D?

While Part D covers a wide range of prescription drugs, there are exclusions. Drugs
typically not covered include:

e Medications for anorexia, weight loss, or weight gain
e Fertility drugs

e Drugs for cosmetic purposes or hair growth

e Drugs for the relief of cough or cold symptoms only

e Erectile dysfunction drugs
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e Prescription vitamins and minerals (except prenatal vitamins and fluoride
preparations)

e Overthe counter (OTC) drugs

If a drugis not on your plan’s formulary, you may request a formulary exception or appeal,
but if denied, you will pay 100% of the cost.

Drugs Covered by Other Parts of Medicare

e Part A: Covers drugs administered during an inpatient hospital or skilled nursing
facility stay as part of your treatment.

e Part B: Covers certain outpatient drugs you would not typically administer yourself,
such as chemotherapy infusions, injectable medications given in a doctor’s office,
some oral cancer drugs, and certain vaccines (like flu, pneumonia, and hepatitis B
for at-risk individuals).

Drugs not covered by Part A or B may be covered by Part D if they are listed on your plan’s

formulary.

Long-Term Care and Special Situations

e Nursing Homes: If you live in a long-term care facility, your covered drugs will be
provided by a pharmacy that works with your plan.

e Home Administration: Drugs that must be administered by Medicare-covered
durable medical equipment (such as a nebulizer) may be covered under Part B or D,
depending on the situation.

How to Check If Your Drug Is Covered

« Review the Plan’s Formulary: Each plan publishes its formulary online and

provides a printed copy upon request.

¢ Use Online Tools: Medicare’s Plan Finder tool allows you to enter your medications

and see which plans cover them and at what cost.

¢ Contact the Plan: Ask the plan directly about coverage, restrictions, and costs for

your prescriptions.
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If your drug is not listed, you can work with your doctor to request a formulary exception or
consider switching to a plan that covers your medication.

Summary Table: Medicare Part D Drug Coverage

Category Covered by Part D? Notes

Brand-name and generic drugs | Yes Must be on the plan’s formulary

Specialty and high-cost drugs Yes Usually higher tier, higher cost-sharing
Vaccines (e.g., shingles, Tdap) | Yes If not covered by Part B

Insulin Yes Monthly copays capped

HIV/AIDS, antidepressants, Yes (protected

etc. classes) All or substantially all drugs in these classes

Except prenatal vitamins, fluoride

OTC drugs, vitamins, minerals No preparations

Weight loss, fertility, cosmetic No Not covered unless treating another condition

Erectile dysfunction drugs No Not covered unless for other approved uses
Conclusion

Medicare Part D plans cover a broad range of prescription medications, including most
drugs commonly used by people with Medicare. Each plan’s formulary is unique, so it’s
essential to check whether your medications are covered and understand the tier and any
restrictions that may apply. If your drug is not covered, you can request an exception or
appeal, but you may need to pay out of pocket if the request is denied. Always review plan
formularies carefully and consult with your provider or plan before enrolling or renewing
your coverage.
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2025-2026 Changes: $2,000 Out-of-Pocket Cap, No More Donut Hole,
Payment Smoothing

Medicare’s prescription drug coverage is undergoing some of its most significant changes
in decades, dramatically improving affordability and predictability for millions of
beneficiaries. Starting in 2025 and continuing into 2026, three major reforms are
transforming how Medicare Part D enrollees pay for their medications: the introduction of a
$2,000 out-of-pocket cap, the elimination of the “donut hole” coverage gap, and the launch
of a new payment smoothing program. This chapter explains these changes in detail, what
they mean for beneficiaries, and how to make the most of these new protections.

The $2,000 Out-of-Pocket Cap
What Is the Cap?

Beginning January 1, 2025, all Medicare Part D and Medicare Advantage prescription drug
plans will have a $2,000 annual cap on out-of-pocket costs for covered prescription drugs.
This cap includes all deductibles, copayments, and coinsurance for covered Part D
medications. Once you reach $2,000 in out-of-pocket spending, you will pay nothing for
covered prescriptions for the rest of the calendar year.

Who Is Affected?

¢ Al Medicare beneficiaries with Part D coverage—including those in stand-alone
drug plans and Medicare Advantage plans with drug coverage—are protected by this
cap.

e The cap applies regardless of income, health status, or the type of medications you
take.

e Itdoes not apply to drugs not covered by your plan’s formulary or to drugs covered
under Medicare Part B (such as many injectables and infusions).

How Does It Work?
e Your plan will track your out-of-pocket spending on covered drugs.

e Once your total out-of-pocket payments reach $2,000, your plan will automatically
cover 100% of the cost for additional covered prescriptions for the rest of the year.

e Thereis no need to apply or enroll for this benefit—it is automatic for everyone with
Part D coverage.
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What About 2026 and beyond?

¢ The out-of-pocket cap will increase slightly each year to keep pace with inflation. In
2026, the cap will be $2,100.

Elimination of the Donut Hole
What Was the Donut Hole?

The “donut hole” was a coverage gap in Medicare Part D where, after you and your plan had
spent a certain amount on covered drugs, you were responsible for a larger share of your
prescription costs until you reached the catastrophic coverage threshold. This gap caused
many beneficiaries to pay more out-of-pocket for their medications during the middle of
the year.

What Changed in 20257

e The donut hole is eliminated. Starting in 2025, there are only three coverage
phases in Part D: the deductible phase, the initial coverage phase, and catastrophic
coverage.

e Once your out-of-pocket costs reach $2,000, you enter catastrophic coverage and
pay nothing for covered drugs for the rest of the year.

e This change simplifies the benefit and ensures consistent cost-sharing until the cap
is reached, removing the period of higher out-of-pocket costs that previously
affected many enrollees.

Why Is This Important?

e The elimination of the donut hole means no more unexpected spikes in prescription
costs during the year.

e Beneficiaries with high drug costs will reach the cap sooner and stop paying out-of-
pocket much earlier than before.

e The change is especially helpful for those with chronic or complex conditions
requiring expensive medications.
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Payment Smoothing: The Medicare Prescription Payment Plan
What Is Payment Smoothing?

The Medicare Prescription Payment Plan, launching in 2025, is a new voluntary program
that allows beneficiaries to spread their out-of-pocket prescription drug costs evenly over
the year, rather than paying large amounts all at once when filling high-cost prescriptions.

How Does It Work?

e Opt-In: You must choose to participate by contacting your Part D or Medicare
Advantage drug plan.

¢ Monthly Payments: Your plan will calculate your expected out-of-pocket costs for
the year and divide them into equal monthly payments.

e Flexibility: This option is especially valuable for people who face high drug costs
early in the year (for example, those who take expensive specialty medications).

e Billing: Payments are billed by your insurer, and you can opt out if you prefer to pay
as you go.

Who Can Use It?

e Anyone enrolled in a Medicare Part D or Medicare Advantage drug plan can optin,
regardless of how much they expect to spend on medications.

e The program does not reduce your total out-of-pocket costs, but it helps manage
cash flow and avoid large, unexpected expenses.

Impact on Beneficiaries
Lower and More Predictable Costs

e The $2,000 cap provides financial protection for all beneficiaries, especially those
who take high-cost or multiple medications.

e On average, beneficiaries who reach the cap are expected to save hundreds or even
thousands of dollars per year.

e The elimination of the donut hole and the introduction of payment smoothing make
drug costs more predictable and manageable.
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No Action Needed for the Cap

e The $2,000 cap is automatic. Your plan will track your spending and stop charging
you for covered drugs once you reach the limit.

Annual Increases

e The cap will rise gradually each year. For example, in 2026, the cap will be $2,100.

What’s Not Included
e The cap does not apply to monthly Part D plan premiums.

e Itdoes not apply to drugs not covered by your plan’s formulary or to drugs covered
under Part B.

e The cap only applies to out-of-pocket costs for covered Part D prescription drugs.

Summary Table: Key Changes for 2025-2026

Feature 2024 2025 2026
Out-of-pocket cap (Part D) $8,000 $2,000 $2,100

Donut hole Yes Eliminated Eliminated
Payment smoothing option No Yes (voluntary) Yes (voluntary)
Catastrophic phase cost 5% coinsurance $0 after cap $0 after cap

Conclusion

The 2025-2026 changes to Medicare Part D prescription drug coverage represent a major
step forward in making medications more affordable and costs more predictable for
millions of Americans. With a $2,000 annual out-of-pocket cap, the end of the donut hole,
and the option to smooth payments throughout the year, beneficiaries can better manage
their health and finances. These reforms are automatic for those with Part D coverage, but
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it’s wise to review your plan each year and consider opting into payment smoothing if you
have high or unpredictable drug expenses.

Part D Costs (Premiums, Deductibles, Copays)

Medicare Part D provides prescription drug coverage and has undergone major changes for
2025, making drug costs more predictable and affordable for beneficiaries. Understanding
the structure of premiums, deductibles, copayments, and the new out-of-pocket cap is
essential for planning your healthcare expenses. This chapter details what you can expect
to pay for Medicare Part D in 2025, including the impact of income, plan choice, and new

federal rules.

Overview of Part D Cost Structure

Medicare Part D costs are made up of several components:

Monthly premiums: The fixed amount you pay each month to your Part D plan.

Annual deductible: The amount you must pay out-of-pocket for prescriptions
before your plan begins to share costs.

Copayments and coinsurance: The share you pay for each covered prescription
after meeting your deductible.

Out-of-pocket maximum: The annual limit on what you pay for covered drugs, after
which you pay nothing for the rest of the year.

Monthly Premiums

Average monthly premium: Estimated at $46.50 for standard coverage in 2025, but
actual premiums vary widely by plan, region, and coverage level. Some plans may
offer $0 premiums, while others charge more.

Income-Related Monthly Adjustment Amount (IRMAA): Higher-income
beneficiaries pay an additional monthly premium, based on their tax returns. For
2025, the IRMAA ranges from $12.90 to $85.80 per month, depending on income
and filing status.

Premium differences: Your premium is set by the plan you choose, and plans with
lower deductibles or broader coverage may charge higher premiums.
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Annual Deductible

Standard deductible: The maximum deductible allowed for Part D in 2025 is $590.

Plan variation: Some plans offer a lower or even $0 deductible, usually in exchange
for a higher monthly premium.

How it works: You pay the full cost of your prescriptions until you reach your plan’s
deductible. After that, your plan begins to share costs.

Copayments and Coinsurance

Initial coverage phase: After meeting your deductible, you pay 25% of the cost of
your prescriptions, typically as coinsurance or set copayments, while your plan pays
65% and the drug manufacturer pays 10%.

Copay amounts: The exact amount you pay for each prescription depends on your
plan’s formulary and the drug’s tier. Generic drugs usually have lower copays, while
brand-name and specialty drugs cost more.

Plan differences: Some plans use fixed copays for each tier, while others use
coinsurance (a percentage of the drug’s cost).

Out-of-Pocket Maximum: The $2,000 Cap

Annual cap: In 2025, your out-of-pocket costs for covered drugs—including the
deductible, copayments, and coinsurance—are capped at $2,000.

Catastrophic coverage: Once you reach the $2,000 cap, you pay nothing for
covered prescriptions for the rest of the calendar year.

How you reach the cap: All payments you make toward the deductible, copays, and
coinsurance count toward the $2,000 limit. After this, your plan and Medicare cover
all additional costs for covered drugs.
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Payment Smoothing Option

¢ Monthly installments: Starting in 2025, you can choose to spread your out-of-
pocket drug costs into equal monthly payments throughout the year, rather than

paying large sums up front. This is especially helpful for those with high drug costs
early in the year.

e Opt-in required: You must enrollin this payment option through your plan, and
payments are billed by your insurer.

Cost Example for 2025
1. You pay your monthly premium (e.g., $46.50, or more if you have IRMAA).
2. You pay 100% of drug costs until you reach your plan’s deductible (up to $590).

3. After the deductible, you pay 25% of the cost for each prescription (copay or
coinsurance), and your plan covers the rest, until your total out-of-pocket spending
reaches $2,000.

4. After reaching $2,000, you pay $0 for covered drugs for the remainder of the year.

Special Considerations

¢ Low-Income Subsidy (Extra Help): If you qualify, you may pay reduced or no
premiums, deductibles, and copays. In 2025, eligibility for Extra Help is expanded to
those with incomes up to 150% of the federal poverty level.

¢ Plan selection: Costs can vary significantly between plans, so it’s important to
compare premiums, deductibles, copays, and covered drugs before enrolling.

Summary Table: Medicare Part D Costs for 2025

Cost Component 2025 Amount/Range
Monthly Premium $46.50 average (varies by plan)
IRMAA (if applicable) $12.90-$85.80/month extra
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Cost Component

2025 Amount/Range

Annual Deductible

Up to $590 (plan-specific)

Copay/Coinsurance

25% after deductible (varies by tier)

Out-of-Pocket Cap

$2,000/year (then pay $0 for drugs)

Conclusion

Medicare Part D costs in 2025 are more predictable and affordable than ever, thanks to the
$2,000 out-of-pocket cap and the elimination of the coverage gap. While premiums and
deductibles may vary by plan and income, all beneficiaries benefit from a clear annual limit
on drug costs. Reviewing your plan options and understanding these cost components will
help you budget for your prescription needs and avoid surprises throughout the year.

Part D Enrollment Periods and Deadlines

Medicare Part D offers prescription drug coverage to people with Medicare, but you can
only join, switch, or drop a Part D plan during specific enrollment periods. Knowing when
you can enroll, what deadlines apply, and how Special Enrollment Periods work is crucial
for ensuring continuous drug coverage and avoiding late penalties. This chapter provides a
comprehensive overview of all Medicare Part D enrollment periods and deadlines for 2025
and beyond.

Initial Enrollment Period (IEP)

The Initial Enrollment Period is your first opportunity to enroll in a Medicare Part D plan. Itis
tied to your eligibility for Medicare Part A and/or Part B.
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e Timing: The IEP is a seven-month window that begins three months before the
month you turn 65, includes your birth month, and ends three months after you turn
65.

o Eligibility: Anyone who is newly eligible for Medicare due to age or disability can
enrollin a Part D plan during this period.

e Coverage Start Date: If you enroll before your birthday month, coverage typically
starts the first day of your birthday month. If you enroll during or after your birthday
month, coverage may start the first day of the month after you enroll.

If you miss your IEP, you may have to wait until the next Annual Enrollment Period unless
you qualify for a Special Enrollment Period.

Annual Enrollment Period (AEP) — Open Enrollment

The Annual Enrollment Period is the primary opportunity for most beneficiaries to join,
switch, or drop a Part D plan each year.

e When: October 15to December 7, 2024 (for 2025 coverage).
¢ What You Can Do:

e Joinanew Part D plan.

e Switch from one Part D plan to another.

e Drop Part D coverage altogether.

e Switch between Original Medicare and a Medicare Advantage plan with or
without drug coverage.

e Coverage Effective Date: Changes made during AEP take effect on January 1 of the
following year.

Itis important to review your plan options each year, as plan costs, covered drugs, and
benefits can change annually.

Special Enrollment Periods (SEPs)

Special Enrollment Periods allow you to join, switch, or drop a Part D plan outside of the
standard enrollment periods if you experience certain life events.
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Common Qualifying Events
¢ Moving out of your plan’s service area
e Losing other creditable prescription drug coverage
e Moving into or out of a nursing home
e Plan termination or contract changes
¢ Qualifying for Medicaid or Extra Help (Low-Income Subsidy)

o Other special circumstances, such as a plan’s contract being terminated by
Medicare

How SEPs Work
e The length of a SEP and the actions you can take depend on the specific event.

e For most events, you have two months after the qualifying event to join or switch
Part D plans.

e Ifyou are losing employer or union coverage, you have two months after that
coverage ends to enrollin a Part D plan.

e Startingin 2025, low-income beneficiaries who receive Medicaid or Extra Help will
have a monthly SEP, allowing them to join or switch drug plans at any time.

Medicare Advantage Open Enrollment Period (MA OEP)

This period is for people already enrolled in a Medicare Advantage plan (with or without
drug coverage).

¢ When: January 1to March 31 each year.

¢ What You Can Do: Switch to another Medicare Advantage plan (with or without drug
coverage) or return to Original Medicare and join a Part D plan.

e Coverage Effective Date: The first of the month after the plan receives your
request.
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Employer Coverage and Delayed Enrollment

If you delayed enrolling in Medicare because you had employer or union health coverage,

you have a Special Enrollment Period when that coverage ends.

e For Part D: You have two months after your employer or union drug coverage ends to

enrollin a Part D plan without penalty.

e For Original Medicare (Parts A and B): You have an eight-month SEP to enroll.

Late Enrollment Penalty

If you do not enrollin a Part D plan when first eligible and go 63 days or more without
creditable prescription drug coverage, you may have to pay a late enrollment penalty. This
penalty is added to your monthly premium for as long as you have Part D coverage.

How to Enroll

e Online: Use the Medicare Plan Finder at Medicare.gov or enroll directly on the plan’s

website.

e By Phone: Call 1-800-MEDICARE or the insurance company directly.

e By Mail: Complete a paper application and mail it to the plan provider.

Summary Table: Part D Enrollment Periods and Deadlines

Enrollment
Period

When

What You Can Do

Coverage Starts

Initial Enrollment
Period

3 months before to 3
months after turning
65

Join any Part D plan

Varies (usually birthday
month or month after
enrollment)

Annual
Enrollment
Period

Oct. 15-Dec. 7

Join, switch, or drop Part D
plans

Jan. 1 of following year
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Enrollment When What You Can Do Coverage Starts

Period

Special

Enrollment Join, switch, or drop Part D

Period Varies by event plans Usually month after request

MA Open Switch MA plans or return to

Enrollment Original Medicare and join

Period Jan.1-Mar. 31 PartD Month after request
Conclusion

Medicare Part D enrollment is limited to specific periods, with the main windows being the
Initial Enrollment Period, the Annual Enrollment Period, and Special Enrollment Periods

triggered by qualifying life events. Missing these deadlines can result in delayed coverage

and possible penalties. Review your options annually and be aware of your eligibility for

SEPs to ensure you have the prescription drug coverage you need, when you need it.

Late Enrollment Penalties

Late enrollment penalties are permanent extra charges added to your monthly Medicare

premium if you delay signing up for certain parts of Medicare when you’re first eligible and

do not qualify for a Special Enrollment Period. These penalties can significantly increase
your healthcare costs and, in most cases, last for as long as you have the coverage. This
chapter explains how late enrollment penalties work for Medicare Part A, Part B, and Part D,
how they are calculated, and how you can avoid them.

Why Do Late Enrollment Penalties Exist?

Medicare late enrollment penalties are designed to encourage timely enrollment and

ensure that people do not wait until they become sick to sign up for coverage. By enrolling

when first eligible, you help maintain the stability and affordability of the Medicare program
for everyone.
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Medicare Part A Late Enrollment Penalty

Most people do not pay a premium for Medicare Part A because they or their spouse paid
Medicare taxes while working. However, if you are not eligible for premium-free Part A and
you delay enrollment, you may face a penalty.

How the Part A Penalty Works
¢ Penalty Amount: Your monthly premium increases by 10%.

e Penalty Duration: You pay the higher premium for twice the number of years you
delayed enrollment.

e Example: If you waited three years to enrollin Part A, you would pay the 10%
penalty for six years.

Exceptions

You will not pay the penalty if you qualify for a Special Enrollment Period, such as losing
employer coverage or moving to a new area where your plan is not available. If you had
employer-sponsored health insurance when you first became eligible for Medicare and
then lost that coverage, you can enroll in Part A during a Special Enrollment Period without
penalty.

Medicare Part B Late Enrollment Penalty

If you do not sign up for Medicare Part B when you are first eligible and do not have other
qualifying coverage (such as employer-sponsored insurance), you may face a late
enrollment penalty.

How the Part B Penalty Works

¢ Penalty Amount: Your monthly premium increases by 10% for each full 12-month
period you could have had Part B but did not enroll.

e Penalty Duration: You pay this penalty for as long as you have Part B—potentially
for life.

o Example: If you delayed enrollment by two years, your Part B premium would be
20% higher for as long as you have coverage.
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Exceptions

If you qualify for a Special Enrollment Period (for example, because you had employer
coverage when you first became eligible), you will not pay the penalty.

Medicare Part D Late Enrollment Penalty

If you go 63 days or more without Medicare drug coverage or other creditable prescription
drug coverage after you’re first eligible, you will face a Part D late enrollment penalty.

How the Part D Penalty Works

e Penalty Amount: 1% of the national base beneficiary premium ($36.78 in 2025) for
each full month you went without coverage.

e How It’s Calculated: Multiply the number of uncovered months by 1% of the base
premium, round to the nearest $0.10, and add this amount to your monthly Part D
premium.

e Penalty Duration: You pay this penalty for as long as you have Part D coverage.

¢ Example: If you delayed enrollment by 20 months, your penalty would be 20% of
$36.78, or about $7.36, rounded to $7.40. This amount is added to your monthly
Part D premium for as long as you have Part D.

Annual Adjustment

The national base beneficiary premium changes each year, so your penalty amount may
also change annually.

Exceptions

You will not pay the penalty if you qualify for Extra Help (the Part D Low-Income Subsidy) or
if you had creditable drug coverage (coverage that is at least as good as Medicare’s
standard drug coverage) during the time you delayed enrollment. Examples of creditable
coverage include employer or union plans, VA coverage, or TRICARE.

What Is Creditable Coverage?

Creditable coverage is prescription drug coverage from another source (such as employer,
union, VA, or TRICARE) that is at least as good as Medicare’s standard prescription drug
coverage. If you have creditable coverage, you can delay enrolling in Part D without penalty.

227



When your creditable coverage ends, you have a Special Enrollment Period to join a Part D
plan without penalty.

How to Avoid Late Enrollment Penalties

Appealing a Late Enrollment Penalty

Enroll when first eligible: Sign up for Medicare Parts A, B, and D during your Initial
Enrollment Period unless you have other creditable coverage.

Keep records: If you have creditable coverage, keep documentation to prove it if

you need to enroll in Medicare later.

Use Special Enrollment Periods: If you lose employer or other qualifying coverage,

use your Special Enrollment Period to enroll in Medicare without penalty.

If you believe you were incorrectly charged a late enrollment penalty, you can request a
review. You generally have 60 days from the date you are notified of the penalty to appeal.

Continue paying your premiums and penalties while your appeal is being reviewed to avoid
losing your coverage.

Summary Table: Medicare Late Enrollment Penalties

Medicare Penalty Amount Duration Exception
Part

Twice the number of Special Enrollment
Part A 10% increase in premium years delayed Period

For as long as you have | Special Enrollment
Part B 10% increase per 12-month delay PartB Period

1% of base premium per uncovered For as long as you have | Extra Help or creditable

PartD month ($36.78 in 2025) PartD coverage




Conclusion

Late enrollment penalties can significantly increase your Medicare costs and, in most
cases, last for as long as you have coverage. Enrolling in Medicare Parts A, B, and D when
you are first eligible—or ensuring you have creditable coverage if you delay—will help you
avoid these permanent extra charges. If you have questions about your eligibility or believe
you were charged a penalty in error, contact Medicare or your plan provider for assistance.

Extra Help (Low-Income Subsidy) for Part D

Extra Help, also known as the Low-Income Subsidy (LIS), is a federal program that helps
people with limited income and resources pay for Medicare Part D prescription drug plan
costs. This subsidy is designed to make prescription medications more affordable by
reducing or eliminating premiums, deductibles, copayments, and other out-of-pocket
expenses. Understanding how Extra Help works, who qualifies, what benefits it provides,
and how to apply can make a significant difference in your healthcare budget.

What Is Extra Help?

Extra Help is a Medicare program that assists eligible individuals with the costs of their
Medicare Part D prescription drug coverage. The program is administered jointly by the
Social Security Administration (SSA) and the Centers for Medicare & Medicaid Services
(CMS). Its estimated annual value is about $5,900 per person, making it one of the most
valuable financial assistance programs for people with Medicare.

Extra Help covers:
e Part D plan premiums
¢ Annual deductibles
e Copayments and coinsurance for covered drugs
e The Part D late enrollment penalty (if you have one)

With Extra Help, you can also switch drug plans more frequently than other beneficiaries
and may be automatically enrolled in a Part D plan if you do not have one.
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Who Qualifies for Extra Help?
To qualify for Extra Help in 2025, you must:
e Have Medicare Part Aand/or PartB

e Live in one of the 50 states or the District of Columbia (not available in Puerto Rico
or certain U.S. territories, but other programs may be available there)

e Meetincome and resource limits
2025 Income and Resource Limits
e Individual: Income up to $23,475 per year; resources up to $17,600
e Married couple: Income up to $31,725 per year; resources up to $35,130

Resources include money in checking, savings, or retirement accounts, stocks, and bonds,
but do not include your home, personal possessions, one car, burial plots, up to $1,500 set
aside for burial expenses, furniture, and other household items.

Automatic Qualification
You automatically qualify for Extra Help if you:
e Receive full Medicaid coverage

e Gethelp from your state to pay your Medicare Part B premiums (through a Medicare
Savings Program)

o Receive Supplemental Security Income (SSI) from Social Security

If you qualify automatically, you will receive a letter from Medicare or Social Security about
your Extra Help status and your Medicare drug plan.

What Does Extra Help Coverin 20257
With Extra Help in 2025, you will pay:
e $0 for your Part D plan premium
o $0 for your Part D plan deductible
e Upto $4.90 for each generic drug

e Upto $12.15 for each brand-name drug
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Once your total out-of-pocket drug costs (including certain payments made on your behalf,
such as by the Extra Help program) reach $2,000, you will pay $0 for each covered drug for
the rest of the year.

If you also have full Medicaid coverage and are enrolled in the Qualified Medicare
Beneficiary (QMB) Medicare Savings Program, you will pay no more than $4.80 for each

covered drug.

You will not have to pay a Part D late enrollment penalty while you are receiving Extra Help.

Special Enrollment and Other Benefits

No late enrollment penalty: As long as you have Extra Help, you will not be charged
a penalty for late enrollment in Part D.

Special Enrollment Periods: Starting in 2025, if you have Medicaid or Extra Help,
you can change your drug coverage once per month, rather than only during the
annual open enrollment period.

Auto-enrollment: If you qualify for Extra Help and do not have a Part D plan,
Medicare will automatically enroll you in one to ensure you receive the cost savings.

Temporary coverage: The Limited Income Newly Eligible Transition (LI NET) Program
provides temporary drug coverage for people who qualify for Extra Help but are not
yet enrolled in a Part D plan.

How to Apply for Extra Help

If you do not automatically qualify, you can apply for Extra Help at any time during the year.

Ways to Apply

Online: Visit the Social Security Administration website (ssa.gov/extrahelp) to apply

online.
By phone: Call Social Security at 1-800-772-1213 (TTY 1-800-325-0778).
In person: Visit your local Social Security office to apply in person.

With assistance: Contact your State Health Insurance Assistance Program (SHIP)
for free help with the application process.
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You will need to provide information about your income and resources, as well as your
spouse’s if you are married and living together. Documents such as bank statements, tax

returns, and investment records may be required.

What Happens After You Apply?

¢ Notification: Social Security will send you a letter letting you know if you qualify for

Extra Help.

 Duration: Once approved, you will receive Extra Help for at least the remainder of

the year, even if your income or resources change during the year.

e« Annualreview: Your eligibility is reviewed each year. If you continue to meet the

criteria, you will keep receiving Extra Help.

If you think you are paying the wrong amount for your prescriptions, contact your drug plan

or Medicare to correct your costs.

Summary Table: Extra Help for Part D in 2025

Benefit

What You Pay with Extra Help (2025)

Plan premium $0

Plan deductible $0

Generic drug copay (per prescription) Up to $4.90
Brand-name drug copay (per prescription) Upto $12.15

Out-of-pocket cap

$2,000 (then $0 for drugs)

Late enrollment penalty

$0

Special Enrollment Period

Once per month
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Conclusion

Extra Help (Low-Income Subsidy) is a vital program for people with Medicare who need
assistance paying for prescription drug costs. With expanded eligibility and enhanced
benefits for 2025, Extra Help can eliminate premiums and deductibles, reduce copays, and
provide ongoing protection against high drug costs. If you have limited income and
resources, applying for Extra Help can save you thousands of dollars each year and ensure
you have access to the medications you need.
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Chapter Seven

Medigap (Medicare Supplement Insurance)

Medigap, also known as Medicare Supplement Insurance, is private health insurance
designed to help fill the “gaps” in Original Medicare (Parts A and B). While Original Medicare
covers a significant portion of hospital and medical expenses, it leaves beneficiaries
responsible for deductibles, copayments, coinsurance, and certain services. Medigap
policies are specifically structured to reduce or eliminate these out-of-pocket costs,
providing greater financial predictability and peace of mind for those who rely on traditional
Medicare.

What Is Medigap?

Medigap is supplemental insurance sold by private companies and regulated by federal
and state laws. Its primary purpose is to pay for some or all of the costs not covered by
Original Medicare, such as:

e Part A and Part B deductibles

Coinsurance and copayments

Certain excess charges

Limited foreign travel emergency care

To purchase a Medigap policy, you must be enrolled in both Medicare Part A and Part B.
Medigap is only available to those with Original Medicare and cannot be used with
Medicare Advantage plans.

What Does Medigap Cover?

Medigap policies are standardized into different plans, each labeled with a letter (A, B, C,
D, F, G, K, L, M, N). Each plan of the same letter offers the same basic benefits, regardless
of the insurance company or where it is sold, though premiums may vary.

Core Benefits Covered by Most Medigap Plans

e Part A coinsurance and hospital costs: Coverage for up to 365 additional days
after Medicare benefits are used up.
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Part B coinsurance or copayment: Covers the 20% coinsurance for most
outpatient services, including doctor visits and therapies.

Blood: Covers the first three pints of blood needed for a medical procedure.

Part A hospice care coinsurance or copayment: Helps pay for hospice care costs
not covered by Medicare.

Skilled nursing facility care coinsurance: Many plans cover this cost after the first
20 days of skilled nursing facility care.

Part A deductible: Most plans help pay the hospital deductible for each benefit
period.

Part B deductible: Only Plans C and F cover this, and these are not available to new
Medicare beneficiaries as of 2020.

Part B excess charges: Plans F and G cover charges above the Medicare-approved
amount (up to 15% more).

Foreign travel emergency care: Most plans (C, D, F, G, M, N) cover 80% of
emergency care outside the U.S., up to plan limits.

What Medigap Does Not Cover

Medigap policies generally do not cover:

Long-term care (nursing home or custodial care)
Vision or dental care

Hearing aids and exams for fitting them
Eyeglasses

Private-duty nursing

Prescription drugs (Medigap policies sold after 2005 do not include drug coverage;
you must enroll in a separate Part D plan if you want this benefit)

Comparing Medigap Plans

Each standardized Medigap plan offers a different combination of benefits. The most

popular plans are Plan G and Plan N. Plan F was widely used but is no longer available to

new Medicare enrollees as of 2020.
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Example: Medigap Plan G
e Covers all gaps except the Part B deductible.

¢ Includes coverage for Part A and B coinsurance, hospital and skilled nursing facility
costs, hospice care, blood, Part A deductible, Part B excess charges, and foreign
travel emergency care.

Example: Medigap Plan N

e Covers most of the same benefits as Plan G, but you may pay up to $20 for some
office visits and up to $50 for emergency room visits that don’t result in admission.

Plans Kand L

o Offer partial coverage for many benefits, with lower premiums and an annual out-of-
pocket maximum ($7,220 for Plan K and $3,610 for Plan L in 2025). After reaching
the limit, the plan pays 100% for covered services for the rest of the year.

How Medigap Works with Original Medicare
When you have both Original Medicare and a Medigap policy:
1. Medicare pays first for covered services.

2. Medigap pays second, covering all or part of the remaining out-of-pocket costs,
depending on your plan.

3. You pay any remaining costs not covered by either plan.

This coordination ensures that most or all of your healthcare bills are covered, minimizing
your financial exposure.

Enrollment and Guaranteed Issue Rights
Medigap Open Enrollment Period

¢ When: The six-month period that starts the month you are both 65 or older and
enrolled in Medicare Part B.

¢ Why it matters: During this window, you cannot be denied a Medigap policy or
charged more due to health problems or pre-existing conditions.
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o After this period: Insurers may require medical underwriting, charge higher
premiums, or deny coverage based on your health (except in states with continuous
or annual guaranteed issue protections).

Switching and Access

e Federal law provides limited guaranteed issue rights outside the open enrollment
period, usually triggered by specific events (such as losing employer coverage or
moving out of a plan’s service area).

e Some states offer more generous protections, allowing annual or continuous
access to Medigap plans.

Costs of Medigap

e Premiums: You pay a monthly premium to the Medigap insurer, in addition to your
Part B premium. Premiums vary by plan, insurer, location, age, and sometimes
health status.

e Out-of-pocket costs: Medigap greatly reduces or eliminates most out-of-pocket
costs for Medicare-covered services, depending on the plan you choose.

e Guaranteed renewability: As long as you pay your premiums, your Medigap policy
is guaranteed renewable and cannot be canceled for health reasons.

Important Rules and Limitations

e Cannot be used with Medicare Advantage: You cannot have both a Medigap policy
and a Medicare Advantage plan at the same time.

e No duplicate policies: It is illegal for an insurance company to sell you more than
one Medigap policy.

o Standardization: Medigap policies are standardized in most states, but
Massachusetts, Minnesota, and Wisconsin have different standardization rules.
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Summary Table: Medigap Benefits by Plan (2025)

Benefit A B C D F* G* K L M N
Part A coinsurance &
hospital costs Yes | Yes | Yes | Yes | Yes | Yes | Yes Yes Yes | Yes
Yes (except
copayments
Part B for some
coinsurance/copayment | Yes | Yes | Yes | Yes | Yes | Yes | 50% 75% Yes | visits)
Blood (first 3 pints) Yes | Yes | Yes | Yes | Yes | Yes | 50% 75% Yes | Yes
Part A hospice care
coinsurance/copay Yes | Yes | Yes | Yes | Yes | Yes | 50% 75% Yes | Yes
Skilled nursing facility
coinsurance No [ No | Yes | Yes |Yes | Yes | 50% 75% Yes | Yes
Part A deductible No | Yes | Yes |Yes | Yes | Yes | 50% 75% 50% | Yes
Part B deductible No | No | Yes | No Yes | No No No No No
Part B excess charge No | No | No No Yes | Yes | No No No No
Foreign travel emergency
care No | No | 80% | 80% | 80% | 80% | No No 80% | 80%
Out-of-pocket annual
limit No | No | No | No No No | $7,220 | $3,610 | No | No
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*Plans F and G offer high-deductible options in some states.
Plan C and F are not available to those newly eligible for Medicare after January 1,
2020.

Conclusion

Medigap (Medicare Supplement Insurance) is a powerful tool for managing the out-of-
pocket costs of Original Medicare. By filling in the coverage gaps, Medigap provides greater
financial security, predictability, and peace of mind. With a range of standardized plans to
choose from, beneficiaries can select the coverage that best matches their healthcare
needs and budget. Understanding enrollment rights, plan differences, and costs is key to
making the most of your Medicare coverage and ensuring you are protected from
unexpected medical expenses.

What Is Medigap?

Medigap, also known as Medicare Supplement Insurance, is a type of private health
insurance designed to help pay for costs not covered by Original Medicare (Parts A and B).
These costs—often called “gaps”—include deductibles, copayments, coinsurance, and
certain services that Original Medicare does not fully cover. Medigap policies are offered by
private insurance companies and are standardized by federal law, ensuring that each plan
with the same letter offers the same core benefits, regardless of the insurer.

The Purpose of Medigap

Original Medicare provides broad hospital and medical coverage, but it does not pay for
everything. Beneficiaries are responsible for significant out-of-pocket expenses, such as:

e Hospital deductibles and coinsurance

¢ Doctor visit coinsurance (typically 20% of the Medicare-approved amount)
e Excess charges from providers who do not accept Medicare assignment

o Certain emergency care received outside the United States

Medigap policies are specifically designed to help cover these expenses, providing
financial protection and predictability for people with Medicare.
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How Medigap Works

To buy a Medigap policy, you must be enrolled in both Medicare Part A (hospital insurance)
and Part B (medical insurance). Medigap is only available to those with Original Medicare—
you cannot use it with a Medicare Advantage (Part C) plan.

Here’s how Medigap works in practice:

1. Medicare pays first. When you receive healthcare services, Medicare pays its share
of the Medicare-approved amount for covered costs.

2. Medigap pays second. Your Medigap policy then pays its share of the remaining
costs, as defined by your plan.

3. You pay any leftover costs. If there are costs not covered by either Medicare or your
Medigap policy, you are responsible for those.

Medigap policies are individual—if you and your spouse both want coverage, you must
each buy your own policy.

Standardization of Medigap Plans

Medigap policies are standardized into plans identified by letters (A, B, C, D, F, G, K, L, M,
N). Each lettered plan offers a different combination of benefits, but all plans with the
same letter provide the same coverage, no matter which insurance company sells them.
For example, Medigap Plan G from one insurer offers the same benefits as Plan G from
another.

Some states (Massachusetts, Minnesota, and Wisconsin) have their own standardized
Medigap plans that differ from the federal model.

What Medigap Covers
Depending on the plan, Medigap may cover:

¢ Part Acoinsurance and hospital costs (up to 365 additional days after Medicare
benefits are used up)

e Part B coinsurance or copayment
e Firstthree pints of blood for a medical procedure
e Part Ahospice care coinsurance or copayment
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o Skilled nursing facility care coinsurance
e Part Adeductible

¢ Part B deductible (only Plans C and F, which are not available to new enrollees as of
2020)

e Part B excess charges (the amount above the Medicare-approved charge, up to 15%)
o Foreign travel emergency care (up to plan limits)
Medigap does not cover:
e Long-term care (nursing home or custodial care)
o Vision or dental care
e Hearing aids and exams
e Eyeglasses
e Private-duty nursing

e Prescription drugs (for policies sold after 2005)

Enrollment and Renewability

e Open Enrollment Period: You have a six-month Medigap Open Enrollment Period
that starts the first month you are both 65 or older and enrolled in Part B. During this
period, you can buy any Medigap policy sold in your state, regardless of health
status, and generally at the best price.

¢ Guaranteed Renewable: As long as you pay your Medigap premium, your policy is
guaranteed renewable. This means your coverage continues year after year, even if
you develop health problems.

« Switching Policies: After your open enrollment period, you may not be able to buy a
Medigap policy, or it may cost more, unless you qualify for guaranteed issue rights
due to specific circumstances (such as losing other coverage).

Medigap vs. Medicare Advantage

Medigap is different from Medicare Advantage. Medigap supplements Original Medicare,
helping pay costs not covered by Parts A and B. Medicare Advantage is an alternative way
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to receive Medicare benefits through a private plan, often bundling hospital, medical, and
drug coverage, and sometimes extra benefits. You cannot have both Medigap and a
Medicare Advantage plan at the same time.

Costs

e Premiums: You pay a monthly premium for your Medigap policy, in addition to your
Part B premium. Premiums vary by plan, insurer, location, and sometimes age or
health status.

¢ No network restrictions: Most Medigap policies let you see any doctor or hospital
that accepts Medicare nationwide.

Important Considerations
e Medigap policies only cover one person; spouses must purchase separate policies.

e Medigap plans sold after 2005 do not include prescription drug coverage. If you want
drug coverage, you must enroll in a separate Medicare Part D plan.

e Ifyou drop your Medigap policy to join a Medicare Advantage plan, you may not be
able to get the same Medigap policy back if you later return to Original Medicare,
exceptin certain trial right situations.

Conclusion

Medigap is a supplemental insurance policy sold by private companies to help pay for the
“gaps” in Original Medicare coverage. It offers financial protection from high out-of-pocket
costs, standardized benefits for easy comparison, and guaranteed renewability as long as
you pay your premiums. Medigap is an important option for people who want to keep
Original Medicare and limit their exposure to unpredictable healthcare expenses.

What Medigap Covers (and Doesn’t Cover)

Medigap, or Medicare Supplement Insurance, is designed to help fill the “gaps” in Original
Medicare (Parts A and B) by covering many out-of-pocket costs such as deductibles,
copayments, and coinsurance. However, Medigap policies do not cover everything.
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Understanding exactly what Medigap covers—and what it does not—will help you make
informed choices about your health coverage and avoid unexpected expenses.

What Medigap Covers

Medigap plans generally help pay your share of costs for services that are covered by
Original Medicare. The benefits are standardized by plan letter (A, B, C, D, F, G, K, L, M, N),
so the coverage for a given letter is the same no matter which insurance company sells it.

Here’s a breakdown of the key benefits most Medigap plans provide:

1. Medicare Part A Coverage Gaps

Part A coinsurance and hospital costs: Medigap covers your share of hospital
coinsurance and extends coverage for up to 365 additional days after your Medicare
benefits are used up.

Part A hospice care coinsurance or copayment: Medigap helps pay for hospice
care costs not fully covered by Medicare.

Part A deductible: Many Medigap plans cover the hospital deductible for each
benefit period, which can be a substantial out-of-pocket cost.

2. Medicare Part B Coverage Gaps

Part B coinsurance or copayment: Medigap helps pay the 20% coinsurance for
doctor visits, outpatient care, and other services after Medicare pays its share.

Part B excess charges: Some plans (notably Plan G and Plan F) cover excess
charges, which are amounts a provider may charge above the Medicare-approved
amount (up to 15% more, if the provider does not accept assignment).

Part B deductible: Only Plans C and F cover the Part B deductible, and these plans
are not available to new Medicare enrollees as of 2020.

3. Other Key Benefits

Blood (first three pints): Medigap covers the cost of the first three pints of blood
needed for a medical procedure each year.

Skilled nursing facility care coinsurance: Many Medigap plans cover the
coinsurance for days 21-100 of skilled nursing facility care.
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Foreign travel emergency care: Some plans (C, D, F, G, M, N) cover 80% of
emergency medical care during the first 60 days of a trip outside the U.S., up to plan
limits.

4. Standardization and Flexibility

Standardized coverage: All Medigap plans with the same letter offer the same
benefits, regardless of the insurer or state (except in Massachusetts, Minnesota,
and Wisconsin, which have their own standardization).

Nationwide acceptance: Medigap is accepted anywhere Medicare is accepted,
making it ideal for those who travel or live in multiple states.

What Medigap Does NOT Cover

While Medigap is valuable for reducing out-of-pocket costs for Medicare-covered services,

there are important limitations. Medigap policies generally do not cover:

Long-term care: Custodial care in a hursing home or assisted living facility is not
covered.

Routine vision, dental, or hearing care: Exams, glasses, hearing aids, cleanings,
fillings, and dentures are notincluded.

Prescription drugs: Medigap plans sold after 2005 do not include outpatient
prescription drug coverage. You must enroll in a separate Medicare Part D plan for
this benefit.

Private-duty nursing: Personal nursing care in your home or hospital is not covered.

Eyeglasses and hearing aids: These items and their associated exams are
excluded.

Other health perks: Fitness memberships, transportation services, and other
wellness benefits are not covered by Medigap.

How Medigap Works With Medicare

1.

Medicare pays first: For any Medicare-approved service, Medicare pays its share.

2. Medigap pays second: Your Medigap policy pays its share of the remaining costs,

depending on your plan.
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3. You pay any remaining costs: If there are costs not covered by either Medicare or
your Medigap plan, you are responsible for them.

Examples of What’s Covered and Not Covered

Service/Benefit Covered by Notes

Medigap?
Part A hospital
coinsurance/deductible Yes Up to plan limits

Most plans cover 100%, some cover 50%

Part B coinsurance/copayment Yes or75%
Blood (first 3 pints) Yes All plans cover
Skilled nursing facility coinsurance Some plans Not all plans include this

Foreign travel emergency care

Some plans

PlansC,D, F, G, M, N

Prescription drugs No Buy a separate Part D plan
Dental, vision, hearing care No Notincluded
Long-term care No Notincluded
Private-duty nursing No Notincluded
Eyeglasses, hearing aids No Notincluded
Wellness/fitness benefits No Notincluded
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Special Notes

e Prescription drug coverage: If you want outpatient prescription drug coverage, you
must purchase a separate Medicare Part D plan.

¢ No double coverage: You cannot have both a Medigap policy and a Medicare
Advantage plan at the same time.

e Spousal coverage: Medigap policies cover only one person. If your spouse wants
coverage, they must purchase a separate policy.

Conclusion

Medigap is a powerful tool for reducing out-of-pocket costs associated with Original
Medicare, covering many deductibles, copayments, and coinsurance amounts. However, it
does not cover everything—especially routine dental, vision, hearing, long-term care, and
prescription drugs. For those seeking comprehensive coverage, it’s important to pair
Medigap with a Part D plan for medications and consider other options for dental, vision,
and hearing care. Understanding these boundaries will help you select the right
combination of coverage for your needs and avoid costly surprises.

Standardized Medigap Plans (A-N)

Medigap, or Medicare Supplement Insurance, is designed to help cover the costs that
Original Medicare (Parts A and B) does not pay—such as deductibles, copayments, and
coinsurance. To make it easier for consumers to compare options, Medigap plans are
standardized by federal law into lettered plans (A through N). Each standardized plan offers
a specific set of benefits, and the coverage for each lettered plan is the same no matter
which private insurance company sells it or where it is sold (except in Massachusetts,
Minnesota, and Wisconsin, which have their own standardization).

This chapter provides a detailed look at each standardized Medigap plan, how they differ,
and what coverage they offer in 2025.
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The Structure of Standardized Medigap Plans

All Medigap plans cover some or all the following basic benefits:

Medicare Part A coinsurance and hospital costs (up to an additional 365 days after
Medicare benefits are used up)

Medicare Part B coinsurance or copayment
Blood (first 3 pints)

Part A hospice care coinsurance or copayment

Some plans also cover:

Skilled nursing facility care coinsurance
Medicare Part A deductible

Medicare Part B deductible (only Plans C and F, which are not available to new
enrollees as of 2020)

Medicare Part B excess charges (the amount a provider may charge above the
Medicare-approved amount)

Foreign travel emergency care (up to plan limits)

Annual out-of-pocket maximum (only Plans Kand L)
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Medigap Plan Comparison Chart (2025)

Below is a summary of the benefits offered by each standardized Medigap plan:

Benefit A|B|C D F* G* K L M N
Part A coinsurance & hospital costs

(365 extra days) vViv|Vv v v v v v v v
Part B coinsurance or copayment VI Vv | Vv v v v 50% 75% v V*E
Blood (first 3 pints) Vi Vv |V v v v 50% 75% v v
Part A hospice care coinsurance or

copayment vViv|Vv v v v 50% 75% v v
Skilled nursing facility care

coinsurance v v v v 50% 75% v v
Part A deductible NERY% v v v 50% 75% 50% | v
Part B deductible v v

Part B excess charge v v

Foreign travel emergency (up to plan

limits) 80% | 80% | 80% | 80% 80% | 80%
Out-of-pocket annual limit $7,220 | $3,610

Key notes:

e *Plans F and G also offer a high-deductible version. You must pay the first $2,870 in

2025 before the plan pays benefits.
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e **Plan N pays 100% of Part B coinsurance, except for a copayment of up to $20 for

some office visits and up to $50 for emergency room visits that don’t result in an
inpatient admission.

e Plans C and F are only available to people who became eligible for Medicare before

January 1, 2020.

Overview of Each Plan
Plan A
e The most basic plan; covers only the four core benefits.
e Allinsurers that sell Medigap must offer Plan A.
Plan B
o Covers everything in Plan A plus the Part A hospital deductible.
Plan C

e Covers all basic benefits, skilled nursing facility coinsurance, Part Aand B
deductibles, and foreign travel emergency care.

 Notavailable to those newly eligible for Medicare after January 1, 2020.
Plan D

o Covers most benefits except the Part B deductible and excess charges.
Plan F

e The most comprehensive plan, covering all possible Medigap benefits.

¢ Not available to new Medicare enrollees after January 1, 2020, but those eligible
before then can still enroll.

e Also available as a high-deductible plan.

Plan G
e Covers everything Plan F does except the Part B deductible.
¢ Increasingly popular for new enrollees.

e Also available as a high-deductible plan.
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Plan K
o Offers partial coverage (50%) for most benefits and has a lower premium.

e Includes an annual out-of-pocket maximum ($7,220 in 2025). After reaching this,
the plan pays 100% of covered services.

Plan L
o Offers 75% coverage for most benefits and a higher premium than K.
e Has alower out-of-pocket maximum ($3,610 in 2025).

Plan M

o Covers most benefits, including 50% of the Part A deductible and 80% of foreign
travel emergency care.

e Does notcoverthe Part B deductible or excess charges.
Plan N

e Covers most benefits, but you pay copayments of up to $20 for office visits and up
to $50 for emergency room visits that do not result in admission.

e Does not cover Part B excess charges or the Part B deductible.

High-Deductible Plans

e High-Deductible Plan F and G: You must pay a deductible ($2,870 in 2025) before
the plan pays anything. After the deductible, the plan covers all benefits included in
standard Plan F or G.

Out-of-Pocket Limits
e PlanK:$7,220in 2025
e PlanL:$3,610in 2025

¢ Onceyou reach the annual limit, the plan pays 100% of covered services for the rest
of the year.
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Choosing a Medigap Plan

When selecting a Medigap plan, consider:
¢ Your health needs and how often you use healthcare services.
e Your budget for monthly premiums and out-of-pocket costs.
e Whether you want coverage for foreign travel emergencies.

o Ifyou’re eligible for Plans C or F (only if you were eligible for Medicare before January
1, 2020).

e Ifyou prefer a plan with an out-of-pocket maximum (K or L).

Remember, all plans with the same letter offer the same benefits, but premiums can vary
by insurer and location. Shop around and compare costs.

Conclusion

Standardized Medigap Plans A-N allow Medicare beneficiaries to tailor their supplemental
coverage to their financial and health needs. While all plans offer basic protections, higher-
lettered plans and those with higher premiums provide more comprehensive coverage.
Understanding the differences between these plans—and how they coordinate with
Original Medicare—will help you choose the best Medigap policy for your situation.

Medigap vs. Medicare Advantage

When considering supplemental coverage for Medicare, beneficiaries are often faced with
a choice between Medigap (Medicare Supplement Insurance) and Medicare Advantage
(Part C) plans. These two options serve different purposes, have distinct structures, and
offer unique advantages and disadvantages. Understanding the key differences between
Medigap and Medicare Advantage is essential for making an informed decision that aligns
with your healthcare needs, financial situation, and lifestyle.

What Is Medigap?

Medigap is a supplemental insurance policy sold by private insurers to help pay for out-of-
pocket costs not covered by Original Medicare (Parts A and B), such as deductibles,
copayments, and coinsurance. Medigap policies are standardized into lettered plans (A-N),
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each offering a specific set of benefits. Medigap works only with Original Medicare and
cannot be used with Medicare Advantage plans. You must pay a separate premium for
Medigap, in addition to your Part B premium.

Key features of Medigap:
o Works alongside Original Medicare.
¢ Covers many out-of-pocket costs, reducing your financial risk.
e Letsyou see any doctor or hospitalin the U.S. that accepts Medicare.
e No provider networks or referrals required.
e Doesnotinclude prescription drug coverage (you must buy a separate Part D plan).

¢ Does not offer extra benefits like dental, vision, or hearing care.

What Is Medicare Advantage?

Medicare Advantage plans are private insurance alternatives to Original Medicare. These
plans bundle Part A and Part B coverage, and most also include prescription drug coverage
(Part D). Many plans offer additional benefits, such as dental, vision, hearing, fitness, and
wellness programs. Medicare Advantage plans typically have lower premiums than
Medigap, but you are required to use a network of providers and may need referrals for
specialists.

Key features of Medicare Advantage:
e« Replaces Original Medicare with a private plan.
¢ Oftenincludes prescription drug coverage and extra benefits.
e Requires you to use a provider network (except in emergencies).
¢ Mayrequire referrals and prior authorization for certain services.
¢ Has an annual out-of-pocket maximum for covered services.

e May have $0 or low premiums, but you still pay the Part B premium.
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Side-by-Side Comparison

Feature

Medigap (with Original Medicare)

Medicare Advantage (Part C)

Provider Choice

Any doctor/hospital accepting
Medicare

Usually limited to network providers

Referrals Needed No Often yes (especially in HMOs)
Usually local/regional (except
Nationwide Coverage Yes emergencies)
Yes ($9,350 in 2025 for in-network
Out-of-Pocket Maximum No (except Plans K& L) care)

Prescription Drug

Not included (add Part D

Coverage separately) Often included

Often includes dental, vision, hearing,
Extra Benefits No etc.
Premiums Higher Lower (sometimes $0)

Travel Flexibility

Excellent (U.S.-wide, some foreign)

Limited (unless plan offers travel
benefits)

Medical Underwriting

Possible after open enrollment

Not required

Enrollment Periods

Best when first eligible for
Medicare

Annual open enrollment and special
periods

Foreign Emergency
Coverage

Yes (some plans)

Only if plan offers travel benefits
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Advantages and Disadvantages

Medigap Pros

Maximum provider freedom: See any Medicare-accepting provider nationwide, no
referrals needed.

Predictable costs: Most out-of-pocket expenses are covered, resulting in lower
financial risk.

Great for frequent travelers: Coverage is not limited by state or region, and some
plans cover foreign emergency care.

No managed care restrictions: No prior authorization or plan interference in
healthcare decisions.

Medigap Cons

Higher premiums: Monthly costs are generally higher than Medicare Advantage.

Separate prescription plan needed: Must purchase a standalone Part D plan for
drug coverage.

No extra benefits: Does not cover dental, vision, hearing, or wellness perks.

Limited enrollment flexibility: Outside your initial enrollment window, you may be
subject to medical underwriting and could be denied coverage or charged more
based on health.

Medicare Advantage Pros

Lower premiums: Many plans have low or $0 premiums (excluding Part B
premium).

Bundled coverage: Includes hospital, medical, and usually prescription drug
coverage.

Extra benefits: Most plans offer dental, vision, hearing, fitness, and more.

Annual out-of-pocket cap: Limits your maximum spending for covered services
each year.

No medical underwriting: Enrollmentis open during annual periods regardless of
health status.
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Medicare Advantage Cons

e Provider network restrictions: Must use in-network providers for non-emergency
care; may need referrals.

o Geographic limitations: Coverage is generally local; routine care while traveling is
not covered.

e Prior authorization: Many services require plan approval before you receive care.

¢ Variable out-of-pocket costs: Copays and coinsurance can add up, especially for
frequent healthcare users.

¢ Changing benefits: Plan networks, costs, and benefits can change annually.

Who Should Consider Each Option?
Consider Medigap if you:
¢ Wantthe broadest choice of doctors and hospitals.
e Travel frequently within the U.S. or abroad.
e Have chronic or complex health conditions requiring frequent care.
o Prefer predictable, low out-of-pocket costs for covered services.
Consider Medicare Advantage if you:
¢ Want lower monthly premiums and extra benefits.
e Are comfortable using a provider network and working within plan rules.
e Prefer bundled coverage, including prescription drugs and wellness benefits.

o Rarely travel outside your local area.

Important Rules

¢ You cannot have both Medigap and Medicare Advantage at the same time. If you
want to switch, you must disenroll from one before enrolling in the other.

e Enrollment periods differ: Medigap is best purchased during your initial eligibility
window; Medicare Advantage has annual open enrollment and special periods.
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o Prescription coverage: Medigap requires a separate Part D plan; Medicare
Advantage usually includes drug coverage.

Conclusion

Medigap and Medicare Advantage are fundamentally different approaches to
supplementing your Medicare coverage. Medigap offers maximum provider flexibility and
financial predictability, while Medicare Advantage provides lower premiums, bundled
benefits, and additional perks—but with more restrictions on provider choice and care
management. Your decision should be based on your health needs, financial situation,
travel habits, and personal preferences for how you want to access and manage your
healthcare. Carefully compare the features, costs, and limitations of each option to select
the plan that best fits your life.

How to Enroll in Medigap

Enrolling in a Medigap (Medicare Supplement Insurance) policy is a crucial step for
beneficiaries who want to reduce out-of-pocket costs not covered by Original Medicare.
The process is straightforward, but timing and plan selection are critical for securing the
best coverage and rates. This chapter provides a step-by-step guide to Medigap enrollment,
including eligibility, the best time to enroll, how to compare plans, and what to expect after

you apply.

Step 1: Understand Your Eligibility
To buy a Medigap policy, you must:
e Be enrolled in both Medicare Part A and Part B.

e Be atleast65years old (in most states) or meet state-specific requirements if you
are under 65 and eligible for Medicare due to disability or End-Stage Renal Disease
(ESRD).

e Liveinthe state where the policy is offered.

Step 2: Know Your Medigap Open Enrollment Period

What Is the Medigap Open Enrollment Period?
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Duration: The Medigap Open Enrollment Period is a one-time, six-month window
that begins the first month you are both 65 or older and enrolled in Medicare Part B.

Why It Matters: During this period, you have the guaranteed right to buy any
Medigap policy sold in your state, regardless of your health status or pre-existing
conditions. Insurance companies cannot use medical underwriting to deny you
coverage or charge higher premiums due to health issues.

After the Period: Once this window closes, you may be denied coverage or charged
more based on your health, unless you qualify for a guaranteed issue right due to
specific circumstances (such as losing other coverage).

Step 3: Compare Medigap Plans

How to Compare Plans

Standardized Plans: Medigap plans are standardized by letter (A-N). Each lettered
plan offers the same benefits nationwide, though not all plans are available in every
state.

Coverage Needs: Consider your current and future healthcare needs, travel habits,
and budget. Review the benefits of each plan letter to determine which best fits your
situation.

Price Shop: The only difference between the same lettered plan from different
insurers is the price. Compare premiums from multiple insurance companies
licensed in your state.

Resources: Use your State Health Insurance Assistance Program (SHIP) for free,
unbiased help. Many states also offer Medigap rate comparison guides.

Step 4: Choose and Apply for a Policy

How to Apply

Select a Plan and Insurer: Choose the plan letter and insurance company that best
meets your needs and budget.

Get an Official Quote: Contact the insurer for a formal quote. Ask for a clearly
worded summary of the policy and review it carefully.
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e Application Process: You can apply online, by phone, by mail, or with the help of a
licensed insurance agent. Most insurers offer multiple application methods for your
convenience.

o Effective Date: Generally, your Medigap policy will start on the first day of the
month after you apply, but you can request a later start date if needed.

What You’ll Need
¢ Your Medicare card (showing Part A and Part B effective dates)
e Personalinformation (name, address, date of birth, etc.)
e Paymentinformation for your first premium

e Documentation if you’re applying under a guaranteed issue right

Step 5: After You Enroll

¢ Confirmation: You should receive a Medigap policy card or proof of insurance
shortly after your application is processed.

« Keep Documentation: Save all paperwork, including your summary of benefits and
policy documents.

e Check Your Start Date: If you don’t receive confirmation within 30 days, contact the
insurer. If you don’t receive your policy within 60 days, contact your State Insurance
Department.

Special Enrollment Situations: Guaranteed Issue Rights
Outside the Medigap Open Enrollment Period, you may have guaranteed issue rights if:
¢ You lose other health coverage (such as employer or union coverage).

e Your Medicare Advantage plan leaves your area or you move out of the plan’s service
area.

e« You joined a Medicare Advantage plan when you were first eligible and want to
switch back to Original Medicare within the first year (“trial right”).

e Other specific circumstances as defined by federal or state law.
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With a guaranteed issue right, insurers cannot deny you a policy or charge more due to
health problems, but you may need to provide proof of your qualifying situation.

Enrolling If You’re Under 65

Federal law does not require insurers to offer Medigap to people under 65, but many states
do. If you are under 65 and eligible for Medicare due to disability or ESRD, check with your
State Insurance Department for your rights and plan availability.

Changing or Switching Medigap Policies

e You can apply to change Medigap policies at any time, but outside your open
enrollment or a guaranteed issue period, insurers may use medical underwriting
and can deny coverage or charge higher premiums based on your health.

e Some states have additional consumer protections or annual open enrollment
periods for Medigap.

Protecting Yourself When Shopping for Medigap
e Only buy from licensed insurers in your state.
¢ Make sure the policy is clearly labeled as “Medicare Supplement Insurance.”

e Bewary ofillegal practices, such as being pressured to buy duplicate policies or
being misled about benefits.

e Contact your State Insurance Department or SHIP if you have questions or
concerns.

259



Summary Table: Medigap Enrollment Steps

Step

What to Do

1. Check eligibility

Enroll in Medicare Part A and Part B; be 65+ (or meet state-specific rules)

2. Know your window

Use the 6-month Open Enrollment Period after enrolling in Part B

3. Compare plans

Review standardized plans (A-N); compare prices from multiple insurers

4. Apply

Apply online, by phone, by mail, or with an agent; provide required info

5. Confirm and protect

Keep all documents; confirm policy start date; contact insurer if delayed

Conclusion

Enrolling in a Medigap policy is easiest and most affordable during your one-time six-month
Open Enrollment Period, which begins when you are both 65 or older and enrolled in
Medicare Part B. During this window, you have guaranteed access to any Medigap plan sold

in your state, regardless of your health. Take time to compare plans, shop for the best price,

and use available resources for guidance. After your open enrollment period, your options

may be more limited and costs higher, so acting promptly is in your best interest.

Medigap Costs and Pricing

Medigap (Medicare Supplement Insurance) is designed to help cover the out-of-pocket

costs that Original Medicare doesn’t pay, such as deductibles, coinsurance, and
copayments. While the benefits for each standardized Medigap plan letter (A-N) are the

same no matter which insurer you choose, the costs can vary widely based on several

factors. Understanding how Medigap pricing works, what influences your premium, and

how to compare plans will help you make a confident, cost-effective choice.
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What Are the Main Costs of Medigap?
When you purchase a Medigap policy, you are responsible for:

¢ Monthly premium: Paid to the private insurance company, in addition to your

Medicare Part B premium.

e Out-of-pocket costs: Depending on the plan, you may still have copayments,
coinsurance, or deductibles for certain services.

¢ Annualincreases: Premiums typically increase each year due to inflation, changes
in healthcare costs, and your age (depending on the pricing method).

Medicare does not pay any part of your Medigap premium.

How Are Medigap Premiums Set?

Medigap premiums can vary significantly—even for the same plan letter—based on the
insurance company, your location, your age, and other factors. Insurers use three main

pricing methods:
1. Community-Rated (No Age-Rated)
¢ Everyone pays the same premium regardless of age.

¢ Premiums may increase due to inflation or other factors, but not because you get

older.
e Some states require this method, which can be more consumer-friendly over time.
2. Issue-Age-Rated (Entry Age-Rated)
e Premium is based on your age when you buy the policy.
e Theyoungeryou are when you enroll, the lower your premium.
e Premiums do notincrease as you age, but may rise due to inflation or other factors.

e Four states (Arizona, Florida, Georgia, Missouri) allow this method but prohibit
attained-age rating.

3. Attained-Age-Rated
e Premium is based on your current age.

e Premiums start lower for younger buyers but increase as you get older.
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These plans can become the most expensive over time, especially as you age into
your 70s and 80s.

This is the most common pricing method in the majority of states.

State regulations affect which pricing systems are allowed. For example, nine states

require community rating, while most states allow all three methods.

What Factors Affect Medigap Pricing?

Beyond the rating method, several other factors can influence your Medigap premium:

Location: Premiums are typically higher in areas with higher healthcare costs or
Medicare spending per beneficiary.

Age: Depending on the pricing method, your age at purchase or current age can
affect your premium.

Gender: Some insurers offer lower rates for women.
Tobacco use: Smokers may pay higher premiums.

Household discounts: Some insurers offer discounts if more than one personin a
household has a Medigap policy with them.

Payment method: Discounts may be available for automatic payments, annual
payments, or online applications.

Medical underwriting: If you apply outside your Open Enrollment Period or without
a guaranteed issue right, insurers may charge more or deny coverage based on your
health history.

Medigap Premium Ranges

Medigap premiums can range widely:

Lowest-cost plans: $30-$40 per month (typically high-deductible or limited
coverage plans like Plan K or L).

Most plans: $100-$300+ per month, depending on plan letter, location, and
personal factors.
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e High-deductible plans: Lower premiums (for example, high-deductible Plan G
premiums can range from $28-$109 per month, but you must pay a $2,870
deductible in 2025 before coverage begins).

o Highest-cost plans: In some areas and for certain plans, premiums can exceed
$500 per month.

Sample Premium Ranges (2025)

Plan Type Example Monthly Premium Range (65-year-old, nonsmoker)
Plan A $99-$225

Plan B $141-$316

Plan D $128-$304

Plan G $129-$364 (standard); $28-$109 (high deductible)

Plan K $58-$145

Plan L $97-$208

Plan N $94-$232

Premiums can be even higher in some cities or for older applicants, and lower in others.

Other Out-of-Pocket Costs

e Plan N: Requires copays up to $20 for office visits and up to $50 for emergency
room visits that don’t result in admission.

¢ Plan Kand Plan L: Require you to pay 50% or 25%, respectively, of most covered
services until you reach the annual out-of-pocket maximum ($7,220 for Plan K and
$3,610 for Plan L in 2025).
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e High-deductible plans: Require you to pay the first $2,870 in 2025 before coverage
begins.

Discounts and Savings Opportunities
Many insurers offer ways to reduce your Medigap premium:

e Household discounts: For spouses or partners who both have Medigap policies
with the same company.

e Automatic payment or annual payment discounts
¢ Online application discounts

e Multi-policy discounts: For bundling with other insurance products from the same
company.

Always ask insurers about available discounts when comparing quotes.

Trends in Medigap Premiums

o Premiums have risen over time: Average Medigap premiums increased from $127
in 2001 to $177in 2010, with an average annual increase of about 3.8%.

« Premiums may rise each year: Even after you enroll, expect annual increases due
to inflation, healthcare costs, and (for attained-age-rated plans) your advancing age.

Comparing Medigap Plans

Because the benefits are standardized, the only real difference between plans with the
same letter is the price and any extra perks (like gym memberships or wellness
programs). It’s essential to:

e Compare premiums for the same plan letter across different insurers.
e Considerthe pricing method and how it will affect your costs over time.

e Factorin discounts and your eligibility for them.
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Paying for Medigap

¢ You pay your Medigap premium directly to the insurer, in addition to your monthly
Medicare Part B premium.

¢ Premiums are typically paid monthly, but some insurers offer discounts for annual
payments or automatic withdrawals.

Conclusion

Medigap costs and pricing vary widely based on plan type, location, age, health, and the
insurer’s pricing method. While Medigap can provide valuable financial protection and
predictability, it’s crucial to shop carefully, compare quotes, and understand how your
costs may change over time. Always review the details, ask about discounts, and choose
the plan that offers the coverage you need at a price you can sustain.
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Chapter Eight

Key Medicare Changes for 2025-2026

Medicare is entering a period of historic transformation in 2025 and 2026, bringing major
reforms to Original Medicare, Medicare Advantage (MA), and prescription drug coverage
(Part D). These changes are designed to make healthcare more affordable, expand access,
strengthen consumer protections, and modernize program administration. Below is a
comprehensive overview of the most significant updates and trends beneficiaries will
encounter.

1. Prescription Drug Coverage: Major Overhaul
$2,000 Out-of-Pocket Cap for Part D

Beginning in 2025, Medicare Part D enrollees will have their annual out-of-pocket costs for
covered prescription drugs capped at $2,000. This is a dramatic shift from previous years,
where there was no ceiling on drug spending. Once you reach the cap, you pay nothing for
covered drugs for the rest of the year. This change is expected to save millions of
beneficiaries significant amounts each year, especially those with high drug costs.

Elimination of the Donut Hole

The notorious “donut hole”—a coverage gap where beneficiaries previously paid a higher
share of drug costs after reaching a certain threshold—is eliminated in 2025. Now, cost-
sharing is consistent until the $2,000 cap is reached, simplifying the benefit and removing
unpredictability from drug expenses.

Medicare Prescription Payment Plan (Payment Smoothing)

A new voluntary Medicare Prescription Payment Plan allows beneficiaries to spread their
out-of-pocket drug costs evenly over the year, rather than paying large sums upfront when
filling high-cost prescriptions. Enrollees can optin and pay their share in monthly
installments, making drug costs more predictable and manageable.

Catastrophic Coverage Improvements

As of 2024, the 5% coinsurance for catastrophic coverage under Part D was eliminated,
meaning beneficiaries pay $0 for covered drugs after reaching the catastrophic threshold.
In 2025, this is replaced by the $2,000 out-of-pocket cap, making catastrophic coverage
automatic and universal.
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2. Medicare Advantage (MA) and Part D Policy Updates
Enhanced Federal Funding and Payment Stability

Federal payments to MA plans will increase by 5.06% in 2026, supporting expanded
benefits and program stability. The 2026 MA and Part D final rule also updates payment
methodologies and risk adjustment models to better reflect enrollee health status and
improve payment accuracy.

Integrated Care for Dual-Eligible Special Needs Plans (D-SNPs)

More dual-eligible beneficiaries (those with both Medicare and Medicaid) will have access
to integrated D-SNPs, which coordinate all Medicare and Medicaid benefits through a
single plan. Some D-SNP enrollees will be able to change plans monthly, providing greater
flexibility and choice.

Supplemental Benefits and Notifications

Starting in 2026, MA plans must notify members mid-year about unused or underutilized
supplemental benefits—such as dental, vision, hearing, OTC, transportation, and meal
benefits. This aims to help beneficiaries maximize their coverage and increase awareness
of available services.

3. Expanded Coverage and Access
Mental and Behavioral Health

Medicare is expanding coverage for mental health services, including more comprehensive
assessments and reimbursement for new provider types such as marriage counselors,
family therapists, and mental health counselors. New intensive outpatient behavioral
health programs will bridge the gap between outpatient therapy and inpatient psychiatric
care, and enhanced opioid treatment programs will allow for more telehealth options.

Cardiovascular and Preventive Services

Medicare will now cover more cardiovascular risk assessments and related preventive
services as part of standard evaluation and management visits, reflecting a focus on
prevention and chronic disease management.
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4. Cost and Premium Adjustments
Parts A and B Premiums and Deductibles

Premiums, deductibles, and coinsurance for traditional Medicare (Parts A and B) have
increased in 2025:

Part A deductible: $1,676 per benefit period

e Part A coinsurance: $419 per day (days 61-90), $838 per day (lifetime reserve days)
e Part A premium: $285 per month (for those who pay)
e PartB premium: $185 per month
e PartB deductible: $257 per year
Medicare Advantage Plan Adjustments

While many Medicare Advantage plans are maintaining or enhancing benefits to remain
competitive, some are reducing certain supplemental benefits in response to lower
government payments. The number of zero-premium plans is increasing, but the median
out-of-pocket maximum is also rising, and the number of plan choices is slightly
decreasing.

5. Regulatory and Policy Developments
2026 Final Rule Highlights

The 2026 final rule codifies changes to the Medicare Prescription Payment Plan, D-SNPs,
Star Ratings, and other programmatic areas. It finalizes the use of updated risk adjustment
models for MA plans and sets technical standards for payment and plan administration.
Some proposed changes—such as expanded coverage for anti-obesity medications and
new requirements for artificial intelligence in utilization management—were not finalized
and may be addressed in future rulemaking.

6. Other Notable Changes
Extra Help (Low-Income Subsidy) Expansion

The federal Extra Help program is expanding, making more beneficiaries eligible for
reduced or eliminated premiums, deductibles, and copays for Part D coverage.
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No Cost-Sharing for Vaccines and Insulin Caps

Vaccines recommended by the CDC’s Advisory Committee on Immunization Practices are

now free under Part D. Monthly copays for insulin are capped, continuing a trend toward
greater affordability for chronic condition management.

Summary Table: Key Medicare Changes for 2025-2026

Change/Feature

2025-2026 Details

Part D Out-of-Pocket Cap

$2,000 in 2025, rising to $2,100 in 2026

Donut Hole

Eliminated in 2025

Prescription Payment Smoothing

Available in 2025 (optional monthly payment plan)

Catastrophic Coverage

$0 coinsurance after reaching cap

MA Plan Funding Increase

5.06% paymentincrease for 2026

D-SNP Integrated Care

More plans, monthly switching for some enrollees

Supplemental Benefit Notifications

Required mid-yearin 2026

Expanded Behavioral Health Coverage

More provider types, new intensive outpatient programs

Extra Help (LIS) Expansion

More beneficiaries eligible, lower drug costs

Part A/B Premiums & Deductibles

Increased for 2025

No Cost-Sharing for Vaccines/Insulin

Continued in 2025
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Conclusion

The 2025-2026 Medicare changes mark a major shift toward more affordable prescription
drug coverage, expanded access to mental and behavioral health services, improved care
coordination for dual-eligible beneficiaries, and stronger consumer protections. With the
new $2,000 cap on out-of-pocket drug costs, elimination of the donut hole, and payment
smoothing options, Medicare is becoming more predictable and manageable for
beneficiaries. At the same time, increases in Parts A and B premiums and deductibles, as
well as changes in some Medicare Advantage benefits, highlight the importance of
reviewing your coverage annually and understanding how these changes may affect your
healthcare and budget.

Prescription Drug Out-of-Pocket Cap ($2,000 for Part D)

Starting January 1, 2025, Medicare is introducing a transformative change for anyone with
prescription drug coverage under Part D, including both stand-alone Prescription Drug
Plans (PDPs) and Medicare Advantage plans with drug coverage (MA-PDs). The annual out-
of-pocket maximum for covered prescription drugs will be capped at $2,000. This reform is
one of the most significant improvements to Medicare in decades, providing new financial
security and predictability for millions of beneficiaries.

What Is the $2,000 Out-of-Pocket Cap?

The $2,000 out-of-pocket cap is a yearly limit on how much you will pay for covered
prescription drugs under your Medicare Part D plan. Once your total out-of-pocket
spending on deductibles, copayments, and coinsurance for covered medications reaches
$2,000 in a calendar year, you will pay nothing for additional covered prescriptions for the
rest of that year.

This cap applies to all Medicare beneficiaries with Part D coverage, regardless of income,
health status, or whether their plan is a stand-alone PDP or a Medicare Advantage plan
with drug coverage. The cap is automatic—there is no need to enroll or apply separately.
Your plan will track your spending and stop charging you for covered drugs once you reach
the threshold.
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What Counts Toward the Cap?
The $2,000 cap includes all out-of-pocket spending for:
e Your annual Part D deductible (up to $590 in 2025)
e Copayments and coinsurance for covered prescription drugs

e All medications listed on your plan’s formulary (the official list of drugs your plan
covers), including specialty and high-cost drugs

What does not count toward the cap:
e Monthly Part D plan premiums
e Costs for drugs not covered by your plan’s formulary

e Costs for medications covered under Medicare Part B (such as many injectable or
infused drugs administered in a doctor’s office)

How Does the Cap Work?

1. Deductible Phase: You pay the full cost of your prescriptions until you reach your
plan’s deductible (up to $590 in 2025).

2. Initial Coverage Phase: After meeting the deductible, you pay copays or
coinsurance for each prescription. Your plan pays the rest.

3. Reaching the Cap: As you pay your deductible, copays, and coinsurance, these
amounts accumulate toward the $2,000 cap.

4. Afterthe Cap: Once your total out-of-pocket spending on covered drugs reaches
$2,000, you pay $0 for covered prescriptions for the rest of the year. Your plan covers
100% of the cost for the remainder of the year.

This new structure eliminates the previous “catastrophic” phase, where beneficiaries paid
5% coinsurance after reaching a high spending threshold. Now, there is a firm ceiling on
your annual prescription drug costs.

Who Benefits from the Cap?

¢ Al Medicare Part D enrollees: The cap applies universally to anyone with Part D
coverage.
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o People with high drug costs: Beneficiaries who take expensive medications for
chronic or serious conditions (such as cancer, rheumatoid arthritis, or multiple
sclerosis) will see the greatest savings—sometimes thousands of dollars per year.

o Those not eligible for Extra Help: While the federal Extra Help (Low-Income
Subsidy) program already limits drug costs for low-income beneficiaries, the $2,000
cap is especially valuable for those who do not qualify for Extra Help but still face
high medication expenses.

What About Drugs Not Covered by the Cap?
e The $2,000 cap only applies to drugs covered by your Part D plan’s formulary.

¢ Itdoes notapply to drugs covered under Medicare Part B (such as many infusions or
injections administered in a medical setting).

e ltdoes not apply to your monthly Part D plan premium.

e Ifyou need a drugthatis not on your plan’s formulary, you may request a formulary
exception or appeal, but those costs do not count toward the $2,000 cap unless the
exception is granted.

How Will the Cap Change in the Future?

e The $2,000 cap is indexed to rise each year after 2025 based on the growth in per
capita Part D costs. In 2026, the cap will increase to $2,100.

e Eachyear, beneficiaries should check the new cap amount and review their plan’s
formulary during Medicare Open Enrollment (October 15-December 7).

Payment Smoothing Option

Beginning in 2025, beneficiaries can opt to spread their out-of-pocket drug costs into equal
monthly payments over the course of the year, rather than paying large sums up front. This
“payment smoothing” program is voluntary and can be especially helpful for those who
reach the cap early in the year due to high-cost medications. You must opt in through your
plan provider, and payments are billed by your insurer.
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Practical Example

Suppose you have high prescription drug costs and reach $2,000 in out-of-pocket spending
by June. For the rest of the year, you pay $0 for all additional covered prescriptions. If you
prefer, you can choose the payment smoothing option and pay your expected out-of-
pocket costs in equal installments each month, making budgeting easier.

Key Takeaways

e $2,000 cap: No Medicare Part D enrollee will pay more than $2,000 out of pocket for
covered prescription drugs in 2025.

¢ Automatic protection: The cap is applied automatically; no action is needed to
enroll.

e Covers all covered drugs: Applies to all medications on your plan’s formulary,
including specialty drugs.

¢ Does notinclude premiums or non-formulary drugs: Premiums and uncovered
drugs do not count toward the cap.

e Annualincrease: The cap will rise in future years to keep pace with drug costs.

Conclusion

The $2,000 out-of-pocket cap for Medicare Part D is a landmark improvement, providing
significant financial relief and predictability for millions of beneficiaries. By capping annual
prescription drug spending, eliminating the coverage gap, and offering payment smoothing,
Medicare is making it easier than ever for enrollees to manage their medication costs and
avoid the financial strain of high drug prices. Beneficiaries should review their plan options
annually and consider how these changes can help them better plan for their healthcare
needs.

Elimination of the Part D Coverage Gap (“Donut Hole”)

The Medicare Part D coverage gap, commonly known as the “donut hole,” has been a
source of confusion and financial strain for many beneficiaries since the inception of the
Part D program. As of January 1, 2025, the donut hole is officially eliminated, marking a
historic shift in how prescription drug coverage works for people with Medicare. This
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chapter explains what the donut hole was, why its elimination matters, and how the new
structure will affect your out-of-pocket costs and coverage experience.

What Was the Donut Hole?

The donut hole was a phase in the Medicare Part D benefit where beneficiaries, after
reaching a certain threshold of drug spending, were responsible for a larger share of their
prescription costs before catastrophic coverage kicked in. In 2024, for example, you
entered the donut hole when your drug spending reached $5,030. In this phase, you
typically paid up to 25% of the cost for covered brand-name and generic drugs until your
out-of-pocket costs reached $8,000, at which point catastrophic coverage began and your
cost-sharing dropped to zero.

This coverage gap was confusing and could result in significant, unexpected expenses for
those who needed multiple or high-cost medications. The donut hole was gradually closed
over the past decade, but it still existed as a distinct phase until the end of 2024.

What Changes in 20257
The Donut Hole Is Gone

Starting January 1, 2025, the donut hole is eliminated. This means that Medicare Part D
now has only three coverage phases:

1. Deductible Phase: You pay out of pocket for your prescriptions until you meet your
plan’s deductible (up to $590 in 2025, though some plans may have lower or no
deductible).

2. Initial Coverage Phase: After the deductible, you pay copays or coinsurance for
covered drugs, and your plan pays the rest, until your out-of-pocket costs reach
$2,000.

3. Catastrophic Coverage Phase: Once you hit the $2,000 annual out-of-pocket cap,
you pay nothing for covered drugs for the remainder of the year.

There is no longer a separate coverage gap where you pay a higher share of drug costs after
initial coverage and before catastrophic coverage. The transition from initial coverage to
catastrophic coverage is now seamless and predictable.
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Why Is This Important?
Simplified and Predictable Costs

¢ No more sudden increases: Beneficiaries will no longer experience a spike in out-
of-pocket costs after reaching a certain spending threshold.

e Lower out-of-pocket maximum: The new $2,000 annual cap is significantly lower
than the previous catastrophic threshold, offering substantial savings for those with
high drug costs.

¢ No more four-phase confusion: The benefit structure is now easier to understand,
with only three phases.

Universal Application

e The elimination of the donut hole and the new cap apply to all Medicare Part D
plans, including stand-alone Prescription Drug Plans (PDPs) and Medicare
Advantage plans with drug coverage (MA-PDs).

Impact on Manufacturer Discounts

e In previous years, manufacturer discounts and other payments on your behalf
counted toward your out-of-pocket spending in the donut hole. Starting in 2025,
only what you actually pay out of pocket for covered drugs counts toward the $2,000
cap. Manufacturer discounts no longer count toward your out-of-pocket total.

How Does the New Part D Structure Work?
Three Coverage Phases in 2025
1. Deductible Phase

e You pay the full cost of your prescriptions until you reach your plan’s
deductible (up to $590).

2. Initial Coverage Phase

o Afterthe deductible, you pay copays or coinsurance for each covered drug.
Your plan pays the rest until your out-of-pocket costs reach $2,000.

3. Catastrophic Coverage Phase

e After reaching the $2,000 out-of-pocket maximum, you pay $0 for all covered
prescriptions for the rest of the year.
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Example

If you reach $2,000 in out-of-pocket spending by July, you will pay nothing for covered drugs
from August through December. If you have high drug costs early in the year, you can also
optinto the new payment smoothing program, spreading your out-of-pocket payments
evenly over 12 months.

What Should Beneficiaries Do?

e Review your Part D plan each year: Formularies, premiums, and cost-sharing can
change. Use the Medicare Plan Finder to compare options.

e Consider payment smoothing: If you expect to hit the $2,000 cap early in the year,
opt into the monthly payment plan to avoid large upfront costs.

¢ Understand what counts toward the cap: Only your actual out-of-pocket
payments for covered drugs count. Manufacturer discounts no longer accelerate
your progress to catastrophic coverage.

Summary Table: Medicare Part D in 2025

Phase What You Pay What the Plan When It Ends
Pays
Deductible 100% (up to $590) 0% When deductible is met
Copays/coinsurance When $2,000 OOP is
Initial Coverage (varies) Plan pays the rest reached

Catastrophic
Coverage $0 for covered drugs Plan pays 100% End of calendar year

276




Conclusion

The elimination of the Medicare Part D donut hole in 2025 marks a new era of simplicity and
affordability for prescription drug coverage. With a streamlined three-phase benefit, a
$2,000 annual out-of-pocket cap, and no more coverage gap, beneficiaries can expect
more predictable and manageable drug costs. These changes are designed to help millions
of Americans—especially those with high prescription needs—better plan for their
healthcare expenses and avoid the financial shocks of the past.

Expanded Access to Mental Health Services and Providers

Medicare is making some of its most significant improvements to mental health coverage
in 2025 and beyond, reflecting the growing recognition that mental health is as vital as
physical health for overall well-being. These changes are designed to make mental health
care more accessible, affordable, and comprehensive for all beneficiaries, whether they
are enrolled in Original Medicare or Medicare Advantage. This chapter explores the
expanded access to mental health services and providers, the new types of professionals
now covered, enhanced outpatient and intensive treatment options, and the continued
support for telehealth.

Expanded List of Covered Mental Health Providers

Alandmark change in 2025 is the broadening of the types of mental health professionals
that Medicare covers. For the first time, beneficiaries can receive services from:

e Licensed Mental Health Counselors (MHCs)
e Marriage and Family Therapists (MFTs)
¢ Addiction Counselors (if certified as MHCs)

e Community Health Workers and Peer Support Specialists (with specialized
knowledge in substance use disorders, in certain settings)

These providers join the existing roster of psychiatrists, psychologists, clinical social
workers, and psychiatric nurse specialists, giving beneficiaries a much wider choice of
professionals for therapy, counseling, and behavioral health support. This expansion is
especially important for rural and underserved areas, where access to psychiatrists and
psychologists has historically been limited.
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To be eligible for Medicare reimbursement, these new provider types must meet rigorous
state licensing and certification requirements, including advanced degrees and thousands
of hours of supervised clinical experience. This ensures that beneficiaries receive high-
quality, evidence-based care from qualified professionals.

New and Enhanced Mental Health Services
Outpatient Therapy and Counseling

Medicare Part B now covers a broader range of outpatient mental health services,
including:

e Individual, group, and family therapy
o Diagnostic evaluations and psychological testing

e Counseling for depression, anxiety, substance use, and other mental health
conditions

With the inclusion of MHCs and MFTs, beneficiaries have more options for regular therapy
sessions, marriage counseling, and family-based interventions.

Intensive Outpatient Programs (IOPs)

A critical gap in Medicare’s mental health coverage has been addressed with the addition
of Intensive Outpatient Programs (IOPs). These programs are designed for individuals who
need more support than traditional outpatient therapy but do not require inpatient
hospitalization.

IOP services include:
e Multiple weekly sessions of individual and group therapy
e Occupational therapy
e Social work and psychiatric nursing services
o Family and caregiver counseling
e Patient education and activity therapies
e Diagnostic and medication management services

IOPs are available in hospital outpatient departments, Medicare-certified community
mental health centers, federally qualified health centers, rural health clinics, and opioid
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treatment programs. However, Medicare currently covers only in-person IOP services, not
virtual or telehealth-based IOPs.

Crisis and Community-Based Services

Medicare is expanding coverage for mental health professionals who provide crisis support
outside traditional clinical settings. This includes on-the-ground crisis response, behavioral
health integration in primary care, and first-line interventions by primary care providers.

Telehealth and Remote Access

Medicare continues to support telehealth for mental and behavioral health services,
allowing beneficiaries to receive therapy and counseling from their homes. This is
especially beneficial for those in rural or underserved areas, or for individuals with mobility
challenges.

Key points for 2025:

e Mental and behavioral health telehealth services remain covered from home,
regardless of where you live.

e For most other telehealth services, you must be in a rural area and at a medical
facility.

e Audio-only telehealth remains available for mental health visits, increasing
accessibility for those without video technology.

Caregiver Training and Support

Recognizing the role of caregivers in mental health, Medicare now covers certain caregiver
training services if your doctor determines this support is necessary for your treatment
plan. This includes education and counseling for family members or others who help with
your care.

Lower Out-of-Pocket Costs for Mental Health Medications

Medicare Part D continues to cover a wide range of psychiatric medications, including
antidepressants, antipsychotics, and mood stabilizers. In 2025, out-of-pocket costs for all
covered drugs—including mental health medications—are capped at $2,000 per year,
reducing financial barriers for those managing chronic mental health conditions.
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Medicare Advantage: Network Adequacy and Provider Access

For Medicare Advantage enrollees, new rules require plans to include a robust network of
behavioral health providers, including the newly eligible MHCs, MFTs, addiction medicine
physicians, and opioid treatment programs. Plans must independently verify that providers
have the necessary experience and training to deliver behavioral health services, ensuring
high standards of care.

Summary Table: Expanded Mental Health Access in 2025

Change/Feature

Details

New covered providers

MHCs, MFTs, addiction counselors, peer specialists

Intensive Outpatient Programs (IOPs)

Now covered in-person at multiple facility types

Telehealth for mental health

Covered from home, including audio-only visits

Caregiver training

Covered if part of treatment plan

Lower drug costs

$2,000 annual cap on all covered Part D prescriptions

Medicare Advantage network standards

Stronger requirements for behavioral health provider networks

Conclusion

Medicare’s expanded access to mental health services and providers in 2025 marks a new

era for beneficiaries seeking comprehensive, affordable, and accessible behavioral health

care. With a broader range of covered professionals, new intensive outpatient options,
continued telehealth support, and lower drug costs, more people than ever can get the
help they need for mental health and substance use challenges. These changes reflect
Medicare’s commitment to treating mental health with the same urgency and importance

as physical health, supporting beneficiaries and their families on the path to wellness.
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New Caregiver Support and Training Benefits

Medicare is launching a transformative set of benefits for caregivers in 2025, recognizing
the essential role family and informal caregivers play in supporting people with chronic
illnesses, disabilities, and age-related conditions. These new benefits are designed to
equip caregivers with the knowledge, skills, and support they need to provide safe, effective
care at home—while also helping to reduce caregiver stress and improve patient
outcomes. This chapter details what’s new, who is eligible, what services are covered, and
how these changes will impact families and the healthcare system.

What Are the New Caregiver Support and Training Benefits?
Expanded Caregiver Training Coverage

Starting in 2025, Medicare Part B will cover structured training services for caregivers when
a healthcare provider determines that such training is necessary for a beneficiary’s
treatment plan. This is a significant expansion beyond previous Medicare rules, which
offered only limited support for caregivers (mainly in hospice or pilot programs).

Key features include:

e Individual and group training sessions: Caregivers can receive training one-on-one
or in groups, tailored to the specific needs of the patient and the caregiver’s role.

o Training topics: Sessions may cover medication administration, wound care,
infection prevention, safe transfer and mobility techniques, behavioral
management, communication strategies, and creating a safe home environment.

e Personalized instruction: Training is adapted to the patient’s health goals and the
caregiver’s experience level, ensuring practical, hands-on learning.

e Emotional support and coping skills: Some sessions address caregiver stress,
communication, and strategies for managing challenging behaviors, especially for
dementia or mental health conditions.

New Billing Codes and Medicare Reimbursement

Medicare has introduced new billing codes (such as G0541, G0542, G0543) to allow
healthcare providers to be reimbursed for caregiver training. These codes specify:

e G0541: The first 30 minutes of caregiver training, focused on essential skills.

e G0542: Each additional 15-minute increment for extended or complex training.
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e G0543: Group training sessions for multiple caregivers, encouraging collaborative
learning and peer support.

Providers must document the medical necessity of the training, ensure it is part of the
patient’s care plan, and conduct sessions without the patient present.

Telehealth Flexibility

Through September 30, 2025, caregiver training can be delivered via telehealth from any
location in the U.S., making it easier for caregivers to participate without travel. Starting
October 1, 2025, telehealth caregiver training will be limited to rural areas and specific
medical facilities.

Who Can Receive Caregiver Training and Support?

Medicare defines a caregiver as an adult family member, friend, or neighbor who provides
unpaid assistance to a beneficiary with a chronic illness, disability, or functional limitation.
The new benefits are available when:

e The patient’s doctor or healthcare provider determines that caregiver training is
necessary for the patient to achieve their health and treatment goals.

e The caregiver is actively involved in helping with daily tasks, medication, mobility, or
other aspects of the patient’s care.

There is no limit to the number of caregivers who can receive training for a single patient, as
long as each session is medically justified and documented.

What Does Caregiver Training Cover?
Training sessions may include:

¢ Maedication management: How to administer medications, manage schedules, and
monitor side effects.

¢ Wound care and infection control: Techniques for dressing wounds, preventing
bedsores, and maintaining hygiene.

¢ Mobility and transfers: Safe lifting, moving, and assisting with walking to prevent
falls.
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Behavioral management: Strategies for supporting patients with cognitive
impairments, dementia, or mental health conditions.

Daily living assistance: Helping with bathing, dressing, feeding, and other personal
care tasks.

Communication skills: Effective ways to interact with patients, healthcare
providers, and other caregivers.

Emergency preparedness: Recognizing warning signs and knowing when to seek
medical help.

Emotional support: Coping with caregiver stress, burnout, and accessing
community resources.

Costs and Coverage Details

Medicare coverage: After meeting the Part B deductible, beneficiaries pay 20% of
the Medicare-approved amount for caregiver training services.

No coverage for personal payment: Medicare does not pay family caregivers
directly for providing care, but covers training to help them perform care tasks safely
and effectively.

Respite care: For beneficiaries in hospice, Medicare also covers short-term
inpatient respite care, allowing caregivers a break of up to five days atatimein a
Medicare-approved facility.

Best Practices for Caregiver Training

Healthcare providers are encouraged to:

Use hands-on demonstrations and interactive learning.
Personalize training to the caregiver’s background and the patient’s specific needs.

Offer follow-up sessions and reinforcement to ensure caregivers retain and apply
what they’ve learned.

Encourage group sessions to foster peer support and shared problem-solving.
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Additional Support and Resources
Alongside training, Medicare is promoting:

e Caregiver needs assessments: Providers can bill for assessing a caregiver’s skills,
health risks, and training needs to tailor support.

e Community partnerships: Medicare is supporting collaborations with local
organizations to connect caregivers with social services, respite care, and financial
assistance.

¢ Dementia care models: The new GUIDE Model offers enhanced support for
caregivers of people with dementia, including navigation, education, and care
planning.

Summary Table: New Caregiver Support and Training Benefits (2025)

Feature Details

Who is covered Family, friends, neighbors providing unpaid care
What is covered Training on medical, behavioral, and daily care
Settings Individual or group, in-person or telehealth
Providers Doctors, nurses, therapists, psychologists, etc.
Costs 20% coinsurance after Part B deductible
Respite care Covered for hospice patients (up to 5 days)
Documentation Must be part of patient’s care plan
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Conclusion

The new caregiver support and training benefits in Medicare for 2025 mark a major step
forward in recognizing and empowering family caregivers. By covering structured, medically
necessary training and offering new telehealth flexibility, Medicare is helping caregivers
acquire essential skills, reduce stress, and improve outcomes for their loved ones. These
changes not only support families but also strengthen the broader healthcare system by
reducing avoidable hospitalizations and enhancing patient safety at home. Beneficiaries
and caregivers should discuss these options with their healthcare providers to take full
advantage of the expanded support now available.

Changes to Telehealth Coverage (2025-2026)

Telehealth has become a vital part of healthcare delivery for Medicare beneficiaries,
offering convenient, flexible access to a wide range of services from home or other
locations. In response to the COVID-19 pandemic, Medicare significantly expanded
telehealth coverage, waiving longstanding restrictions and broadening the types of services
and providers eligible for remote care. As of 2025, Congress and CMS have enacted a
series of extensions and policy updates that continue many of these flexibilities—but some
are temporary and subject to further legislative action. This chapter details the latest
changes, what is extended, what is provisional, and what may change after September 30,
2025.

1. Extension of Telehealth Flexibilities Through September 30, 2025
Where You Can Receive Telehealth

e Any Location: Through September 30, 2025, Medicare beneficiaries can continue to
receive telehealth services from their home or any other location in the United
States and its territories. There is no requirement to be in a rural area or a specific
medical facility during this period.

o After September 30, 2025: Unless further extended by Congress, Medicare
telehealth coverage may revert to pre-pandemic rules, which generally limited
telehealth to rural areas and required patients to be at approved healthcare facilities
rather than at home.
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Eligible Providers

Expanded List: Until September 30, 2025, all practitioners who can independently
bill Medicare for their professional services—including physicians, nurse
practitioners, physician assistants, physical therapists, occupational therapists,
speech-language pathologists, and audiologists—may furnish telehealth services.

Hospital Staff: Hospital-based clinicians can continue to provide outpatient
therapy, diabetes self-management training, and medical nutrition therapy remotely
to beneficiaries at home, with payment aligned to telehealth policies for private
practice clinicians.

2. Audio-Only Telehealth Services

Continued Access: Two-way, real-time audio-only communication technology
remains permitted for Medicare telehealth services through September 30, 2025.
This is especially important for beneficiaries who lack access to video technology or
prefer phone visits.

After September 30, 2025: Audio-only telehealth may be restricted to certain
services or circumstances, depending on future legislation and CMS rulemaking.

3. Behavioral and Mental Health Telehealth

Home-Based Behavioral Health: Behavioral and mental health telehealth services
can continue to be provided from the beneficiary’s home through September 30,
2025, regardless of geographic location.

In-Person Visit Requirements: The requirement for an in-person visit within six
months before starting telemental health care, and annually thereafter, is delayed
until October 1, 2025. After that date, unless further delayed, patients will need to
see their provider in person at least once per year to continue receiving behavioral
health telehealth services.

Federally Qualified Health Centers (FQHCs) and Rural Health Clinics
(RHCs): These facilities can continue to provide behavioral health telehealth
without the in-person requirement until January 1, 2026.
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4. New and Provisional Telehealth Services for 2025

Caregiver Training: Added to the Medicare Telehealth Services List on a provisional
basis, allowing family caregivers to receive training remotely.

Safety Planning for Patients in Crisis: Permanently added as a telehealth service.
Pre-exposure Prophylaxis (PrEP) Counseling: Permanently covered via telehealth.

Expanded Codes: Additional CPT and HCPCS codes have been added for therapy,
behavioral health, and caregiver support.

5. Technology Requirements

Audio-Video: For most non-behavioral health telehealth, two-way interactive audio-
video technology is required.

Audio-Only Exceptions: For non-behavioral health telehealth, audio-only is
permitted through September 30, 2025, if the provider is capable of video but the
patientis not, or does not consent to video.

Remote Patient Monitoring: Continues to be covered, with practitioners allowed to

use their enrolled practice location rather than their home address when providing
services from home.

6. Opioid Treatment Programs (OTPs)

Telehealth Flexibility: OTPs may provide periodic assessments via audio-only or
audio-video technology, and can conduct intake assessments for methadone

initiation via audio-video telehealth, provided all Medicare and federal requirements
are met.

7. Provider Privacy and Supervision

Provider Location: Through 2025, providers furnishing telehealth from home do not
need to report their home address to Medicare, addressing privacy and safety
concerns.

Virtual Supervision: Teaching physicians may continue to supervise residents and
provide direct supervision virtually for telehealth services.
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8. What Happens After September 30, 20257

+ Potential Reversion: Without further legislative action, Medicare telehealth
coverage may revert to pre-pandemic rules, restricting telehealth to rural areas and
approved facilities, and limiting eligible provider types.

e Behavioral Health Exception: Home-based telemental health will continue, but
with in-person visit requirements reinstated unless further delayed or changed by
Congress.

e Ongoing Advocacy: Healthcare organizations and patient advocates are urging
Congress to make many of these flexibilities permanent, but as of mid-2025, only
temporary extensions have been enacted.

Summary Table: Key Telehealth Changes for 2025-2026

Feature/Service Through Sept 30, 2025 After Sept 30, 2025 (unless
extended)

Restricted to rural/approved
Home-based telehealth Allowed for all services facilities

Audio-only telehealth Allowed for most services May be restricted or limited

All Medicare-billing
Eligible providers practitioners May revert to pre-pandemic list

Allowed from home, no in-
Behavioral health telehealth person req. In-person visit required annually

May require in-person or be
Caregiver training via telehealth Allowed (provisional) restricted
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Feature/Service

Through Sept 30, 2025

After Sept 30, 2025 (unless
extended)

FQHC/RHC behavioral health
telehealth

No in-person req. until Jan

2026 In-person req. may apply

Continues, subject to future

Remote patient monitoring Continues rules

Conclusion

Medicare’s telehealth coverage remains broadly accessible through September 30, 2025,
with continued flexibility for location, provider type, and technology, including audio-only
visits and expanded behavioral health services. New services like caregiver training are now
available remotely, and telehealth remains a lifeline for millions of beneficiaries. However,
many of these flexibilities are temporary, and unless Congress acts to extend or make them
permanent, Medicare telehealth coverage could become more restrictive after September
2025. Beneficiaries, providers, and caregivers should stay informed about these evolving
rules and be prepared for possible changes in access and requirements in the coming
years.

Postal Service Health Benefits Program Transition

Starting January 1, 2025, the United States Postal Service (USPS) will transition its health
benefits program from the Federal Employees Health Benefits (FEHB) Program to a new,
separate program called the Postal Service Health Benefits (PSHB) Program. This change is
mandated by the Postal Service Reform Act of 2022 and represents a significant shift in
how health coverage is provided to USPS employees, annuitants (retirees), and their
eligible family members. This chapter provides an in-depth overview of the PSHB program,
its differences from FEHB, enrollment details, Medicare integration requirements, and what
postal workers and retirees need to know about this transition.
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Overview of the Postal Service Health Benefits (PSHB) Program

The PSHB Program is a distinct program within the broader FEHB framework, administered
by the Office of Personnel Management (OPM). It is specifically designed to serve USPS
employees, retirees, and their families, offering health insurance plans that mirror those
available under FEHB but with some key differences.

Key Features of PSHB

Separate Risk Pool: PSHB plans operate with a postal-specific risk pool, which is
expected to lower premiums for both postal and non-postal federal employees by
reducing overall costs.

Equivalent Benefits: PSHB plans provide benefits and cost-sharing comparable to
FEHB plans offered by the same carriers, ensuring continuity of coverage.

Medicare Integration: PSHB plans are required to integrate with Medicare Part D
prescription drug coverage through an Employer Group Waiver Plan (EGWP), which
helps reduce drug costs.

Plan Year: The PSHB plan year runs from January 1 through December 31, aligning
with the calendar year, which differs from the FEHB employee plan year that begins
with the first full pay period in January.

Who Is Affected by the Transition?

USPS Employees and Annuitants: All current postal employees and retirees who
were enrolled in FEHB plans as of December 31, 2024, will be transitioned to PSHB
plans starting January 1, 2025.

Eligible Family Members: Family members covered under USPS employees’ or
annuitants’ FEHB plans will also be moved to PSHB coverage.

Non-Postal Federal Employees: The transition is specific to postal workers and
retirees; non-postal federal employees will continue with FEHB as usual.

Family Members on FEHB Outside USPS: If a postal employee or retiree is covered
as a family member under another federal employee’s FEHB plan, they may
continue that coverage beyond January 1, 2025.
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Enrollment and Open Season

2024 Open Season

The first PSHB Open Season took place from November 11 through December 13,
2024.

During this period, postal employees and retirees could select their PSHB plan for
2025.

If no action was taken, employees and annuitants were automatically enrolled in a
comparable PSHB plan to their previous FEHB coverage or, if none was available, in
a basic nationwide plan without a high deductible or membership fee.

Making Changes Outside Open Season

Changes to PSHB enrollment outside of Open Season are allowed only for qualifying
life events (QLEs), such as marriage, divorce, birth or adoption of a child, or moving
out of the plan’s service area.

USPS employees and annuitants can contact designated support centers for
assistance with enrollment changes.

Medicare Part B Enrollment Requirements

A significant component of the PSHB transition involves Medicare integration, especially

for postal retirees who are Medicare-eligible.

Mandatory Medicare Part B Enrollment

Postal Service Annuitants and their Medicare-eligible family members who are
newly entitled to Medicare Part A as of January 1, 2025, must also enroll in Medicare
Part B to remain eligible for PSHB coverage.

This requirement helps coordinate benefits and reduce costs by ensuring Medicare
is the primary payer for hospital and medical services.

Special Enrollment Period (SEP) for Medicare Part B

The Postal Service Reform Act authorized a six-month SEP for Medicare Part B from
April 1 through September 30, 2024, for USPS annuitants and family members who
were entitled to Medicare Part A but not enrolled in Part B.

291



Enrollees who took advantage of this SEP will not face a late enrollment penalty for
Part B, with the Postal Service covering any penalties incurred.

If Part B enrollment occurs outside this SEP, beneficiaries may be subject to late
enrollment penalties.

Exceptions to Part B Enrollment

Certain individuals are exempt from mandatory Part B enrollment, including:

USPS annuitants on or before January 1, 2025, who were not both entitled to Part A
and enrolled in Part B on that date.

USPS employees aged 64 and over as of January 1, 2025.

Annuitants and family members residing outside the U.S. and its territories who can
demonstrate residency.

Those enrolled in certain Veterans Affairs or Indian Health Service benefits.

Family members are exempted by statute from Part B enrollment.

Impact on Premiums and Coverage

The PSHB program is expected to reduce average premiums for both postal and
non-postal federal employees by creating a separate postal risk pool and integrating
Medicare Part D coverage.

The Congressional Budget Office estimates significant savings over the next decade
due to these changes.

PSHB plans will continue to offer comprehensive coverage similar to FEHB plans,
including preventive care, chronic disease management, and mental health
services.

Maintaining Other Federal Benefits

Enrollment in PSHB will not affect eligibility for other federal benefits such as:

Federal Employees Dental and Vision Insurance Program (FEDVIP)
Federal Flexible Spending Account Program (FSAFEDS)

Federal Employees Group Life Insurance (FEGLI)
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e Federal Long-Term Care Insurance Program (FLTCIP)

How to Get Help and More Information

e USPS Employees: Contact the Human Resources Shared Service Center at 877-
477-3273.

e Annuitants: Contact the Retirement Information Office at 888-767-6738.

¢ Premium Payers: If you pay premiums directly to the National Finance Center, call
the PSHB Helpline at 844-451-1261.

¢ Medicare Part B Questions: Call USPS at 833-712-7742 for assistance with
Medicare enrollment requirements and penalties.

Summary

The Postal Service Health Benefits (PSHB) Program, launched in 2025, is a new, separate
health insurance program for USPS employees, annuitants, and their families. It replaces
FEHB coverage for these groups and offers plans like FEHB but with postal-specific cost
savings and Medicare integration. Key features include mandatory Medicare Part B
enrollment for eligible retirees, a six-month Special Enrollment Period for Part B in 2024,
and a streamlined open season for plan selection. This transition aims to provide
comprehensive, affordable coverage tailored to postal workers’ unique needs while
maintaining access to federal benefits and improving cost efficiency.

Conclusion

The transition to the PSHB Program represents a major change for postal employees and
retirees, bringing new opportunities for tailored coverage and cost savings through
Medicare integration. Understanding the enrollment process, Medicare Part B
requirements, and available support resources will help ensure a smooth transition and
continued access to quality healthcare benefits. As the first open season under PSHB
unfolds, postal workers and annuitants should carefully review their options, compare
plans, and take advantage of available assistance to make the best choices for their health
and financial well-being.
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Stricter Marketing and Midyear Coverage Notices for Medicare Advantage

Medicare Advantage (MA) plans are undergoing major regulatory changes in 2025 and 2026
aimed at protecting beneficiaries from misleading marketing, ensuring fair agent
compensation, and helping enrollers make the most of their plan benefits. These reforms
are rooted in concerns about aggressive sales tactics, underutilization of supplemental
benefits, and the need for greater transparency and consumer protection in the rapidly
growing MA marketplace. This chapter provides a comprehensive overview of the new strict
marketing regulations and the requirement for midyear coverage notices.

Stricter Marketing Rules for 2025
Background

Medicare Advantage enrollment has surged in recent years, and with it, concerns have
grown about the marketing practices of insurers, agents, brokers, and third-party marketing
organizations (TPMOs). Reports of misleading advertisements, high-pressure sales tactics,
and financial incentives that steer beneficiaries into plans not suited to their needs have
prompted the Centers for Medicare & Medicaid Services (CMS) to take decisive action.

Fixed Agent and Broker Compensation

e Uniform Compensation: Beginning with the 2025 Annual Enrollment Period, CMS is
requiring that agents and brokers receive a fixed, nationally set compensation for
enrolling beneficiaries in MA or Part D plans, regardless of which plan is chosen.
This eliminates variability in payments and removes incentives for agents to steer
clients toward plans that pay higher commissions.

e Compensation Increase: The base compensation for initial enrollments will
increase by $100 per enrollee for 2025, providing agents and brokers with adequate
compensation for their services while preventing excessive or anti-competitive
payments.

e No Volume-Based Bonuses: CMS is prohibiting contract terms that create volume-
based bonuses or other incentives for enrolling large numbers of beneficiaries in
specific plans. This ensures that recommendations are based on the enrollee’s
needs, not the agent’s financial interests.

e Renewal Compensation: For renewals, agents and brokers can be compensated at
50% of the fair market value, maintaining a standardized approach across the
industry.
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Prohibited Marketing Practices

¢ Misleading Information: It is prohibited to provide false or misleading information
about Medicare plans or benefits.

¢ Unsolicited Contact: Agents cannot make unsolicited calls, texts, or emails to
potential clients. Beneficiaries must initiate contact.

e Door-to-Door Solicitation: Prohibited unless the agent has an appointment or
invitation.

o High-Pressure Tactics: Aggressive or coercive sales tactics are banned to ensure
beneficiaries make decisions comfortably and without undue influence.

Regulation of Third-Party Marketing Organizations (TPMOs)

e Personal Data Protection: TPMOs must now obtain prior express written consent
from beneficiaries before sharing their personal data with other marketing entities.
Consent must be transparent, specific, and one-to-one for each organization.

e No Unauthorized Data Sharing: This rule curbs the practice of selling or reselling
beneficiary data, which has led to unwanted solicitations and undermined privacy
protections.

Enhanced Oversight and Transparency

e Broader Definition of Compensation: CMS is broadening the definition of
“compensation” to include all activities associated with the sale or enrollment of an
individual into a plan, ensuring that all forms of payment are regulated.

e Plan Accountability: MA organizations and Part D sponsors are now responsible for
ensuring that agents, brokers, and TPMOs comply with these stricter rules.

Midyear Coverage Notices: New Requirement for 2025-2026
Why Midyear Notices?

Despite the wide array of supplemental benefits offered by MA plans—such as dental,
vision, hearing, fithess, transportation, and meal benefits—many enrollees fail to use
them. Studies indicate that as many as 30% of MA members do not utilize any
supplemental benefits in a given year, often due to lack of awareness or confusion about
how to access these perks.
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The New Midyear Enrollee Notification

o Personalized Notification: Starting in 2025, all Medicare Advantage plans must
send a personalized “Mid-Year Enrollee Notification of Unused Supplemental
Benefits” to each member between June 30 and July 31.

o Contents of the Notice: The notification will include:

e Alistof all supplemental benefits the enrollee has not used in the first six
months of the year.

e Adescription of each benefit’s scope and coverage.
e Any cost-sharing requirements.

e Instructions on how to access each benefit.

¢ Relevant network information.

e Acustomer service number for additional help.

e Purpose: The goalis to ensure that enrollees are fully aware of the benefits
available to them and to encourage greater utilization of these federally funded
services.

Looking Ahead to 2026

e Ongoing Requirement: The midyear notification requirement will continue in future
years, with CMS monitoring its impact on benefit utilization and member
satisfaction.

« Potential for More Frequent Notices: Some experts suggest that quarterly notices
could further improve awareness and usage, especially for benefits that must be
claimed on a quarterly basis.

Implications for Beneficiaries and the Marketplace

e Empowered Consumers: These changes are designed to empower beneficiaries
with clearer, unbiased information, helping them make informed decisions about
their coverage and get the most value from their plans.

e Reduced Predatory Marketing: By eliminating financial incentives for agents and
brokers to steer clients toward specific plans, CMS aims to promote a more
competitive and consumer-friendly marketplace.
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o Greater Transparency: The requirement for explicit consent before sharing
personal data and the detailed midyear notices both increase transparency and
trustin the Medicare Advantage system.

e Plan Accountability: MA organizations are now more accountable for ensuring their
marketing practices and communications are accurate, ethical, and compliant with
federal regulations.

Summary Table: Stricter Marketing and Midyear Notices

Change/Feature 2025-2026 Details

Fixed agent/broker compensation | Nationally set, plan-neutral, +$100 for initial enrollments

No volume-based bonuses Prohibited; no incentives for steering to specific plans

Prohibited marketing practices No misleading info, unsolicited contact, or high-pressure tactics

Explicit, one-to-one written consent required for sharing personal
Data privacy for TPMOs data

Midyear notification of unused
benefits Personalized notice sent to all MA enrollees July each year

List of unused benefits, scope, cost-sharing, access instructions,
Notification contents support contact

Conclusion

The new stricter marketing rules and midyear coverage notices for Medicare Advantage
represent a major step forward in protecting beneficiaries, promoting transparency, and
ensuring that the substantial federal investment in supplemental benefits truly reaches
enrollees. By standardizing agent compensation, banning predatory sales tactics,
safeguarding personal data, and proactively informing members about their unused
benefits, CMS is working to create a more ethical, competitive, and consumer-focused
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Medicare Advantage marketplace. Beneficiaries should expect clearer communications,
fewer unwanted solicitations, and more opportunities to take full advantage of their plan’s
offerings.

CMS Policy and Payment Updates for Medicare Advantage and Part D

The Centers for Medicare & Medicaid Services (CMS) continues to modernize and
strengthen the Medicare Advantage (MA) and Part D prescription drug programs through a
series of sweeping policy and payment updates for 2025 and 2026. These changes are
designed to improve affordability, ensure program stability, enhance beneficiary
protections, and advance equity and quality in coverage. This chapter provides a detailed
overview of the most important regulatory and payment changes, including final rules, rate
announcements, and technical updates.

1. Payment Updates and Growth Rates
Medicare Advantage (MA) Payment Increases

e 2025: Payments from the federal government to MA plans are expected to increase
by an average of 3.70% from 2024 to 2025, representing over $16 billion in additional
funding. This increase is based on updated fee-for-service payment data and
continued phase-in of the revised MA risk adjustment model, which now better
accounts for medical education costs and more accurately reflects enrollee health
status.

e 2026: Payments are projected to rise by an average of 5.06% from 2025 to 2026, a
significant increase driven by a higher effective growth rate (9.04%) and the
inclusion of more recent fee-for-service expenditure data. This payment growth is
intended to ensure the continued stability and competitiveness of MA plans,
supporting expanded benefits and robust plan offerings.

Part D Payment Adjustments

e CMS annually updates Part D payment parameters, including base beneficiary
premiums, deductibles, and out-of-pocket caps, to reflect changes in drug costs
and program structure. For 2025, the base beneficiary premium will be $36.78, with
the $2,000 out-of-pocket cap on covered drugs fully implemented.
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2. Redesign of the Part D Benefit
Three-Phase Standard Benefit
Starting in 2025, the Part D benefit is restructured into three clear phases:

1. Annual Deductible Phase: Beneficiaries pay 100% of drug costs up to the
deductible (up to $590in 2025).

2. Initial Coverage Phase: After meeting the deductible, beneficiaries pay copays or
coinsurance for covered drugs until their total out-of-pocket spending reaches
$2,000.

3. Catastrophic Coverage Phase: After reaching the $2,000 cap, beneficiaries pay $0
for all covered drugs for the rest of the year.

There is no longer a coverage gap ("donut hole") or initial coverage limit. The catastrophic
phase now begins at the $2,000 threshold, and there is no cost-sharing above this cap.

Sunset of the Coverage Gap Discount Program

With the elimination of the coverage gap, the Coverage Gap Discount Program is sunset,
and new methodologies are in place for determining specialty tier coinsurance and
deductibles under the redesigned benefit.

3. Medicare Prescription Payment Plan

A new voluntary program allows beneficiaries to "smooth" their out-of-pocket drug costs by
spreading payments evenly over the year, rather than facing large expenses early in the
year. This is especially beneficial for those with high-cost medications who would
otherwise reach the $2,000 cap quickly.

4. Agent and Broker Compensation Guardrails

CMS is implementing strict new rules for agent and broker compensation to prevent anti-
competitive steering and ensure fair, plan-neutral advice for beneficiaries:

¢ Fixed National Compensation: Agents and brokers will receive a nationally set,
plan-neutral payment for enrolling beneficiaries in MA or Part D plans, regardless of
the plan chosen.
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No Volume-Based Bonuses: Prohibits volume-based bonuses and other incentives
that could influence plan recommendations.

Compensation Increases: For 2025, the base compensation for new enrollments is
increased by $100 per enrollee, with renewal compensation set at 50% of the fair
market value.

Broader Definition of Compensation: All activities associated with the sale or
enrollment of an individual into a plan are included in the definition of
compensation, ensuring comprehensive oversight.

5. Marketing, Data Privacy, and Supplemental Benefits

Stricter Marketing Regulations: CMS is cracking down on misleading marketing
practices, prohibiting unsolicited contact, high-pressure tactics, and misleading
information.

Data Privacy: Third-party marketing organizations must obtain explicit, one-to-one
written consent before sharing beneficiary data.

Midyear Supplemental Benefit Notices: Starting in 2025, MA plans must send
personalized midyear notifications to enrollees about unused supplemental
benefits, including instructions for accessing each benefit and customer service
contact information.

6. Dual-Eligible Special Needs Plans (D-SNPs) and Equity

Lower D-SNP Look-Alike Thresholds: The threshold for D-SNP look-alike plans is
reduced from 80% to 70% in 2025 and to 60% in 2026, ensuring more robust
integration of Medicare and Medicaid benefits.

Streamlined Enrollment and Appeals: CMS is streamlining the appeals process
for D-SNP enrollees and standardizing the process for MA Risk Adjustment Data
Validation (RADV) audit findings.

Health Equity and Access: CMS continues to advance policies to promote
equitable access to behavioral health providers, improve supplemental benefit
offerings, and ensure that plans meet the needs of diverse populations.
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7. Technical and Policy Updates

¢ Risk Adjustment Model Updates: The MArisk adjustment model is updated to
better reflect enrollee health status and improve payment accuracy. Technical
improvements also include updated calculations for growth rates and medical
education costs.

o Star Ratings and Quality Measures: CMS is codifying sub-regulatory guidance and
updating methodologies for Star Ratings, meaningful differences among Part D
plans, and the Medicare Drug Price Negotiation Program.

e NotFinalized Proposals: Some proposed changes, such as expanded coverage for
anti-obesity medications and new guardrails for artificial intelligence in utilization
management, are not finalized for 2026 but may be addressed in future rulemaking.

8. Impact on Beneficiaries and Plans

o Stable Premiums and Benefits: Despite rising payments to plans, CMS expects
premiums and benefits to remain stable, with expanded access to critical services
and supplemental benefits.

o Greater Consumer Protections: Stricter marketing rules, improved data privacy,
and clearer communications empower beneficiaries and safeguard against fraud
and abuse.

e Program Stability: The substantial payment increases and technical updates
ensure that MA and Part D remain robust, competitive, and capable of meeting the
evolving needs of Medicare beneficiaries.

Summary Table: Key CMS Policy and Payment Updates (2025-2026)

Change/Feature 2025-2026 Details
MA paymentincrease +3.70% (2025), +5.06% (2026)
Part D out-of-pocket cap $2,000 in 2025, rising in future years
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Change/Feature

2025-2026 Details

Redesigned Part D benefit

Three phases: deductible, initial coverage, catastrophic

Coverage gap (donut hole)

Eliminated in 2025

Agent/broker compensation

Nationally fixed, plan-neutral, volume bonuses prohibited

Midyear supplemental benefit
notices

Required for MA plans starting in 2025

D-SNP integration thresholds

Lowered to 70% (2025), 60% (2026)

Risk adjustment model

Updated for accuracy and equity

Star Ratings and quality measures

Methodologies updated and codified

Not finalized

Al guardrails, anti-obesity meds, some utilization management
reforms

Conclusion

CMS’s policy and payment updates for Medicare Advantage and Part D in 2025 and 2026
represent a comprehensive effort to improve affordability, transparency, and quality for
beneficiaries. With higher payments to plans, a redesigned Part D benefit, stronger

marketing and privacy protections, and a focus on equity and integration for dual-eligible

enrollees, these changes are poised to make Medicare coverage more robust, consumer-

friendly, and sustainable for years to come. Beneficiaries and providers alike should stay

informed about these evolving policies to maximize the value and security of their Medicare

benefits.
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Chapter Nine

Enrollment Periods and How to Change Coverage

Medicare offers several enrollment periods throughout the year; each designed for different
circumstances and stages of your Medicare journey. Knowing when and how you can enroll
in or change your Medicare coverage is crucial for avoiding penalties, ensuring continuous
coverage, and making sure your plan best fits your evolving health and financial needs. This
chapter provides a detailed guide to the main Medicare enrollment periods, special
circumstances, and the steps you can take to change your coverage.

Major Medicare Enrollment Periods
1. Initial Enrollment Period (IEP)

The Initial Enrollment Period is your first opportunity to sign up for Medicare. It is a seven-
month window that:

e Begins three months before the month you turn 65
¢ Includes your birthday month
¢ Endsthree months after your birthday month
During this period, you can enrollin:
e Original Medicare (Parts A and B)
e A Medicare Advantage plan (Part C)
o Astandalone Medicare prescription drug plan (Part D)

If you are receiving Social Security benefits before turning 65, you are usually enrolled in
Original Medicare automatically. If not, you must sign up.

2. General Enrollment Period (GEP)

If you missed your IEP, you could enroll in Medicare Parts A and/or B during the General
Enrollment Period:

e Runsfrom January 1to March 31 each year

e Coverage begins the first of the month after you sign up
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This period is for those who did not sign up for Medicare when first eligible and are not
eligible for a Special Enrollment Period.

3. Annual Enrollment Period (AEP) / Open Enrollment

The Annual Enrollment Period, also known as Open Enrollment, is the main time each year
when all Medicare beneficiaries can make changes to their coverage:

¢ Runsfrom October 15 to December 7 each year

¢ Anychanges made take effect on January 1 of the following year
During AEP, you can:

e Switch from Original Medicare to a Medicare Advantage plan

e Switch from a Medicare Advantage plan to Original Medicare

e Switch from one Medicare Advantage plan to another

e Join, switch, or drop a Medicare Part D prescription drug plan

e Change from a Medicare Advantage plan with drug coverage to one without, or vice
versa

You do not need to undergo medical underwriting to make these changes during AEP.
4. Medicare Advantage Open Enrollment Period (MA OEP)
This period is specifically for people already enrolled in a Medicare Advantage plan:
e Runsfrom January 1to March 31 each year
¢ You must be enrolled in a Medicare Advantage plan as of January 1 to use this period
During MA OEP, you can:
e Switch to another Medicare Advantage plan (with or without drug coverage)
e Drop your Medicare Advantage plan and return to Original Medicare
e Join aPart D prescription drug plan if you return to Original Medicare

You can make only one change during this period, and any changes take effect on the first
day of the following month.
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Special Enrollment Periods (SEPs)

Special Enrollment Periods allow you to enroll in or change your Medicare coverage outside
of the standard periods due to qualifying life events. The timing and duration of a SEP
depend on your specific situation.

Common Qualifying Events
¢ Moving out of your plan’s service area
e« Moving within your plan’s service area and having new plan choices
e Losing other creditable drug coverage (such as employer or union coverage)
e Your Medicare plan stops serving your area or loses its contract with Medicare
¢ Moving into or out of an institution (like a nursing home)
e Gaining or losing eligibility for Medicaid, Extra Help, or a Medicare Savings Program
e Losingretiree, union, or COBRA coverage
SEP for Working Past 65

If you delayed Medicare enrollment because you had creditable employer or union health
coverage, you get an eight-month SEP to enroll in Parts A and B after your employment or
coverage ends. However, you only have the first two months of this period to enrollin a
Medicare Advantage or Part D plan without penalty.

How to Change Your Medicare Coverage
During Enrollment Periods

1. Review Your Current Coverage: Each year, insurance companies release plan
details for the coming year on October 1. Review your Annual Notice of Change and
compare your current plan with other available options.

2. Compare Plans: Use the Medicare Plan Finder tool or consult with a licensed
insurance agent or your State Health Insurance Assistance Program (SHIP) for help
comparing plans.

3. Make Your Selection: Enroll in your new plan online, by phone, or by submitting a
paper application to the plan provider.
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4. Confirm Your Enrollment: After enrolling, you should receive confirmation from

your new plan. Keep all documentation for your records.

Outside Enrollment Periods

If you experience a qualifying life event, contact Medicare, your insurance provider, or SHIP

to determine your eligibility for a Special Enrollment Period and to make changes.

Tips for Managing Enrollment and Coverage Changes

Mark your calendar: Note all key enrollment dates and deadlines.

Start early: Begin reviewing your options as soon as new plan information is

released each year.

Ask for help: SHIP counselors, Medicare, and licensed agents can assist with plan

comparisons and enrollment.

Keep records: Save all correspondence, notices, and confirmation letters related to

your coverage.

Check for penalties: Delaying enrollment in Part B or Part D without creditable

coverage may result in permanent late enrollment penalties.

Summary Table: Key Medicare Enrollment Periods

Enrollment When Who Can Use It What You Can Do

Period

Initial 3 months beforeto 3 New Medicare-

Enrollment months after turning 65 eligibles Enrollin Parts A, B, C, D

General

Enrollment Jan 1 -Mar 31 Missed IEP, no SEP Enroll in Parts A and/or B
Annual All Medicare Join, switch, or drop MA or Part D
Enrollment Oct15-Dec 7 beneficiaries plans
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Enrollment When Who Can Use It What You Can Do
Period
MA Open Current MA Switch MA plans or return to
Enrollment Jan 1 -Mar 31 enrollees Original Medicare + Part D
Special Those with Join, switch, or drop MA or Part D
Enrollment Varies by event qualifying events plans

Conclusion

Understanding Medicare’s enrollment periods and how to change your coverage ensures
you have the right plan for your needs and avoid unnecessary penalties or gaps in coverage.
Review your options annually, be aware of special circumstances that may allow you to
change plans and seek help if you need guidance. Staying proactive and informed is the
best way to make Medicare work for you.

Initial Enrollment Period

The Initial Enrollment Period (IEP) is the crucial first opportunity for most people to sign up
for Medicare. Understanding how this seven-month window works, when it begins and
ends, and the consequences of missing it can help you avoid late enrollment penalties and
ensure you have the coverage you need when you need it.

What Is the Initial Enrollment Period?

The Initial Enrollment Period is a one-time, seven-month window surrounding your 65th
birthday during which you can first enroll in Medicare. For most people, this is when they
become eligible for Medicare due to age, but there are also IEPs for those who qualify due
to disability or certain medical conditions.
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When Does the Initial Enrollment Period Occur?

For those eligible due to age, your |EP:
e Begins three months before the month you turn 65
e Includes your birthday month
e Ends three months after your birthday month

This creates a unique seven-month window for each individual, based on their specific
birthday.

Example:
If your 65th birthday is in June; your IEP runs from March 1 through September 30.

If your birthday falls on the first day of the month, Medicare treats you as if you were born in
the previous month, so your IEP shifts accordingly. For instance, if your birthday is June 1,
your IEP runs from February 1 through August 31.

For those eligible due to disability, the IEP begins three months before your 25th month of
disability payments, includes the 25th month, and ends three months after.

What Can You Do During the IEP?
During your Initial Enrollment Period, you can sign up for:
e Medicare Part A (Hospital Insurance)
¢ Maedicare Part B (Medical Insurance)
e Medicare Advantage (Part C)
e Medicare Part D (Prescription Drug Coverage)

You may choose to enroll in Original Medicare (Parts A and B), a Medicare Advantage plan
(Part C), and/or a stand-alone Part D prescription drug plan.
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When Does Coverage Start?

The start date of your Medicare coverage depends on when you enroll during your IEP:

When You Sign Up When Coverage Starts

Before the month you turn 65 The month you turn 65

During your birthday month The next month

1-3 months after your birthday month The next month after you sign up

If your birthday is on the first of the month, coverage typically begins the first day of the
previous month.

Automatic Enrollment

e Ifyou are already receiving Social Security or Railroad Retirement Board benefits at
least four months before you turn 65, you are usually enrolled automatically in
Medicare Parts A and B.

e Ifyou are notreceiving these benefits, you must actively sign up for Medicare during
your IEP.

Why Is the |IEP Important?
Missing your Initial Enrollment Period can have serious consequences:

e Late Enrollment Penalties: If you do not sign up for Part B (and Part D, if you want
drug coverage) when first eligible and do not have other creditable coverage (such
as through an employer), you may have to pay a higher premium for as long as you
have Medicare.

e Coverage Delays: Waiting until after your IEP means you may have to wait for the
next General Enrollment Period and experience a gap in coverage.
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Special Considerations

o Still Working at 65: If you have employer-sponsored health coverage (from your own
or your spouse’s current employment), you may be able to delay enrolling in Part B
without penalty and use a Special Enrollment Period later.

+ Disability or Certain Conditions: If you qualify for Medicare before age 65 due to
disability, your IEP is based on your 25th month of disability payments.

How to Enroll
e Online: Visit the Social Security Administration website (ssa.gov).
e By Phone: Call the Social Security Administration.
¢ InPerson: Visit your local Social Security office.

Enrollment is managed by the Social Security Administration, even though Medicare is
administered by the Centers for Medicare & Medicaid Services (CMS).

Summary Table: Initial Enrollment Period

Event Timing

IEP begins 3 months before you turn 65

IEP includes Your birthday month

IEP ends 3 months after your birthday month
Coverage starts (if enrolled before birthday month) Month you turn 65

Coverage starts (if enrolled during or after birthday month) Next month after you sign up

Penalty for late enrollment Yes, if you miss IEP and lack other coverage
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Conclusion

The Initial Enrollment Period is your first and best opportunity to sign up for Medicare. Mark
your calendar, review your options, and enroll during this seven-month window to avoid
penalties and ensure seamless healthcare coverage as you enter Medicare. If you are still
working or have other coverage, consult with Medicare or your benefits administrator to
determine the best timing for your enrollment.

General Enrollment Period

The General Enrollment Period (GEP) is a critical opportunity for individuals who missed
their Initial Enrollment Period (IEP) and do not qualify for a Special Enrollment Period (SEP)
to sign up for Medicare. This chapter explains when the GEP occurs, who should use it,
what coverage you can obtain, potential penalties, and how it fits into the broader
landscape of Medicare enrollment.

What Is the General Enrollment Period?

The General Enrollment Period is an annual window during which people who are eligible
for Medicare but did not enroll during their Initial Enrollment Period—and who do not
qualify for a Special Enrollment Period—can sign up for Medicare Part A and/or Part B. The
GEP is often the “second chance” for those who missed their first opportunity to enroll.

When Does the General Enrollment Period Occur?
e Dates: The GEP runs from January 1 to March 31 every year.

e Coverage Start Date: If you enroll during the GEP, your Medicare coverage begins
the first day of the month after you sign up.

Example:
If you enroll in February, your coverage will start on March 1.
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Who Should Use the General Enrollment Period?
The GEP is designed for people who:

e Did not sign up for Medicare Part A and/or Part B during their Initial Enrollment
Period (the seven-month window around their 65th birthday or 25th month of
disability).

e Do not qualify for a Special Enrollment Period (such as those who did not have
employer-based health coverage after age 65).

e Are not automatically enrolled in Medicare and missed their IEP.

If you delayed enrollment because you had employer or union health coverage, you may
qualify for a SEP instead and avoid late penalties.

What Can You Enroll In During the GEP?

e Medicare Part A (Hospital Insurance): For those who are not automatically
enrolled and are eligible, including those who must pay a premium for Part A.

e Medicare Part B (Medical Insurance): For those who did not sign up when first
eligible.

Note: You cannot use the GEP to enroll in Medicare Advantage (Part C) or Medicare Part D
(prescription drug plans) directly. However, after enrolling in Part A and/or Part B during the
GEP, you can sign up for a Medicare Advantage or Part D plan during the next available
enrollment period.

Late Enrollment Penalties
If you enroll in Medicare during the GEP, you may be subject to late enrollment penalties:

e Part A Penalty: If you are not eligible for premium-free Part A, your monthly
premium may increase by 10%. This penalty applies for twice the number of years
you could have had Part A but did not sign up.

e Part B Penalty: Your monthly premium increases by 10% for each full 12-month
period you were eligible for Part B but did not enroll. This penalty is permanent and
lasts as long as you have Part B.
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These penalties are desighed to encourage timely enrollment and help maintain the
financial stability of the Medicare program.

How to Enroll During the GEP
1. Apply Online: Visit the Social Security Administration’s website.
2. By Phone: Call the Social Security Administration to apply.
3. InPerson: Visit your local Social Security office.

You will need your Social Security number, information about your previous health
coverage, and other personal details.

What Happens After You Enroll During the GEP?
o Coverage Start: Your coverage begins the first day of the month after you enroll.
e Next Steps: After your Part A and/or Part B coverage begins, you can:

e Enrollin a Medicare Advantage plan or a Part D prescription drug plan during
the next Annual Enrollment Period (October 15-December 7) or during a
Special Enrollment Period if you qualify.

e Ifyouwantto add drug coverage right away, you may have to wait until the
next Annual Enrollment Period unless you qualify for Extra Help or another
SEP.

Special Considerations

o Employer Coverage: If you delayed Medicare because you had employer or union
health coverage, you may be eligible for a Special Enrollment Period and avoid
penalties.

 Automatic Enrollment: If you already receive Social Security or Railroad
Retirement Board benefits, you may be automatically enrolled and not need the
GEPR.

+ Disability and Special Conditions: If you qualify for Medicare due to disability, ALS,
or end-stage renal disease, your enrollment timelines may differ.
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Summary Table: General Enrollment Period

Feature

Details

When

January 1 —March 31 (every year)

Who should use it

Missed IEP, no SEP

What you can enroll in

Medicare Part A and/or Part B

Coverage starts

First day of the month after sign-up

Penalties

Possible late enrollment penalties

Conclusion

The General Enrollment Period is a vital safety net for those who missed their initial chance
to enroll in Medicare and do not qualify for a Special Enrollment Period. While it allows you
to gain coverage, it may come with permanent late enrollment penalties and a delay before
your benefits begin. To avoid these pitfalls, it’s best to enroll during your Initial Enrollment
Period if possible, or use a Special Enrollment Period if you qualify. If you must use the GEP,
act promptly and be prepared for the timing and costs associated with late enrollment.

Special Enrollment Periods

Medicare Special Enrollment Periods (SEPs) are unique windows outside the standard
enrollment periods—such as the Initial Enrollment Period (IEP), General Enrollment Period
(GEP), and Annual Enrollment Period (AEP)that allow you to enroll in, switch, or drop
Medicare coverage due to specific life events or exceptional circumstances. SEPs are
designed to ensure beneficiaries do not lose coverage or face penalties when their
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circumstances change unexpectedly. This chapter provides a thorough explanation of
SEPs, qualifying events, timing, and important updates for 2025.

What Is a Special Enrollment Period (SEP)?

A Special Enrollment Period is a limited time during which you can make changes to your
Medicare coverage outside the usual enrollment windows. SEPs are triggered by qualifying
life events, such as losing employer coverage, moving, or changes in eligibility for
assistance programs. The length and rules of each SEP depend on the event that triggers it.

Common Qualifying Events for SEPs
For People Who Already Have Medicare

If you are already enrolled in Medicare, you may qualify for a 2-month SEP to switch your
Medicare Advantage (Part C) or Part D prescription drug plan after certain events, including:

e Moving out of your plan’s service area: If you move to a new area where your
current planisn’t offered, you can switch to a new plan.

e Plan changes: If your plan closes, stops serving your area, significantly reduces its
provider network, or is consistently rated poorly by Medicare.

o Entering or leaving an institution: Such as a nursing home or rehabilitation facility.

o Gaining or losing eligibility for Medicaid, Extra Help, or a Medicare Savings
Program: If you qualify for or lose financial assistance, you can switch plans.

« Joining or leaving a State Pharmaceutical Assistance Program.
e Gaining or losing eligibility for a Special Needs Plan (SNP).
e Enrolling in or leaving the Program of All-Inclusive Care for the Elderly (PACE).

o Trial period for Medicare Advantage: If you joined a Medicare Advantage plan
when first eligible for Medicare at age 65, you have a 12-month “trial period” to
switch back to Original Medicare and a Medigap plan (with guaranteed issue rights).

For People Delaying Medicare Due to Employer Coverage

If you delayed enrolling in Medicare because you had creditable employer or union health
coverage, you qualify for an 8-month SEP to enroll in Medicare Parts A and B after your
employment or coverage ends. However, you only have the first 2 months of this period to
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enroll in a Medicare Advantage or Part D plan without penalty. Enrolling after the two-
month mark may result in a late enrollment penalty for Part D.

For People Who Lose Medicaid Coverage

If you lose Medicaid eligibility, you have a 6-month SEP beginning when you are notified of

your upcoming Medicaid termination. This SEP allows you to enroll in Medicare Parts A and
B if you missed your IEP and your Medicaid coverage was terminated on or after January 1,

2023.

New SEPs for 2025: Low-Income and Dually Eligible Beneficiaries

Beginning January 1, 2025, two new SEPs are available for individuals who are dually
eligible for Medicare and Medicaid or who qualify for Extra Help (Low-Income Subsidy, LIS):

1. Monthly SEP for Medicaid and Extra Help Recipients

e Who qualifies: Full and partial dual-eligible individuals (QMB, SLMB, QI, QDWI,
FBDE) and those eligible for Extra Help.

¢ Whatit allows: Once per month, you can switch between standalone Part D
prescription drug plans or enrollin Original Medicare and a standalone Part D plan.

e Replaces: The previous quarterly SEP for these groups.

e Limitation: This SEP cannot be used to enroll into or change Medicare Advantage
plans.

2. Integrated Care SEP
¢ Who qualifies: Full-benefit dually eligible individuals (QMB+, SLMB+, FBDE).

¢ Whatit allows: Once per month, you can enroll in a fully integrated dual eligible
special needs plan (FIDE SNP), highly integrated D-SNP (HIDE SNP), or an
applicable integrated plan to align your Medicare and Medicaid coverage.

e Purpose: To promote coordinated care and better health outcomes for those with
complex needs.
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Exceptional Circumstances and Other SEPs

CMS may grant SEPs for exceptional situations, such as:

Employer plan changes: Enrolling into or out of employer-sponsored MA plans.

Disenrollment from a Medigap plan: If you dropped a Medigap plan for your first
MA plan and are still in the trial period.

Non-U.S. citizens: Who become lawfully present in the U.S.

Plan sanctions or terminations: If your plan is sanctioned or terminated by
Medicare.

Timing and How to Use SEPs

Most SEPs last 2 months from the date of the qualifying event (such as moving or
losing coverage).

Employer coverage SEP: 8 months for Parts A and B, but only 2 months for Part C or
D.

Medicaid loss SEP: 6 months from notification of Medicaid termination.

Monthly SEPs for dual-eligible and Extra Help recipients: Allow changes once per
month.

Integrated care SEP: Once per month for those eligible.

To use an SEP, contact Medicare, your plan provider, or your State Health Insurance

Assistance Program (SHIP) for guidance. You will need to provide documentation of your

qualifying event.

Avoiding Late Enrollment Penalties

SEPs are designed to help you avoid late enrollment penalties. If you miss your SEP

window, you may face permanent penalties for Part B or Part D, so it’s important to act

promptly when you qualify.
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Summary Table: Common Special Enrollment Periods

Qualifying Event SEP Length What You Can Do

Move out of plan’s service area | 2 months Switch MA or Part D plans

8 months (A/B), 2 months
Lose employer/union coverage | (C/D) Enrollin Parts A, B, C,D

Lose Medicaid eligibility 6 months Enrollin Parts Aand B

Gain/lose Medicaid, Extra
Help, MSP 2 months Switch MA or Part D plans

Dually eligible/Extra Help
(2025+) Monthly Switch standalone Part D plans

Switch to integrated D-SNP or aligned

Integrated care (2025+) Monthly plan
Enter/leave institution 2 months Switch MA or Part D plans
Plan closes or is sanctioned 2 months Switch MA or Part D plans

Return to Original Medicare, buy Medigap,
MA trial period 12 months join PartD

318




Conclusion

Special Enrollment Periods offer vital flexibility for Medicare beneficiaries facing life
changes or exceptional circumstances. With new monthly SEPs for low-income and dually
eligible individuals starting in 2025, and a range of other qualifying events, it’s easier than
ever to maintain or adjust your Medicare coverage without penalty. Always act promptly
when you qualify for an SEP, keep documentation of your event, and seek help from
Medicare or your SHIP counselor if you have questions about your eligibility or the process.

Medicare Advantage & Part D Open Enrollment (October 15-December 7)

The annual Medicare Open Enrollment Period, also known as the Annual Election Period
(AEP), is the most important opportunity each year for Medicare beneficiaries to review,
change, or update their Medicare Advantage (Part C) and Medicare Part D prescription drug
coverage. This period runs from October 15 to December 7, with any changes taking effect
on January 1 of the following year. Understanding how this window works, what you can do,
and how to make the most of it is crucial for ensuring your Medicare coverage continues to
meet your health and financial needs.

What Is the Medicare Open Enrollment Period?

The Medicare Open Enrollment Period is an eight-week window each fall when all Medicare
beneficiaries can:

e Review their current Medicare health and prescription drug plans
e Compare new plan options and costs for the coming year
e Make changes to their coverage for the following year

This period is open to anyone with Medicare, whether you have Original Medicare, a
Medicare Advantage plan, or a stand-alone Part D prescription drug plan.

What Changes Can You Make During Open Enrollment?
Between October 15 and December 7, you can:

e« Switch from Original Medicare to a Medicare Advantage plan (with or without
prescription drug coverage)
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Switch from a Medicare Advantage plan back to Original Medicare

Switch from one Medicare Advantage plan to another (with or without drug
coverage)

Join, switch, or drop a Medicare Part D prescription drug plan (if you have
Original Medicare)

Switch from a Medicare Advantage plan without drug coverage to one with drug
coverage, or vice versa

Any changes you make during this period will take effect on January 1 of the next year.

Why Is Open Enrollment Important?

Medicare health and drug plans can change each year—costs, coverage, formularies (list of

covered drugs), provider networks, and pharmacies may all be different. Open Enrollment

is your chance to:

Ensure your medications are still covered at the lowest cost
Confirm your doctors and hospitals remain in your plan’s network
Take advantage of new benefits or lower premiums

Avoid higher out-of-pocket costs or coverage gaps

If you are satisfied with your current plan and it’s still offered for the next year, you do not

need to do anything—your coverage will renew automatically. However, it’s wise to review
your Annual Notice of Change (ANOC) and Evidence of Coverage (EOC) documents each

fall to understand any changes to your plan.

How to Compare and Enrollin Plans

Medicare Plan Finder: Use the online tool at Medicare.gov to compare plans
available in your area based on cost, coverage, and quality ratings.

1-800-MEDICARE: Call for help with plan comparisons and enrollment.
Plan websites: Visit specific plan websites for details and enrollment options.

State Health Insurance Assistance Program (SHIP): Get free, unbiased counseling
in your state.
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When comparing plans, consider:
¢ Monthly premiums, deductibles, and copays
¢ Drugformularies and pharmacy networks
e Provider and hospital networks
o Star Ratings (quality scores from Medicare)

e Extra benefits (dental, vision, hearing, wellness, etc.)

Special Enrollment Periods

While Open Enrollment is the main time to change plans, certain life events (such as
moving, losing other coverage, or qualifying for Extra Help) may qualify you for a Special
Enrollment Period to make changes outside this window.

What Happens After Open Enrollment?

¢ Confirmation: You will receive confirmation from your new plan if you make a
change.

e New ID cards: Expect new cards and plan materials before January 1.
o Coverage begins: All changes take effect on January 1 of the following year.

If you change your mind after December 7, you may have to wait until the next Open
Enrollment unless you qualify for a Special Enrollment Period.

Key Points and Tips

e Markyour calendar: October 15-December 7 is your annual opportunity to review
and change coverage.

e Review your plan’s Annual Notice of Change (ANOC) every fall.
e Compare all available plans—even if you’re happy with your current coverage.
o Don’twait until the last minute—enroll early to avoid delays.

e Ifyou take no action and your plan is still offered, you will remain enrolled in your
current plan.
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Summary Table: Medicare Open Enrollment at a Glance

What You Can Do

When

Coverage Effective

Switch between Medicare Advantage plans

October 15 -December 7

January 1 of nextyear

Switch from Original Medicare to MA

October 15 -December 7

January 1 of next year

Switch from MA to Original Medicare

October 15 -December 7

January 1 of nextyear

Join, drop, or switch Part D plans

October 15 -December 7

January 1 of next year

Conclusion

The Medicare Advantage & Part D Open Enrollment Period from October 15 to December 7
is your annual chance to ensure your coverage matches your health needs and budget for

the upcoming year. Take time to review your options, compare plans, and make any

necessary changes before the deadline. Staying proactive during this window can help you
avoid unexpected costs and get the most value from your Medicare coverage.

Medicare Advantage Open Enrollment (January 1-March 31)

The Medicare Advantage Open Enrollment Period (MA OEP) is a crucial annual window for

individuals already enrolled in a Medicare Advantage (MA) plan to review and, if needed,
adjust their coverage. Running from January 1 through March 31 each year, this period
provides a valuable second chance for MA enrollees to ensure their health and prescription
drug coverage aligns with their needs for the rest of the year.

What Is the Medicare Advantage Open Enrollment Period?

The MA OEP is a three-month period at the start of each year, exclusively for people who

are already enrolled in a Medicare Advantage plan as of January 1. This enrollment period is
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distinct from the broader Medicare Annual Enrollment Period (October 15-December 7),
which is open to all Medicare beneficiaries.

Key Features:

Only current Medicare Advantage enrollees can use this period.
It allows for a one-time change per year.

Changes made during this period take effect the first day of the month after the
requestis received.

What Changes Can You Make During MA OEP?

During the MA OEP, you can:

Switch to another Medicare Advantage plan: You can move to a different MA plan
in your area, regardless of whether your current or new plan includes prescription
drug coverage.

Drop your Medicare Advantage plan and return to Original Medicare: You can
disenroll from your MA plan and go back to Original Medicare (Parts A and B). If you
do this, you also have the option to join a stand-alone Part D prescription drug plan.

Important Limitations:

You can only make one change during the MA OEP.

You cannot use this period to switch from Original Medicare to a Medicare
Advantage plan.

You cannot use this period to join, switch, or drop a stand-alone Part D plan if you
are not currently in a Medicare Advantage plan.

Who Can Use the MA OEP?

Eligible: Anyone enrolled in a Medicare Advantage plan (with or without prescription
drug coverage) as of January 1.

Not Eligible: Individuals with only Original Medicare (Parts A and B) or those with a
stand-alone Part D plan but not enrolled in a Medicare Advantage plan.
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Why Might You Use the MA OEP?

The MA OEP is especially helpful if:

You enrolled in a new Medicare Advantage plan during the Annual Enrollment Period
and are dissatisfied with your choice.

You discover your preferred doctors, hospitals, or pharmacies are not in your plan’s
network.

Your prescription drugs are not covered or are more expensive than expected.

You want to adjust your coverage based on new health needs or financial
considerations.

You want to take advantage of additional benefits (such as dental, vision, hearing, or
wellness programs) offered by another plan.

How to Make a Change During MA OEP

1.

Review Your Current Coverage: Assess your plan’s provider network, drug
formulary, costs, and extra benefits.

Compare Plans: Use the Medicare Plan Finder at Medicare.gov or consult a
licensed insurance agent or your State Health Insurance Assistance Program (SHIP)
to explore options.

Enroll in Your New Plan: Contact the new plan directly, enroll online, or call 1-800-
MEDICARE for assistance.

Confirm Your Change: After submitting your request, you’ll receive confirmation
and new plan materials. Coverage under your new plan will begin the first day of the
month after your request is processed.

Example Scenarios

Switching Plans: If you submit a request to switch from one MA plan to another on
February 20, your new coverage will start March 1.

Returning to Original Medicare: If you disenroll from your MA plan and enrollin a
stand-alone Part D plan on March 15, your Original Medicare and Part D coverage
will begin April 1.
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Comparison: MA OEP vs. Annual Enrollment Period

Feature Annual Enrollment (Oct 15- MA Open Enrollment (Jan 1-Mar 31)
Dec 7)

Who can use it? All Medicare beneficiaries Current MA plan enrollees only

What changes are Switch MA plans or return to Original

allowed? Join/drop/switch MA or Part D | Medicare (+ Part D)

How many changes
allowed? Multiple One change

When do changes take
effect? January 1 of next year First day of month after request

Tips for Making the Most of MA OEP

e« Act promptly: You only have one opportunity to change your coverage during this
period.

o Evaluate your needs: Consider changes in your health, finances, or provider
preferences.

o Seekhelp if needed: Use SHIP counselors, Medicare, or a trusted agent for
guidance.

o Keep documentation: Save all confirmation letters and plan materials.

Conclusion

The Medicare Advantage Open Enrollment Period (January 1-March 31) is a valuable
second chance for MA enrollees to adjust their coverage if their current plan isn’t meeting
their needs. It allows for a one-time switch to another MA plan or a return to Original
Medicare (with the option to add Part D drug coverage). Understanding the rules, deadlines,
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and options available during this window can help you secure the best possible coverage
for your health and financial well-being throughout the year.

How to Switch Between Plans or Return to Original Medicare

Switching between Medicare plans or returning to Original Medicare is a process that many
beneficiaries consider as their health needs, finances, or provider preferences change.
Whether you want to move from one Medicare Advantage (Part C) plan to another, switch
from Medicare Advantage back to Original Medicare (Parts A and B), or add or drop
prescription drug coverage (Part D), there are established procedures and specific
enrollment periods when these changes can be made. This chapter provides a
comprehensive, step-by-step guide to making these transitions smoothly and avoiding
coverage gaps or penalties.

When Can You Switch Plans or Return to Original Medicare?

You can only join, switch, or drop Medicare Advantage or Part D plans during certain
enrollment periods:

e Annual Enrollment Period (AEP): October 15 - December 7 each year. Any changes
take effect January 1 of the following year.

e Medicare Advantage Open Enrollment Period (MA OEP): January 1 —March 31
each year. Changes take effect the first day of the month after your request is
processed.

e Special Enrollment Periods (SEPs): Triggered by certain life events, such as
moving, losing other coverage, or qualifying for Medicaid or Extra Help.

e Initial Enrollment Period (IEP): When you first become eligible for Medicare, you
can make changes during your seven-month window.

How to Switch Medicare Advantage Plans

1. Review Your Options: During an eligible enrollment period, compare available
Medicare Advantage plans in your area. Consider costs, provider networks, drug
coverage, and extra benefits.

326



2. Enrollin the New Plan: Contact the insurance provider for the plan you want to join,

use the Medicare Plan Finder, or call 1-800-MEDICARE (1-800-633-4227). When you
enroll in a new Medicare Advantage plan, you are automatically disenrolled from
your previous plan when your new coverage begins. There is nho need to cancel your
old plan separately.

Confirmation: You will receive a letter from your new plan confirming your
enrollment and the start date of your coverage. Coverage under the new plan begins
onJanuary 1 if you switch during AEP, or the first of the month after your request
during MA OEP.

How to Switch from Medicare Advantage to Original Medicare

1.

Choose Your Enrollment Period: You can switch back to Original Medicare during
the Annual Enrollment Period (October 15 — December 7) or the Medicare Advantage
Open Enrollment Period (January 1 —March 31). The change takes effect January 1 or
the first of the month after your request, respectively.

Contact Medicare or Your Plan: Call your Medicare Advantage plan to cancel your
enrollment, or call 1-800-MEDICARE to process your disenrollment over the phone.
You can also visit your local Social Security office or request a disenrollment form
from your insurer.

Enroll in a Stand-Alone Part D Plan: If you want prescription drug coverage, you
must enroll in a stand-alone Medicare Part D plan. You can do this by calling 1-800-
MEDICARE or enrolling online. Enrolling in a Part D plan will automatically disenroll
you from your Medicare Advantage plan with drug coverage.

Consider Medigap: If you want to reduce out-of-pocket costs, consider applying for
a Medigap (Medicare Supplement) policy. Be aware that unless you are within your
Medigap Open Enrollment Period or have a guaranteed issue right, insurers may use
medical underwriting and could deny coverage or charge higher premiums.

How to Drop or Rejoin Drug Coverage

Dropping Drug Coverage: You can drop your Medicare drug plan during AEP or MA
OEP by calling 1-800-MEDICARE, mailing or faxing a signed notice to your plan, or
using your plan’s online disenrollment option.
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¢ Rejoining Drug Coverage: If you wish to rejoin a Medicare drug plan later, you must
wait for an eligible enrollment period. If you go 63 days or more without creditable
prescription drug coverage, you may face a late enrollment penalty when you rejoin.

Special Enrollment Periods (SEPs)

Certain life events allow you to switch plans or return to Original Medicare outside the
standard enrollment periods. Examples include:

Moving out of your plan’s service area

Losing employer or union coverage

Qualifying for Medicaid or Extra Help

Your plan terminates or is sanctioned by Medicare

The length and timing of your SEP depend on the event. In most cases, you have two
months from the qualifying event to make changes.

Important Considerations

e Coverage Gaps: When switching plans, ensure your new coverage begins before
your old coverage ends to avoid gaps.

e Prescription Drug Coverage: If you return to Original Medicare and want drug
coverage, enroll in a Part D plan as soon as possible.

e Medigap Enrollment: If you want a Medigap policy after leaving Medicare
Advantage, check your eligibility for guaranteed issue rights. Otherwise, you may
face medical underwriting.

e Confirmation: Always keep documentation of your plan changes and confirmation
letters.

Step-by-Step Example: Switching from Medicare Advantage to Original Medicare
1. Decide to switch during AEP (October 15-December 7).
2. Callyour current Medicare Advantage plan or 1-800-MEDICARE to disenroll.

3. Enrollin a stand-alone Part D plan for drug coverage.
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4. Apply for a Medigap policy if desired (check for guaranteed issue rights).

5. Your new coverage begins January 1.

Summary Table: How to Switch or Return to Original Medicare

Action When to Do It How to Do It Takes Effect

Enroll in new plan; Jan 1 (AEP) or next month
Switch MA plans AEP or MA OEP previous plan ends (MA OEP)
Switch MA to Call plan or 1-800- Jan 1 (AEP) or next month
Original Medicare AEP or MA OEP MEDICARE (MA OEP)

Add/drop Part D
coverage

AEP, MA OEP, or SEP

Enroll/disenroll via
Medicare or plan

Jan 1 (AEP) or next month
(MA OEP/SEP)

Apply for Medigap

After returning to
Original Medicare

Contact Medigap insurers

directly

Upon approval (timing
varies)

Conclusion

Switching between Medicare plans or returning to Original Medicare is a straightforward

process when done during the right enrollment periods and with proper planning. Always

review your options, confirm your new coverage, and consider your needs for prescription

drug and supplemental coverage. By following these steps and timelines, you can ensure a

smooth transition and maintain the health coverage that best fits your needs.
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Chapter Ten

Costs and Financial Assistance

Medicare is a vital source of health coverage for millions of Americans, but it does not
cover all healthcare expenses. Beneficiaries are responsible for a range of out-of-pocket
costs—premiums, deductibles, copayments, and coinsurance—that can add up quickly,
especially for those with chronic conditions or limited incomes. Fortunately, several
financial assistance programs are available to help lower these costs. This chapter
provides a detailed overview of Medicare’s costs for 2025 and the key programs that can
help you manage your healthcare expenses.

Medicare Costs in 2025
Part A (Hospital Insurance)

e Premium: Most people pay $0 for Part A. If you have fewer than 30 quarters of
Medicare-covered employment, the full premium is $518 per month. With 30-39
quarters, the premium is $285 per month.

e Deductible: $1,676 per benefit period.
o Coinsurance:
e Days 1-60in hospital: $0 after deductible.
e Days 61-90: $419 per day.
o Days 91-150 (lifetime reserve days): $838 per day.
o After lifetime reserve days: All costs.
o Skilled Nursing Facility Coinsurance: Days 21-100: $209.50 per day.
Part B (Medical Insurance)

e Premium: $185 per month (standard premium). Higher-income beneficiaries pay
more based on the Income-Related Monthly Adjustment Amount (IRMAA).

e Deductible: $257 peryear.

e Coinsurance: Typically, 20% of the Medicare-approved amount for most services
after the deductible is met.
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Part C (Medicare Advantage)

Premium: Varies by plan; many plans offer $0 premiums, but you must pay the Part
B premium.

Out-of-Pocket Maximum: In 2025, in-network costs are capped at $9,350; out-of-
network at $14,000.

Copayments/Coinsurance: Varies by plan and service.

Part D (Prescription Drug Coverage)

Premium: Average is about $46.50 per month but varies by plan and income (IRMAA
applies for higher-income beneficiaries).

Deductible: Up to $590 per year (plan-specific).
Copayments/Coinsurance: Varies by drug and plan.

Out-of-Pocket Maximum: $2,000 per year for covered drugs in 2025; after reaching
this, you pay $0 for covered prescriptions for the rest of the year.

Medigap (Medicare Supplement Insurance)

Premium: Varies by plan, insurer, age, and location. Typical range is $100-$300+ per
month.

Out-of-Pocket Maximum: Only Plans K ($7,220) and L ($3,610) have a maximum in
2025.

Out-of-Pocket Costs

Original Medicare (Parts A and B) does not have an annual out-of-pocket maximum. This
means there is no cap on how much you could pay in a year for deductibles, coinsurance,
and copayments. Medicare Advantage and some Medigap plans do have annual
maximums, providing important financial protection.

Examples of out-of-pocket costs:

Hospital stay of 70 days: $1,676 deductible + (9 days x $419 per day) = $5,447.

Doctor visit after deductible: 20% of the Medicare-approved amount.
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Financial Assistance Programs

Several programs are available to help people with limited income and resources pay for
Medicare costs.

Medicare Savings Programs (MSPs)

MSPs are state-run programs that help pay Medicare premiums and, in some cases,
deductibles, coinsurance, and copayments. There are four main types:

1. Qualified Medicare Beneficiary (QMB) Program
e Pays: Part Aand B premiums, deductibles, coinsurance, and copayments.
e Income limit (2025): $1,325/month (individual), $1,783/month (couple).
¢ Resource limit: $9,660 (individual), $14,470 (couple).

« Benefit: Providers cannot bill you for Medicare-covered services (except for small
Medicaid copays). You also get Extra Help for prescription drugs, paying no more
than $12.15 per drug in 2025.

2. Specified Low-Income Medicare Beneficiary (SLMB) Program
e Pays: Part B premium only.
e Income limit (2025): $1,585/month (individual), $2,135/month (couple).
¢ Resource limit: Same as QMB.
+ Benefit: Also qualifies you for Extra Help.
3. Qualifying Individual (QI) Program
e Pays: Part B premium only.
e Income limit (2025): $1,781/month (individual), $2,400/month (couple).
o Resource limit: Same as above.

o Benefit: Must reapply each year; first-come, first-served. Also qualifies you for Extra
Help.

4. Qualified Disabled and Working Individuals (QDWI) Program
e Pays: Part A premium for certain people with disabilities who have returned to work.

Note: Income and resource limits may be higher in some states, and not all
income/resources are counted. Always check with your state Medicaid office.
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Extra Help (Low-Income Subsidy for Part D)

Extra Help is a federal program that helps pay for Medicare Part D prescription drug costs
for people with limited income and resources.

e« Pays: Part D premiums, deductibles, and copays.

e 1n 2025: No premium or deductible for benchmark plans; copays up to $4.90 for
generics and $12.15 for brand-name drugs.

o Eligibility: Based onincome and resources. Many who qualify for an MSP
automatically get Extra Help.

Medicaid

Medicaid is a joint federal and state program for people with very low income and
resources. It can help pay for costs not covered by Medicare, including long-term care, and
may provide additional benefits such as dental or vision coverage.

How to Apply for Financial Assistance
e Medicare Savings Programs: Apply through your state Medicaid office or online.

o Extra Help: Apply through the Social Security Administration (ssa.gov), by phone, or
atyour local Social Security office.

e Medicaid: Apply through your state Medicaid office.

Even if you think you may not qualify, it’s worth applying—some states have more generous
rules, and not all income and assets are counted.

Key Points and Tips

¢« Review your Medicare costs annually, as premiums, deductibles, and coinsurance
amounts change each year.

e Ifyou have limited income or resources, check your eligibility for MSPs, Extra Help,
and Medicaid.

e Ifyou qualify for an MSP, you automatically get Extra Help for prescription drugs.

¢ Medicare Advantage and some Medigap plans offer annual out-of-pocket
maximums, providing important financial protection.
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o Keep records of your medical expenses and notices from Medicare and your plan.

Summary Table: Major Medicare Costs and Assistance (2025)

Cost/Program

2025 Amount/Limit

Financial Assistance
Available?

Part A premium

$0 (most); $285 or $518 (if ineligible)

QMB, Medicaid

Part A deductible

$1,676 per benefit period

QMB, Medicaid

Part B premium

$185/month (standard)

QMB, SLMB, QI, Medicaid

Part B deductible

$257/year

QMB, Medicaid

Part B coinsurance

20% after deductible

QMB, Medicaid

Part D premium

~$46.50/month (average)

Extra Help, MSPs

Part D deductible Up to $590 Extra Help
Part D out-of-pocket
max $2,000/year Extra Help

MA out-of-pocket max

$9,350 in-network; $14,000 out-of-

network

Medicaid (for dual-eligibles)

Medigap Plan K/L max

$7,220 (K); $3,610 (L)

Medicaid (varies by state)
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Conclusion

Medicare costs can be substantial, but a range of federal and state programs are available
to help those with limited income and resources. Understanding your potential out-of-
pocket costs and knowing where to seek assistance can make a significant difference in
your ability to access and afford needed healthcare. Review your eligibility for financial help
each year, as rules and limits change, and don’t hesitate to seek guidance from your state
Medicaid office, Social Security, or a trusted benefits counselor.

Premiums, Deductibles, Copayments, and Out-of-Pocket Maximums

Understanding Medicare’s cost structure is essential for budgeting and making informed
decisions about your health coverage. Medicare costs are divided into several categories—
premiums, deductibles, copayments (or coinsurance), and out-of-pocket maximums—
each of which varies depending on the part of Medicare you are enrolled in and, in some
cases, your income or the specific plan you choose. This chapter provides a
comprehensive breakdown of these costs for 2025, covering Original Medicare (Parts A and
B), Medicare Advantage (Part C), Medicare Part D, and Medigap.

Medicare Part A (Hospital Insurance)
Premiums

o Most people pay $0 for Part A if they or their spouse paid Medicare taxes for at least
10 years (40 quarters).

e If you have 30-39 quarters: $285 per month.

« Ifyou have fewer than 30 quarters: $518 per month.
Deductibles

e Inpatient hospital stay: $1,676 per benefit period.
Copayments/Coinsurance

o Days 1-60: $0 after deductible.

o Days 61-90: $419 per day.

o Days 91-150 (lifetime reserve days): $838 per day (up to 60 days over your
lifetime).
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o After day 150: All costs.

Skilled Nursing Facility (SNF) Coinsurance
« Days 1-20: $0.
e Days 21-100: $209.50 per day.

e After day 100: All costs.

Medicare Part B (Medical Insurance)
Premiums
e Standard monthly premium: $185 in 2025.

e Higher-income beneficiaries: Pay more based on the Income-Related Monthly
Adjustment Amount (IRMAA). For example, individuals with incomes above
$106,000 (or couples above $212,000) pay higher premiums, up to $628.90 per
month for the highest earners.

Deductibles
e Annual deductible: $257 in 2025.
Copayments/Coinsurance

o Coinsurance: 20% of the Medicare-approved amount for most services after the
deductible is met.

Medicare Part C (Medicare Advantage)
Premiums

e Monthly premiums: Vary by plan, ranging from $0 to $240+ per month. The average
premium in 2025 is projected to be $17 per month. You must also pay the Part B
premium.

Deductibles

« Deductibles: Vary by plan. Some plans have no deductible, while others may have
separate deductibles for medical and drug coverage.
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Copayments/Coinsurance

e Copayments: Often a fixed dollar amount for services (e.g., $20 for a doctor’s visit),
rather than the 20% coinsurance in Original Medicare.

o Coinsurance: May apply for some services, depending on the plan.
Out-of-Pocket Maximums

¢ Required by law: All Medicare Advantage plans must have an annual out-of-pocket
maximum for in-network services.

e 2025 maximum: $9,350 for in-network care (plans may set lower limits). This cap
does not include prescription drug costs.

Medicare Part D (Prescription Drug Coverage)
Premiums

e Average monthly premium: About $46.50 in 2025, but actual premiums vary by
plan and region.

e Higher-income beneficiaries: Pay an IRMAA surcharge ranging from $12.90 to
$85.80 per month.

Deductibles
e Annual deductible: Up to $590 in 2025 (plan-specific).
Copayments/Coinsurance

e Cost-sharing: Varies by drug tier and plan. You pay the full cost of covered drugs
until you meet your deductible, then copays or coinsurance for each prescription.

e After reaching the $2,000 out-of-pocket maximum: You pay $0 for covered drugs
for the rest of the year.

Out-of-Pocket Maximums

e 2025 cap: $2,000 for covered drugs. This is a new, lower cap that provides major
savings for those with high drug costs.
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Medigap (Medicare Supplement Insurance)

Premiums

¢ Monthly premiums: Set by private insurers and vary widely by plan, age, location,
and company. Typical range is $100-$300+ per month.

Deductibles

e Some plans (like high-deductible Plan G): Require you to pay a set deductible
($2,870 in 2025) before coverage begins.

Copayments/Coinsurance

e Most Medigap plans: Cover all or most of the coinsurance and copayments for
Medicare-approved services.

Out-of-Pocket Maximums
e PlanK: $7,220in 2025.
e PlanL:$3,610in2025.

e Afterreaching these limits, the plan pays 100% of covered services for the rest of
the year.

Original Medicare: No Out-of-Pocket Maximum

e Parts A and B: Original Medicare does not have an annual out-of-pocket maximum.
Your costs can add up if you have significant medical needs, unless you have
supplemental coverage (like Medigap or retiree insurance).
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Summary Table: Key Medicare Costs for 2025

Medicare Premium Deductible Copayment/Coinsurance Out-of-Pocket
Part/Plan (Monthly) Maximum
Part A (most $1,676/benefit $419/day (days 61-90), $838/day | None (unless
people) $0 period (days 91-150) Medigap)
PartB None (unless
(standard) $185 $257/year 20% after deductible Medigap)
PartC $0-$240+ $9,350 (in-
(Advantage) (avg. $17) Varies by plan Varies by plan network, 2025)
Part D (Rx) $46.50 (avg.) | Upto $590 Varies by plan/tier $2,000 (2025)
Medigap Plan
K Varies N/A Varies by plan $7,220 (2025)
Medigap Plan
L Varies N/A Varies by plan $3,610 (2025)
Key Takeaways

¢ Premiums: The amount you pay monthly for coverage, varies by part and plan.
e Deductibles: The amount you pay out of pocket before your plan starts to pay.

e Copayments/Coinsurance: Your share of costs for services or drugs after meeting
your deductible.

e Out-of-Pocket Maximums: Caps on your annual spending, only available in
Medicare Advantage, Part D, and some Medigap plans—not in Original Medicare.

Review your coverage each year, compare plan options, and consider your health needs
and budget to ensure you’re getting the best value from your Medicare coverage.
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Income-Related Monthly Adjustment Amount (IRMAA)

The Income-Related Monthly Adjustment Amount (IRMAA) is an additional premium that
higher-income Medicare beneficiaries must pay for their Medicare Part B (medical
insurance) and Part D (prescription drug coverage). IRMAA is designed to ensure that
individuals with higher incomes contribute more toward the cost of their Medicare benefits.
This chapter explains how IRMAA works, who pays it, how much it is in 2025, how it’s
determined, and what to do if your income changes.

What Is IRMAA?

IRMAA is a monthly surcharge added to the standard Medicare Part B and Part D premiums
for beneficiaries whose income exceeds certain thresholds. It applies to:

« Maedicare Part B: Covers outpatient medical services.

e Medicare Part D: Covers prescription drug plans, including stand-alone Part D and
Medicare Advantage plans with drug coverage.

Both Original Medicare and Medicare Advantage enrollees may be subject to IRMAA if their
income is above the specified limits.

Who Pays IRMAA?

IRMAA applies to beneficiaries whose Modified Adjusted Gross Income (MAGI) from two
years prior exceeds the annual threshold. For 2025, your 2023 tax return is used to
determine your IRMAA status. MAGI includes your adjusted gross income plus tax-exempt
interest and certain other income sources.

2025 IRMAA Thresholds:
e Single filers: Over $106,000
e Married filing jointly: Over $212,000
o Married filing separately: Over $106,000

If yourincome is at or below these thresholds, you pay only the standard premiums for Part
B and Part D.
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How Much Is IRMAA in 20257

IRMAA is calculated on a sliding scale with five income brackets. The higher your income,

the higher your monthly surcharge for both Part B and Part D.

2025 IRMAA Brackets and Surcharges

MAGI (2023) Filing Status: Filing Status: Part B Premium (per | Part D IRMAA (add to
Single Joint month) plan premium)

$106,000 or $106,000 or $185.00

less less (standard) $0.00

$106,001 - $212,000 or

$133,000 less $259.00 $13.70

$133,001 - $266,000 or

$167,000 less $370.00 $35.30

$167,001 - $334,000 or

$200,000 less $480.90 $57.00

$200,001 - $400,000 or

$500,000 less $591.90 $78.60

$500,001 or $750,000 or

more more $628.90 $85.80

*For married individuals filing separately, IRMAA surcharges are higher and start at lower

income levels.

Part B: The standard premium is $185.00 per month in 2025. IRMAA is added to this
amount if your income exceeds the threshold.

Part D: The IRMAA amount is added to your plan’s premium. For example, if your plan

premium is $46.50 and your IRMAA is $35.30, your total monthly Part D premium would be

$81.80.
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How Is IRMAA Determined?
« Based on MAGI from two years ago: For 2025, your 2023 tax return is used.

¢« Annualrecalculation: IRMAA is reassessed each year as new tax data becomes
available.

¢ Notification: The Social Security Administration (SSA) will send you a notice if you
are subject to IRMAA, detailing your income, the calculation, and your new premium
amounts.

How to Calculate Your MAGI
MAGI for IRMAA purposes includes:
e Adjusted Gross Income (AGI) from your tax return
e Plus: tax-exemptinterest (such as municipal bond interest)

e Plus: certain otherincome (e.g., foreign earned income, U.S. savings bond interest
used for higher education)

Add these together to determine your MAGI for the relevant tax year.

What If Your Income Has Decreased?

If you experience a significant life-changing event that reduces your income (such as
retirement, divorce, death of a spouse, or loss of income-producing property), you can
request a reconsideration of your IRMAA determination. To do this:

1. Contact SSA: File Form SSA-44 (Medicare Income-Related Monthly Adjustment
Amount - Life-Changing Event).

2. Provide documentation: Submit evidence of the life-changing event and your
currentincome.

3. SSAreview: SSA will review your request and may adjust your IRMAA accordingly.
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How IRMAA Affects Medicare Advantage and Part D

¢ Medicare Advantage: If your MA plan includes drug coverage, you pay the Part B
premium (with IRMAA if applicable) and the Part D IRMAA surcharge, in addition to
any plan premium.

o Part D: IRMAA s paid directly to Medicare (SSA), not to your prescription drug plan.

Appeals and Corrections

If you believe your IRMAA determination is incorrect due to IRS errors or a qualifying life
event, you can appeal by contacting SSA or filing the appropriate forms. If your income later
decreases, your IRMAA may be adjusted for future years.

Key Points

¢ |IRMAA s an additional monthly premium for higher-income Medicare beneficiaries,
affecting both Part B and Part D.

e The surcharge is based on your MAGI from two years prior and is recalculated
annually.

¢ You will be notified by SSA if you owe IRMAA and can appeal if your income has
changed due to specific life events.

o IRMAA applies regardless of whether you have Original Medicare, Medicare
Advantage, or a standalone Part D plan.

Conclusion

The Income-Related Monthly Adjustment Amount (IRMAA) ensures that higher-income
Medicare beneficiaries pay a greater share of their healthcare costs. With significant
increases possible for those above the income thresholds, it’s important to understand
how IRMAA is calculated, how it affects your premiums, and what steps you can take if your
income changes. Reviewing your income annually and planning for potential IRMAA
surcharges can help you manage your Medicare expenses more effectively.

343



Extra Help (Low-Income Subsidy) for Part D

Medicare’s Extra Help program, also known as the Low-Income Subsidy (LIS), is a federal
benefit designed to make prescription drug coverage under Medicare Part D more
affordable for people with limited income and resources. Extra Help can save beneficiaries
thousands of dollars each year by lowering or eliminating premiums, deductibles,
copayments, and other out-of-pocket costs for prescription medications. This chapter
provides a detailed look at how Extra Help works, who qualifies, what the benefits are, and
how to apply.

What Is Extra Help?

Extra Help is a federal program that helps pay for some or most of the costs of Medicare
Part D prescription drug plans. Itis administered by the Social Security Administration
(SSA) and the Centers for Medicare & Medicaid Services (CMS). The value of Extra Help is
substantial—estimated at about $5,900 to $6,200 per year per person—making it one of
the most important financial assistance programs for Medicare beneficiaries with limited
means.

Key Benefits of Extra Help in 2025
If you qualify for Extra Help in 2025, you will receive:

e No or reduced monthly premium: Most people with Extra Help pay no premium for
their Part D drug plan.

e No annual deductible: The deductible for covered drugs is eliminated.

e Low copayments: You pay no more than $4.90 for each generic or preferred multi-
source drug and $12.15 for each brand-name drug covered by your plan.

 No copayments after reaching the out-of-pocket cap: Once your total out-of-
pocket drug costs reach $2,000 in 2025, you pay $0 for each covered drug for the
rest of the year.

¢ No late enrollment penalty: You will not be charged a penalty for enrolling in Part D
late if you have Extra Help.

e Special Enrollment Periods (SEPs): You can change your drug plan once during
each of the first three quarters of the year and again during the annual Open
Enrollment Period (October 15-December 7).
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¢ Auto-enrollmentin a Part D plan: If you qualify for Extra Help but are not enrolled
in a Part D plan, you may be automatically enrolled to ensure you have coverage.

Who Qualifies for Extra Help?
To qualify for Extra Help in 2025, you must:
1. Have Medicare Part A and/or Part B
2. Liveinthe United States (50 states or Washington, D.C.)
3. Meetincome and resource limits
Income and Resource Limits for 2025
e Single: Income up to $22,590 per year ($1,882.50/month); resources up to $17,600

o Married couple living together: Income up to $30,660 per year ($2,555/month);
resources up to $35,130

Income includes money from work, Social Security, pensions, and most other sources.
Resources include money in bank accounts, stocks, bonds, mutual funds, IRAs, and other
investments. Your home, car, and personal possessions do not count toward the resource
limit.

Automatic Qualification
You automatically qualify for Extra Help if you:
e Receive full Medicaid coverage
e Receive Supplemental Security Income (SSI)
e Are enrolled in a Medicare Savings Program (QMB, SLMB, or Ql)

If you qualify automatically, you do not need to apply separately for Extra Help.

How to Apply for Extra Help
If you do not automatically qualify, you can apply for Extra Help at any time:

¢ Online: Visit the Social Security Administration website and complete the Extra
Help application.
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By phone: Call SSA at 1-800-772-1213 (TTY 1-800-325-0778) to apply or request a
paper application.

In person: Visit your local Social Security office for assistance.

With help: Family members, caregivers, or State Health Insurance Assistance
Program (SHIP) counselors can help you complete the application.

Documents you may need:

Payroll stubs or Social Security statements
Bank account and investment statements
Tax returns

Documentation of pensions, annuities, or veterans’ benefits

You can save your application and return to it later if needed.

What Happens After You Apply?

SSA Review: The Social Security Administration will review your application and
notify you of your eligibility.

Enrollment: If approved, you will receive instructions on how to enroll in a Part D
plan, or you may be automatically enrolled if you do not have one.

Annual Review: Eligibility is reviewed each year. If your income or resources
change, you may need to reapply.

Special Enrollment Periods (SEPs) with Extra Help

With Extra Help, you aren’t limited to making changes only during the annual Open

Enrollment Period. You can change your Medicare drug coverage once during each of the
first three quarters of the year and again during the fall Open Enrollment. This flexibility

helps ensure you always have the best coverage for your medications.
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Additional Notes

« No penalty for late enrollment: If you qualify for Extra Help, you will not owe the
Medicare Part D late enrollment penalty, even if you join a plan after your initial
eligibility.

e SNAP and Extra Help: Receiving Supplemental Nutrition Assistance Program

(SNAP) benefits does not affect your eligibility for Extra Help, as SNAP payments are
not counted toward the income limit.

e« LINET Program: If you qualify for Extra Help and are not yet enrolled in a Part D plan,
you may get temporary drug coverage through the Limited Income Newly Eligible
Transition (LINET) program.

Summary Table: Extra Help for Part D in 2025

Feature With Extra Help

Part D premium $0 (for basic plans)

Part D deductible $0

Generic drug copay Up to $4.90 per prescription

Brand-name drug copay Up to $12.15 per prescription

Out-of-pocket cap $2,000, then $0 for covered drugs

Late enrollment penalty None

Special Enrollment Periods Once per quarter + annual Open Enrollment
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Conclusion

Extra Help (Low-Income Subsidy) is a powerful program for people with Medicare who need
assistance paying for prescription drugs. With expanded eligibility and enhanced benefits
for 2025, Extra Help can eliminate premiums and deductibles, reduce copays, and provide
ongoing protection against high drug costs. If you have limited income and resources,
applying for Extra Help can save you thousands of dollars each year and ensure you have
access to the medications you need. Always check your eligibility annually and seek help
from Social Security, Medicare, or your local SHIP office if you have questions or need
assistance applying.

State Pharmaceutical Assistance Programs (SPAPs)

State Pharmaceutical Assistance Programs (SPAPs) are state-run initiatives designed to
help residents—primarily seniors and individuals with disabilities—afford the cost of
prescription drugs. These programs play a crucial role in bridging the gap for those who
may struggle to pay for medications, even with Medicare Part D or other insurance. SPAPs
vary widely by state in terms of eligibility, benefits, and coordination with Medicare, but all
share the goal of making prescription drugs more accessible and affordable for vulnerable
populations.

What Are SPAPs?

SPAPs are state-operated programs that provide prescription drug assistance to eligible
residents, typically those with low to moderate incomes or specific health conditions. They
are funded and administered by individual states, not the federal government, and are
separate from Medicaid and Medicare, though they often coordinate with these programs.

Key Features

o State-Funded: Each SPAP is funded by its state and may have unique rules,
benefits, and eligibility criteria.

e Prescription Drug Assistance: SPAPs help pay for prescription drugs, and in many
cases, they also help cover Medicare Part D premiums, deductibles, and
copayments.

e Coordination with Medicare Part D: SPAPs are designed to work alongside
Medicare Part D, maximizing benefits and reducing out-of-pocket costs for
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enrollees. They may pay costs not covered by Part D and can help beneficiaries
reach their Medicare Part D out-of-pocket maximum more quickly.

Special Enrollment Period (SEP): Beneficiaries who qualify for an SPAP are granted
a Special Enrollment Period, allowing them to join or switch a Medicare Advantage
or Part D plan once per calendar year outside of the standard enrollment periods3.

How Do SPAPs Work With Medicare Part D?

SPAPs coordinate closely with Medicare Part D to ensure beneficiaries receive the

maximum possible assistance:

Data Sharing: CMS and SPAPs exchange data to coordinate benefits, avoid
duplicate payments, and accurately track true out-of-pocket (TrOOP) costs for
Medicare Part D1. This ensures that payments made by the SPAP count toward the
beneficiary’s Part D out-of-pocket maximum.

Claims Coordination: When a beneficiary has both SPAP and Part D coverageg, the
pharmacy submits claims to both programs, and costs are shared according to
program rules.

Maximizing Benefits: SPAPs may pay for drugs not covered by Part D, cover cost-
sharing for Part D drugs, or help with premiums and deductibles.

Who Is Eligible for SPAPs?

Eligibility for SPAPs varies by state but generally includes:

Residency: Must be a resident of the state offering the program.

Age or Disability: Most SPAPs serve seniors (typically age 65+) and sometimes
adults with disabilities.

Income Limits: Programs set income limits, often at or below 200-300% of the
federal poverty level, but this varies.

Medicare Enrollment: Many SPAPs require enrollees to have Medicare Part D, but
some may help those not yet eligible for Medicare.

Other Criteria: Some programs are disease-specific (e.g., HIV/AIDS or End-Stage
Renal Disease) and have additional medical eligibility requirements.
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Types of Assistance Provided
SPAPs may offer one or more of the following benefits:
e Help paying Medicare Part D premiums
e Assistance with deductibles and copayments for covered drugs
o Coverage for drugs excluded by Part D or for those not on a plan’s formulary
« Direct payment for certain high-cost or specialty medications

¢ Coordination with other assistance programs, such as AIDS Drug Assistance
Programs (ADAPs) or manufacturer Patient Assistance Programs

Examples of SPAPs

e New York EPIC (Elderly Pharmaceutical Insurance Coverage): Helps income-
eligible seniors pay for prescription drugs and coordinates with Medicare Part D.

e Pennsylvania PACE/PACENET: Offers prescription drug assistance to older adults
with moderate incomes.

e New Jersey PAAD: Assists low- and moderate-income seniors with prescription
drug costs.

o Disease-Specific Programs: Some states offer programs for residents with
HIV/AIDS or kidney disease, providing targeted drug assistance.

Not every state offers an SPAP. To find out if your state has a program, contact your State
Health Insurance Assistance Program (SHIP) or visit your state’s health department
website.

Special Enrollment Periods (SEPs) for SPAP Beneficiaries

One of the most valuable features of SPAPs is that qualifying beneficiaries are granted a
Special Enrollment Period (SEP):

¢ What it means: You can join or switch a Medicare Advantage or Part D plan once
per calendar year outside of the standard Open Enrollment Period3.
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e Why it matters: This flexibility allows you to adjust your coverage if your
prescription needs or financial situation change, or if you find a plan that better
coordinates with your SPAP benefits.

How SPAPs Benefit Beneficiaries

e Lower Out-of-Pocket Costs: By helping with premiums, deductibles, and copays,
SPAPs make medications more affordable.

¢ Increased Access: SPAPs may cover drugs that are not included in Medicare Part D
formularies.

¢ Protection Against High Costs: SPAP payments count toward your Medicare Part D
out-of-pocket maximum, helping you reach catastrophic coverage sooner.

¢ Enrollment Flexibility: The SEP allows you to change plans if your needs change
during the year.

How to Apply for an SPAP

e Contact your State Health Insurance Assistance Program (SHIP): They can
provide information and help you apply.

o State Health Department or Program Website: Many states have online
applications or downloadable forms.

e Local Agencies: Area Agencies on Aging and community health organizations often
assist with SPAP enrollment.

You will typically need to provide proof of income, residency, age, and, if applicable,
Medicare enrollment.

351



Summary Table: State Pharmaceutical Assistance Programs (SPAPs)

Feature

Details

Who is eligible?

State residents, usually seniors or disabled, income limits

What do they cover?

Part D premiums, deductibles, copays, uncovered drugs

Coordination with Part D

Yes, payments count toward TrOOP and catastrophic coverage

SEP for beneficiaries

Yes—one plan changes per year outside normal enrollment

Application process

State-specific; via SHIP, state agencies, or online

Disease-specific SPAPs

Some states offer programs for HIV/AIDS, ESRD, etc.

Conclusion

State Pharmaceutical Assistance Programs are a vital resource for Medicare beneficiaries

who need extra help with prescription drug costs. By coordinating with Medicare Part D,

offering additional financial support, and providing unique enrollment opportunities, SPAPs

help ensure that vulnerable seniors and people with disabilities can access the

medications they need. If you or a loved one struggles with drug costs, check with your
state’s SHIP or health department to see if an SPAP is available and how it can help you

manage your prescription expenses.

Medicare Savings Programs

Medicare Savings Programs (MSPs) are state-administered benefits designed to help

people with limited income and resources pay for their Medicare costs. These programs

can significantly reduce or even eliminate premiums, deductibles, copayments, and

coinsurance for Medicare Parts A and B. In addition, enrollment in an MSP automatically

qualifies you for Extra Help (the Low-Income Subsidy) to assist with prescription drug costs
under Part D. This chapter provides a detailed overview of the four types of MSPs, eligibility

criteria for 2025, benefits, and the application process.
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What Are Medicare Savings Programs?

Medicare Savings Programs are special Medicaid-related programs that help pay some or
all of your Medicare out-of-pocket costs. They are sometimes called “Medicare Buy-In
Programs” or “Medicare Premium Payment Programs.” MSPs are not the same as Medicaid,
but they are administered by state Medicaid agencies and use similar financial eligibility
rules.

Key benefits of MSPs:
¢ Reduce or eliminate Medicare premiums, deductibles, and other cost-sharing
e Automatically qualify you for Extra Help with Part D prescription drug costs

e Protectyou from being billed for certain Medicare-covered services (if you qualify for
the QMB program)

The Four Types of Medicare Savings Programs
1. Qualified Medicare Beneficiary (QMB) Program
What it covers:
e Medicare Part A premium (if you owe one)
e Medicare Part B premium
e Alldeductibles, coinsurance, and copayments for Medicare-covered services
Special protections:

e Providers cannot bill you for Medicare-covered services (except for small Medicaid
copays, if applicable)

e You pay no more than $12.15 for each covered prescription drug in 2025 under Extra
Help

2025 income and resource limits:
e Individual: $1,325/month income; $9,660 in resources
e Married couple: $1,783/month income; $14,470 in resources

2. Specified Low-Income Medicare Beneficiary (SLMB) Program
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What it covers:
e Medicare Part B premium only
2025 income and resource limits:
e Individual: $1,585/month income; $9,660 in resources
e Married couple: $2,135/month income; $14,470 in resources
3. Qualifying Individual (QI) Program
What it covers:
e Medicare Part B premium only
2025 income and resource limits:
e Individual: $1,781/month income; $9,660 in resources
e Married couple: $2,400/month income; $14,470 in resources
Special notes:
e Benefits are first-come, first-served and you must reapply each year
¢ You cannotreceive Ql if you qualify for Medicaid
4. Qualified Disabled and Working Individual (QDWI) Program
What it covers:
e Medicare Part A premium only
Who qualifies:

e Working disabled individuals under 65 who lost premium-free Part A due to
returning to work and are not receiving full Medicaid

2025 income and resource limits:
e Individual: $5,302/month income; $4,000 in resources

e Married couple: $7,135/month income; $6,000 in resources
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Who Qualifies for Medicare Savings Programs?

To qualify for an MSP, you must:

Have or be eligible for Medicare Part A

Meet your state’s income and resource limits (some states have higher limits or do
not count certain assets)

Meet citizenship or immigration requirements

Resources include money in checking and savings accounts, stocks, bonds, IRAs, and

other investments. Your home, one car, burial plots, and certain life insurance policies are
not counted.

Income includes Social Security, pensions, wages, and most other sources. The first $20 of
your monthly income is not counted toward the limit.

Benefits of Enrolling in an MSP

Save on Medicare costs: Most MSPs cover the Part B premium ($185/month in
2025), saving you over $2,000 per year. QMB also covers deductibles, coinsurance,
and copayments.

Automatic Extra Help: Enrollment in any MSP automatically qualifies you for Extra
Help with Part D, reducing or eliminating your drug plan premiums, deductibles, and
copays.

No billing for QMBs: If you qualify for QMB, providers cannot bill you for Medicare-
covered services.

How to Apply for a Medicare Savings Program

1.

Contact your state Medicaid office: Applications are handled at the state level.
You can apply online, by phone, by mail, or in person.

Gather documentation: You may need your Social Security and Medicare cards,
proof of income (pay stubs, Social Security statements), bank and investment
statements, proof of residency, and citizenship or immigration status.

Complete the application: Answer questions about yourincome, resources, and
household.
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4. Wait for a decision: States must notify you within 45 days. If denied, you have the
right to appeal.

5. Renew annually: You must reapply or recertify each year.

Tip: If you need help, contact your State Health Insurance Assistance Program (SHIP) for
free counseling.

Special Notes and State Variations

e Some states have higherincome or resource limits, or do not count certain assets
(such as retirement accounts or life insurance).

e Alaska and Hawaii have higher income limits.

o Ifyou receive food assistance (SNAP), those benefits are not counted as income.

Summary Table: Medicare Savings Programs (2025)

Program | What It Pays Monthly Income Resource Limit Automatic
Limit (Individual) (Individual) Extra Help?

Part A & B premiums,
deductibles, coinsurance,

QMB copays $1,325 $9,660 Yes
SLMB Part B premium $1,585 $9,660 Yes
Ql Part B premium $1,781 $9,660 Yes
QDWI Part A premium $5,302 $4,000 No

356




Conclusion

Medicare Savings Programs are a lifeline for people with limited income and resources,
providing critical help with premiums and out-of-pocket costs for Medicare. Enrollment in
an MSP not only reduces your healthcare expenses but also qualifies you for Extra Help
with prescription drugs. Even if you think your income or assets are too high, its worth
applying states have flexibility, and some do not count certain resources. If you’re
struggling with Medicare costs, contact your state Medicaid office or SHIP to explore your
options and apply for the program that best fits your needs.
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Chapter Eleven

Coverage for Special Populations

Medicare is designed to serve the diverse health needs of millions of Americans, including
those with unique or complex circumstances. Coverage for special populations ensures
that individuals with disabilities, chronic illnesses, dual eligibility (Medicare and Medicaid),
or institutional care needs receive tailored benefits, protections, and support. This chapter
explores how Medicare addresses the needs of these groups through Special Needs Plans
(SNPs), disability coverage, dual eligibility, end-stage renal disease (ESRD) coverage, and
financial assistance programs.

1. Special Needs Plans (SNPs)

Special Needs Plans (SNPs) are a subset of Medicare Advantage plans specifically
designed for people with particular health or financial needs. These plans offer customized
benefits, provider networks, and drug formularies to better serve their target populations.

Types of SNPs
There are three main types of SNPs:

e Dual Eligible SNPs (D-SNPs): For people who qualify for both Medicare and
Medicaid (dual eligibles). D-SNPs coordinate Medicare and Medicaid benefits, often
including extra services like care management and help with social needs.

e Chronic Condition SNPs (C-SNPs): For those with specific severe or disabling
chronic conditions, such as diabetes, cancer, congestive heart failure, dementia, or
kidney disease. C-SNPs tailor their benefits, provider choices, and drug coverage to
the needs of people with these conditions.

¢ Institutional SNPs (I-SNPs): For individuals who live in a skilled nursing facility,
nursing home, or require similar levels of care at home. I-SNPs are designed to
coordinate care and reduce unnecessary hospitalizations for people with complex,
ongoing needs.

Al SNPs must cover the same Part A and Part B benefits as other Medicare Advantage
plans and must include prescription drug coverage. They may also offer additional
services, such as extra days in the hospital or enhanced care coordination, depending on
the needs of the population they serve.
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Eligibility for SNPs

To enrollin an SNP, you must:
o Have Medicare Part Aand PartB
e Liveinthe plan’s service area

e Meet the specific criteria for the SNP type (dual eligibility, qualifying chronic
condition, or institutional care need)

SNPs are available as either HMO or PPO plans, and availability varies by region. State
Health Insurance Assistance Programs (SHIPs) can help you find and enroll in an SNP
suited to your needs.

2. Medicare Coverage for People with Disabilities

Medicare is available to people under 65 who have a qualifying disability and receive Social
Security Disability Insurance (SSDI) or certain Railroad Retirement Board disability
benefits.

Key Points

o Automatic enrollment: After receiving SSDI for 24 months, you are automatically
enrolled in Medicare Parts A and B on the 25th month.

¢ No age requirement: Medicare disability coverage is not age-dependent; you can
qualify at any age if you meet the disability criteria.

e Coverage: Includes all standard Medicare benefits—hospital, medical, and (if
enrolled) prescription drug coverage.

e Costs: Premiums and cost-sharing are generally the same as for those age 65+, but
financial assistance programs may be available to help with costs.

3. Dual-Eligible Beneficiaries (Medicare and Medicaid)

Dual-eligible beneficiaries are individuals who qualify for both Medicare and Medicaid. This
group often has complex health needs and higher rates of chronic illness or disability.
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How Coverage Works

Medicare is primary: Medicare pays first for covered services (hospital, physician,
prescription drugs, skilled nursing, home health, hospice).

Medicaid is secondary: Medicaid covers services not included in Medicare (such
as long-term nursing facility care and some home/community-based services), and
may pay for Medicare premiums, deductibles, and coinsurance.

Full-benefit vs. partial-benefit: Full-benefit dual eligibles receive the full range of
Medicaid benefits, while partial-benefit duals get help only with Medicare premiums
or cost-sharing.

Integration and Special Plans

D-SNPs: Dual-Eligible Special Needs Plans are designed to coordinate all Medicare
and Medicaid benefits, streamline care, and provide additional support for this
population.

4. End-Stage Renal Disease (ESRD) and Medicare

Medicare covers people of any age with End-Stage Renal Disease (ESRD)—permanent

kidney failure requiring dialysis or a kidney transplant.

Eligibility and Coverage

Eligibility: Begins three months after starting regular dialysis or the month you
receive a kidney transplant.

Enrollment: Requires your doctor to submit an ESRD Medical Evidence Report.

Coverage: Original Medicare (Parts A and B) covers most treatments,
hospitalizations, and medications related to ESRD. Some medications may be
covered under Part D.

Coverage end: If you only have Medicare due to ESRD, coverage ends 12 months
after stopping dialysis or 36 months after a successful kidney transplant.

5. Medicare Savings Programs (MSPs) and Financial Assistance

For people with low income and limited resources, Medicare Savings Programs (MSPs) can

help pay for premiums, deductibles, and other out-of-pocket costs.
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Types of MSPs

¢ Qualified Medicare Beneficiary (QMB): Pays Part A and B premiums, deductibles,
and cost-sharing.

¢ Specified Low-Income Medicare Beneficiary (SLMB): Pays Part B premium.
e Qualifying Individual (Ql): Pays Part B premium (first-come, first-served).

¢ Qualified Disabled and Working Individual (QDWI): Pays Part A premium for
certain working disabled individuals under age 65.

Eligibility is based on income and resource limits, which are updated annually and may
vary by state. Enrolling in an MSP also qualifies you for Extra Help with prescription drug
costs.

6. Other Special Populations

o People with HIV/AIDS, ALS, or other specific conditions: Some states and
Medicare Advantage plans offer targeted support or enhanced benefits for people
with certain diagnoses.

o Institutional-Equivalent Special Needs Plans (IE-SNPs): For people living in
assisted living facilities who require a level of care equivalent to a skilled nursing
facility.

Summary Table: Medicare Coverage for Special Populations

Population Key Coverage Features Special Programs/Plans

Medicare primary, Medicaid secondary, extra
Dual-Eligibles benefits D-SNPs, MSPs

Medicare after 24 months of SSDI, all standard

People with Disabilities | benefits MSPs, Extra Help
Medicare at any age, dialysis/transplant C-SNPs for kidney disease,
ESRD Patients coverage MSPs
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Population

Key Coverage Features

Special Programs/Plans

Tailored MA plans, extra benefits, care

Chronic Conditions coordination C-SNPs
Enhanced care coordination, extra days,
Institutionalized social services I-SNPs, IE-SNPs

Low-Income
Beneficiaries

Premium/cost-sharing help, drug assistance

MSPs, Extra Help, D-SNPs

Conclusion

Medicare’s approach to special populations is built around flexibility, coordination, and
targeted support. Whether you have a disability, live with a chronic illness, qualify for both

Medicare and Medicaid, or need institutional care, there are specialized plans and

programs to address your unique needs. Special Needs Plans, disability coverage, dual

eligibility, ESRD benefits, and financial assistance programs work together to ensure that

vulnerable groups receive comprehensive, affordable, and coordinated care. If you or a

loved one falls into one of these categories, consult with your State Health Insurance
Assistance Program (SHIP) or Medicare for guidance on the best coverage options

available.

Dual Eligibility: Medicare and Medicaid

Dual eligibility refers to individuals who qualify for both Medicare and Medicaid. These

“dually eligible” beneficiaries are among the most vulnerable and medically complex
populations in the United States, often facing multiple chronic conditions, disabilities, and
limited financial resources. Understanding how dual eligibility works, the types of benefits

available, and the coordination between the two programs is essential for maximizing

healthcare access and minimizing out-of-pocket costs.

362




Who Qualifies as Dually Eligible?

You may qualify for dual eligibility if you:

Are enrolled in Medicare Part A (hospital insurance), Part B (medical insurance), or
both

Have limited income and resources that meet your state’s Medicaid requirements

Receive full Medicaid benefits or get help with Medicare out-of-pocket costs
through a Medicare Savings Program (MSP), such as QMB, SLMB, Ql, or QDWI

Categories of Dual Eligibility:

Full-benefit dual eligibles: Receive the full range of Medicaid benefits in addition to
Medicare.

Partial-benefit dual eligibles: Do not qualify for full Medicaid but receive help from
Medicaid with Medicare premiums and/or cost-sharing through an MSP.

How Medicare and Medicaid Work Together

Primary and Secondary Coverage

Medicare is primary: For most acute and post-acute care services
(hospitalizations, doctor visits, skilled nursing, prescription drugs), Medicare pays
first.

Medicaid is secondary: Medicaid “wraps around” Medicare, covering some or all of
the remaining costs—such as premiums, deductibles, coinsurance, and
copayments—and providing services not covered by Medicare, like long-term
services and supports (LTSS), dental, vision, and transportation.

Key Covered Services

Medicare covers: Hospital stays, physician services, outpatient care, skilled
nursing facility care, home health, hospice, and prescription drugs (Part D).

Medicaid covers: Long-term nursing facility care, home and community-based
services, personal care, some dental and vision, and may pay for Medicare
premiums and cost-sharing.
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Categories and Benefits of Dual Eligibility

Full-Benefit Dual Eligibles

Receive all standard Medicare benefits (Parts A and B, and often Part D)

Get full Medicaid benefits, which may include long-term care, home health,
personal care, and other services not covered by Medicare

Medicaid pays Medicare premiums, deductibles, and cost-sharing

Partial-Benefit Dual Eligibles

Receive Medicare Parts A and/or B

Medicaid pays some or all Medicare premiums and, in some cases, cost-sharing,
but does not provide full Medicaid benefits

Partial duals are typically enrolled in a Medicare Savings Program (QMB, SLMB, Ql,
or QDWI)

The Dual-Eligible Population

As of early 2023, about 12.5 million Americans are dually eligible for Medicare and
Medicaid.

Most are older adults or people with disabilities and low income.

Dually eligible individuals account for a disproportionate share of spending in both
programs due to their complex health needs:

e About 19-20% of Medicare enrollees and 14% of Medicaid enrollees are
duals.

e Theyaccount for over 30% of spending in both programs.

Special Plans for Dual Eligibles: D-SNPs

Dual-Eligible Special Needs Plans (D-SNPs) are a type of Medicare Advantage plan
designed specifically for people with dual eligibility.
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Features of D-SNPs

Integrated benefits: D-SNPs coordinate Medicare and Medicaid benefits, providing
all Medicare-covered services plus Medicaid-covered benefits.

Extra benefits: Many D-SNPs offer additional benefits such as dental, vision,
hearing, over-the-counter allowances, transportation, and care coordination at little
or no additional cost.

$0 premiums: Most D-SNPs have no additional premium for those with Extra Help
(Low-Income Subsidy).

Care coordination: D-SNPs often provide dedicated care managers to help
members navigate complex health and social service needs.

Eligibility for D-SNPs

Must have Medicare Parts Aand B
Must be enrolled in Medicaid in your state

Must live in the plan’s service area

Medicare Savings Programs (MSPs) and Dual Eligibility

Medicare Savings Programs are Medicaid-administered benefits that help pay some or all

of your Medicare costs. Enrollment in an MSP can make you “dually eligible” even if you

don’t qualify for full Medicaid.

Types of MSPs:

Qualified Medicare Beneficiary (QMB): Pays Part A and B premiums, deductibles,
and cost-sharing.

Specified Low-Income Medicare Beneficiary (SLMB): Pays Part B premium.
Qualifying Individual (Ql): Pays Part B premium (first-come, first-served).

Qualified Disabled and Working Individual (QDWI): Pays Part A premium for
certain working disabled individuals.
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How to Apply for Dual Eligibility

¢ Medicare: Most people qualify by age (65+) or disability.

e Medicaid: Apply through your state Medicaid office. Eligibility is based on income

and resource limits, which vary by state.

e D-SNPs: Contact the plan or use the Medicare Plan Finder to see if you qualify and

enroll.

Key Considerations for Dual Eligibles

e No“double coverage” cost: You do not pay twice for services covered by both

programs; Medicaid covers what Medicare does not, within state rules.

+ Provider participation: Ensure your providers accept both Medicare and Medicaid

(or are in your D-SNP’s network) to maximize coverage and minimize costs.

o State variation: Medicaid benefits and eligibility rules vary by state, so the scope of

coverage and assistance may differ.

Summary Table: Dual Eligibility at a Glance

Category

Medicare Pays For

Medicaid Pays For

Example Benefits

Full-benefit dual
eligibles

Hospital, doctor,
drugs, SNF

Premiums, cost-sharing,
LTSS, extras

Nursing home, home
care, dental

Partial-benefit dual
eligibles

Hospital, doctor,
drugs, SNF

Premiums, some cost-

sharing

Part B premium,
deductibles

D-SNP enrollees

All Medicare services

Medicaid extras, care
coordination

Dental, vision, hearing,
transport
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Conclusion

Dual eligibility for Medicare and Medicaid provides a critical safety net for millions of
Americans with complex health and financial needs. These individuals benefit from
comprehensive coverage, reduced out-of-pocket costs, and access to extra services and
care coordination, especially when enrolled in a D-SNP or receiving full Medicaid benefits.
Because rules and benefits can vary by state and individual circumstance, it’s important to
seek guidance from your state Medicaid office, a D-SNP plan, or a local benefits counselor
to ensure you receive all the benefits for which you qualify.

Special Needs Plans (SNPs)

Special Needs Plans (SNPs) are a unique type of Medicare Advantage plan specifically
designed to serve people with particular health conditions, complex care needs, or
financial situations. SNPs provide tailored benefits, care coordination, and specialized
provider networks to best meet the needs of the populations they serve. These plans are
offered by private insurance companies and must cover all Medicare Part A and Part B
benefits, as well as prescription drug coverage (Part D). This chapter explores the types of
SNPs, eligibility requirements, benefits, and important considerations for those
considering enrollment.

What Are Special Needs Plans?
SNPs are Medicare Advantage plans that focus on individuals who:
e Have certain severe or disabling chronic conditions

e Livein aninstitution (such as a nursing home) or require institutional-level care at
home

e Qualify for both Medicare and Medicaid (dual eligibles)

SNPs are available as either Health Maintenance Organizations (HMOs) or Preferred
Provider Organizations (PPOs), and they provide the same basic coverage as other
Medicare Advantage plans, with additional services or care coordination tailored to their
members’ needs.
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Types of Special Needs Plans
There are three main types of SNPs, each serving a distinct group of beneficiaries:
1. Dual Eligible Special Needs Plans (D-SNPs)

e Who qualifies: Individuals who are eligible for both Medicare and Medicaid.

e What they offer: D-SNPs coordinate Medicare and Medicaid benefits, working with
state Medicaid programs to help members access all their entitled services. These
plans often include extra benefits such as dental, vision, hearing, transportation,
and care coordination at little or no extra cost.

e Care coordination: Members typically receive help from dedicated care managers
who assist with navigating both Medicare and Medicaid systems and accessing
community resources.

2. Chronic Condition Special Needs Plans (C-SNPs)

e Who qualifies: Individuals with one or more severe or disabling chronic conditions.
Qualifying conditions include (but are not limited to):

e Cancer (excluding pre-cancer conditions)

o Diabetes mellitus

e Chronic heart failure

e Chronic obstructive pulmonary disease (COPD)
e HIV/AIDS

e Dementia

e End-stage renal disease (ESRD) requiring dialysis

e Certain autoimmune, cardiovascular, lung, hematologic, neurologic, and
mental health disorders

e What they offer: C-SNPs tailor their provider networks, benefits, and drug
formularies to the needs of people with specific chronic conditions. Members often
receive access to specialists, disease management programs, and enhanced care
coordination.
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3. Institutional Special Needs Plans (I-SNPs)

Who qualifies: Individuals who live in an institution (such as a nursing home, skilled
nursing facility, rehabilitation hospital, or long-term care hospital) for at least 90
days, or those who require an equivalent level of care at home.

What they offer: I-SNPs focus on coordinating care for people with complex,
ongoing needs, aiming to reduce unnecessary hospitalizations and improve quality
of life. These plans provide access to teams experienced in managing institutional-
level care.

Eligibility Requirements

To enroll in any SNP, you must:

Have Medicare Part A and Part B
Live in the plan’s service area

Meet the specific eligibility criteria for the type of SNP (dual eligibility, qualifying
chronic condition, or institutional care need)

Plans may have additional requirements, and not all SNPs are available in every location.
It’s important to check with your local State Health Insurance Assistance Program (SHIP) or
the Medicare Plan Finder to see what SNPs are offered in your area.

Key Benefits of SNPs

Care coordination: SNPs provide care managers or teams to help members
manage their health conditions, coordinate appointments, and access community
resources.

Tailored provider networks: Plans contract with providers experienced in treating
the specific needs of their members, ensuring access to specialized care.

Customized drug formularies: SNPs cover prescription drugs relevant to the
chronic conditions or needs of their members.

Extra services: Many SNPs offer additional benefits notincluded in Original
Medicare, such as dental, vision, hearing, transportation, fitness programs, and
more.
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o Prescription drug coverage: All SNPs include Medicare Part D prescription drug
coverage, eliminating the need for a separate drug plan.

Enrollment and Special Enrollment Periods

¢ Annual Enrollment: You can join, switch, or drop an SNP during the Medicare
Annual Enrollment Period (October 15-December 7).

e Special Enrollment Periods (SEPs): If you become eligible for an SNP outside of
the annual window (for example, if you are newly diagnosed with a qualifying
chronic condition or become eligible for Medicaid), you may qualify for a SEP to
enroll at that time.

¢ Integrated Care SEPs (2025): Starting in 2025, some full-benefit dual eligibles will
have a monthly SEP to enroll in select D-SNPs and Medicaid plans under one
insurer, further enhancing care coordination.

Considerations and Limitations

¢ Availability: SNPs are not available in all areas, and plan choices may be limited
depending on your location and the specific population served.

e Provider networks: Most SNPs require you to use their network of providers, which
may limit your choice of doctors or facilities.

o Referrals and prior authorization: Some SNPs require referrals to see specialists
or prior authorization for certain services.

e Continued eligibility: You must continue to meet the specific eligibility criteria for
your SNP to remain enrolled.

Advantages and Disadvantages

Advantages
¢ Enhanced care coordination and disease management
e Extra benefits tailored to your health or financial needs

e Lower out-of-pocket costs for many enrollees
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e Prescription drug coverage included
Disadvantages
e Limited provider networks
e Notavailable in all areas
e Mayrequire referrals or preapprovals for some services

e Coverage may be disrupted if you move out of the plan’s service area or no longer
meet eligibility

Summary Table: Types of Special Needs Plans

SNP Type Who Qualifies Key Features

D-SNP Dual-eligible (Medicare & Medicaid) Integrated Medicare/Medicaid, extra benefits

C-SNP Specific chronic conditions Disease-focused care, tailored drug list

I-SNP Institutionalized or equivalent Coordinated care for complex needs
Conclusion

Special Needs Plans (SNPs) offer a powerful option for Medicare beneficiaries with
complex health conditions, dual eligibility, or institutional care needs. By providing tailored
benefits, specialized provider networks, and robust care coordination, SNPs help ensure
that vulnerable populations receive comprehensive, efficient, and effective healthcare. If
you think you may qualify for an SNP, consult your local SHIP counselor, use the Medicare
Plan Finder, or contact plan providers directly to explore your options and find the coverage
that best meets your needs.
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Coverage for People with Disabilities, ESRD, or ALS

Medicare is not just for people aged 65 and older. Millions of Americans under 65 qualify for
Medicare due to disability, End-Stage Renal Disease (ESRD), or Amyotrophic Lateral
Sclerosis (ALS). These special populations have unique eligibility pathways and coverage
rules. This chapter explains who qualifies, how to enroll, what benefits are available, and
important considerations for people with disabilities, ESRD, or ALS.

Medicare for People with Disabilities
Who Qualifies?

Medicare is available to people under 65 who have a qualifying disability and receive Social
Security Disability Insurance (SSDI) or certain Railroad Retirement Board (RRB) disability
benefits. To qualify:

¢ You must have a physical or mental condition that can be medically diagnosed and
documented.

¢ Theimpairment must significantly limit your ability to perform basic work-related
activities and is expected to last at least one year or result in death.

e You must be unable to engage in substantial gainful activity (SGA).
Eligibility Timeline:

e There is a five-month waiting period after you are determined disabled before SSDI
benefits begin.

o Afterreceiving SSDI benefits for 24 months, you automatically qualify for Medicare
Part A and Part B. Your Initial Enrollment Period for Medicare begins on the 25th
month of SSDI benefits.

e Some states also offer Medicare to disabled government employees who are not
eligible for Social Security or RRB benefits after 24 months of disability.

Enrollment and Coverage

¢ You are automatically enrolled in Medicare Parts A and B after 24 months of SSDI
benefits.

e Ifyou do not receive your Medicare card, contact your local Social Security office.
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Coverage is the same as for those who qualify by age: hospital care, skilled nursing,
home health, physician services, outpatient care, and preventive services.

You can also enroll in Medicare Advantage (Part C) or a Part D prescription drug plan
during your Initial Enrollment Period.

Working While Disabled

If you return to work but remain medically disabled, you can keep your Medicare
coverage for at least 8.5 years (including a 9-month trial work period and a 93-month
extended period).

During this time, you pay no premium for Part A (hospital insurance) if you still
receive SSDI; after that, you may pay a premium based on your work history.

If you have employer coverage from a company with more than 100 employees, that
coverage pays first and Medicare is secondary.

Medigap for People Under 65

Some states require insurers to offer at least one Medigap policy to beneficiaries
under 65 with disabilities, but plan choices and premiums may differ from those for
people 65 and older.

Medicare for People with End-Stage Renal Disease (ESRD)

Who Qualifies?

People of any age with ESRD—permanent kidney failure requiring dialysis or a kidney

transplant—can qualify for Medicare if:

Their kidneys no longer work and they need regular dialysis or a kidney transplant.

They have worked the required amount of time under Social Security, the RRB, or as
a government employee; or are the spouse or dependent child of someone who
meets these requirements.

Enrollment and Coverage Start

For most people, Medicare coverage starts on the first day of the fourth month of
dialysis treatment.

If you start a home dialysis training program, coverage may begin the first month of
dialysis if your doctor expects you to finish training and do your own treatments.
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e Ifyoureceive a kidney transplant, coverage can begin the month you’re admitted to
a Medicare-certified hospital for the transplant (or related services), or up to two
months before the transplant if it’s delayed.

What Does Medicare Cover for ESRD?

« Part A: Inpatient hospital care, skilled nursing facility care, home health, and

hospice.

o Part B: Outpatient dialysis (in a facility or at home), home dialysis training,
equipment, and supplies; doctor services; many drugs for dialysis; lab tests;
transplant-related services; and immunosuppressive drugs after a kidney
transplant.

e Part D: Prescription drugs not covered by Part B, including some transplant
medications.

How Long Does Coverage Last?

o Ifyou only have Medicare because of ESRD, coverage ends 12 months after you stop
dialysis or 36 months after a successful kidney transplant.

e Ifyou start dialysis again or get another transplant within those periods, coverage

canresume.
Coordination with Other Insurance

+ Ifyou have employer group health coverage, that plan pays first for the first 30
months, and Medicare is secondary.

Medicare for People with ALS (Amyotrophic Lateral Sclerosis)
Who Qualifies?

ALS, or Lou Gehrig’s disease, is a progressive neurological disorder. People diagnosed with
ALS and approved for SSDI are eligible for Medicare as soon as their disability benefits
begin—there is no 24-month waiting period.

Enrollment and Coverage

¢ You are automatically enrolled in Medicare Part A and Part B the first month you
receive SSDI benefits for ALS.

¢ You can choose Original Medicare or enroll in a Medicare Advantage plan.
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You can also enroll in a Part D prescription drug plan for medication coverage.

What Does Medicare Cover for ALS?

Part A: Inpatient hospital care, skilled nursing facility, hospice, and home health.

Part B: Doctor visits, outpatient care, durable medical equipment (wheelchairs,
speech devices, hospital beds), physical/occupational/speech therapy, and home
health care.

Part D: Prescription drugs, including ALS-specific medications (such asriluzole,
edaravone, and others), as long as they are on your plan’s formulary.

Additional Benefits

Medicare covers medically necessary diagnostic and lab tests, cognitive
assessments, and therapy services.

Home health and hospice care are available for those who meet criteria for limited
mobility or end-of-life care.

Medicare Advantage plans may offer additional benefits such as transportation or
caregiver support.

Key Points and Considerations

No age restriction: People with disabilities, ESRD, or ALS can qualify for Medicare
at any age if they meet the criteria.

No waiting period for ALS or ESRD: Unlike most disabilities, there is no 24-month
waiting period for Medicare eligibility if you have ALS or ESRD.

Comprehensive coverage: Benefits for these populations are generally the same as
for those who qualify by age, including hospital, medical, and drug coverage.

Enrollment: Automatic for SSDI recipients after the required period (or immediately
for ALS); otherwise, apply through Social Security.

Medigap and Advantage options: People under 65 may have limited Medigap
choices but can enroll in Medicare Advantage or Part D plans.
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Summary Table: Medicare Coverage for Special Populations

Population How to Qualify When Coverage Starts Key Benefits and
Services
Hospital, medical,
Disability 24 months of SSDI or RRB preventive, drug
(SSDI) benefits 25th month of SSDI/RRB coverage
Permanent kidney failure, 4th month of dialysis or earlier | Dialysis, transplant,
dialysis/transplant, work with home training; transplant | hospital, doctor,
ESRD history timing varies drugs
Hospital, doctor,
DME, therapy,
ALS SSDI approval for ALS 1st month of SSDI benefits hospice, drugs
Conclusion

Medicare provides essential coverage for people with disabilities, ESRD, or ALS—often at

younger ages than the standard 65. Eligibility rules, enrollment timing, and the range of
covered services are tailored to address the urgent and ongoing medical needs of these
populations. If you or a loved one falls into one of these categories, understanding your
rights and options can help you access the full benefits of Medicare and manage your

health with greater security and support.

Programs of All-Inclusive Care for the Elderly (PACE)

Programs of All-Inclusive Care for the Elderly (PACE) are comprehensive, community-based
healthcare programs designed to help frail older adults remain independent and living in

their homes for as long as possible, rather than moving to a nursing home or other

institutional setting. PACE integrates medical, social, and long-term care services,

providing a seamless, coordinated approach tailored to each participant’s needs. This

chapter explores the history, structure, eligibility, benefits, and impact of PACE.
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What Is PACE?

PACE is a unique Medicare and Medicaid program that delivers a full range of healthcare
and supportive services to eligible individuals age 55 and older who require a nursing home
level of care but can safely live in the community with PACE’s support. PACE programs are
operated by nonprofit or public organizations and are regulated by the Centers for Medicare
& Medicaid Services (CMS) and state agencies.

The PACE model was developed in San Francisco in the 1970s as a community-driven
alternative to nursing home placement. It became a permanent Medicare option in 1997
and has since expanded to more than 30 states, with nearly 180 programs and over 300
PACE centers nationwide.

Who Is Eligible for PACE?
To qualify for PACE, an individual must:
e Beageb5orolder
e Liveinthe service area of a PACE organization
e Be certified by their state as needing a nursing home level of care

e Be able to live safely in the community at the time of enrollment with the help of
PACE services

PACE is available to people with Medicare, Medicaid, both, or neither (private pay). Most
participants are dually eligible for Medicare and Medicaid, but you can enroll even if you
have only one or neither.

How Does PACE Work?

PACE provides all Medicare- and Medicaid-covered services, as well as any other care or
service the PACE team determines necessary to maintain or improve the participant’s
health. The program uses an interdisciplinary team (IDT) of healthcare professionals—
including doctors, nurses, social workers, therapists, dietitians, and others—who assess
each participant’s needs and develop a personalized care plan.
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Key features:

PACE Center: The hub for medical care, adult day programs, rehabilitation, social
activities, and meals. Participants typically visit the center several times a week.

Home-Based Care: Many services, including personal care, therapy, and nursing,
are provided in the participant’s home as needed.

Comprehensive Services: PACE covers preventive, primary, acute, and long-term
care, as well as prescription drugs, transportation, meals, and social services.

Care Coordination: The IDT meets regularly to reassess participants and update
care plans, ensuring all needs are met and care is seamless.

Family Involvement: Participants and their families are active members of the care
planning process.

What Services Does PACE Cover?

PACE covers all medically necessary care and services, including but not limited to:

Primary and specialty medical care

Nursing care

Prescription drugs (including Medicare Part D drugs)
Hospital care

Emergency services

Home care and personal care

Nursing home care (if needed)

Physical, occupational, and recreational therapy
Adult day care and activities

Dentistry, vision, and hearing care

Meals and nutritional counseling

Social work and counseling services

Laboratory and x-ray services
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Transportation to and from the PACE center and medical appointments

PACE will also provide any other service the care team deems necessary to maintain or
improve a participant’s health, even if not typically covered by Medicare or Medicaid.

Cost and Payment

If you have Medicaid: You pay nothing for PACE services, including long-term care.

If you have Medicare only: You pay a monthly premium for the long-term care
portion of PACE and for prescription drug coverage, but no deductibles or
copayments for approved services.

If you have neither: You can pay privately for PACE, with costs set by the program.

No additional charges: There are no deductibles or copayments for any drug,
service, or care approved by your PACE team.

Enrollment and Disenrollment

Voluntary enrollment: You can enroll in or leave PACE at any time for any reason.

PACE becomes your sole source of Medicare and Medicaid benefits: All your
care is managed and provided through the program. If you join a separate Medicare
drug plan or other managed care plan, you will be disenrolled from PACE.

Where Are PACE Services Provided?

PACE services are provided in a variety of settings to best meet the participant’s needs:

At the PACE center (medical care, therapy, social activities, meals)
In the participant’s home (nursing, therapy, personal care)
In the community (specialist appointments, hospital care)

In nursing facilities (if and when needed)

PACE centers must meet state and federal safety standards and are designed to be
welcoming, accessible, and supportive environments.
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Impact and Outcomes
Research and participant feedback consistently show that PACE:
e Reduces the need for long-term nursing home care
e Delays or prevents institutionalization
¢ Improves health outcomes and quality of life
¢ Reduces preventable hospitalizations
e Provides high satisfaction among participants and caregivers
o Offers a cost-effective alternative to traditional long-term care

PACE is recognized as a gold-standard model for integrated care for frail older adults.

How to Find and Apply for PACE

¢ Availability: PACE is not available everywhere. Check with your state Medicaid
office, use the Medicare Plan Finder, or visit Medicare.gov/pace to see if there is a
PACE program in your area.

o Application: Contact the local PACE organization to schedule an assessment and
determine eligibility. The PACE team will help with the enrollment process.

Summary Table: PACE at a Glance

Feature Details

Age requirement 55 or older

Health requirement Nursing home level of care, but able to live in community
Service area Must live in PACE service area

Coverage All Medicare, Medicaid, and medically necessary services
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Feature Details
Cost $0 with Medicaid; premium with Medicare only; private pay
Setting PACE center, home, community, nursing facility
Enrollment Voluntary; can disenroll at any time

Conclusion

Programs of All-Inclusive Care for the Elderly (PACE) offer a comprehensive, coordinated
approach to healthcare for frail older adults who wish to remain in their homes and
communities. By integrating medical, social, and long-term care services, PACE empowers
participants to maintain independence, improve their quality of life, and avoid unnecessary
nursing home placement. If you or a loved one is facing the challenges of aging and
complex health needs, PACE may be anideal option to provide the support, care, and
community connection needed for a healthier, happier life.
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Chapter Twelve

Appeals, Grievances, and Protections

Navigating Medicare can be complex, and sometimes beneficiaries encounter issues with
coverage, payments, or the quality of care they receive. To address these situations,
Medicare provides a robust set of rights and protections—including the ability to file
appeals and grievances. Understanding these processes ensures you can advocate for
yourself and resolve disputes effectively.

Appeals: Challenging Medicare Decisions

An appealis a formal process you can use if you disagree with a coverage or payment
decision made by Medicare, a Medicare Advantage plan, or a Part D prescription drug plan.
Appeals are used to contest specific denials, reductions, or terminations of coverage for
services, items, or drugs.

When Can You File an Appeal?

e If Medicare or your plan denies payment for a service or item you believe should be
covered

e Ifyour plan refuses to provide or continue a service you think is medically necessary

e Ifyour plan denies coverage for a prescription drug or charges more than you believe
is correct

e If Medicare or your plan ends coverage for care you believe you still need
Appeals in Original Medicare
There are five levels in the Original Medicare appeals process:

1. Redetermination by a Medicare Administrative Contractor (MAC):

e File within 120 days of receiving your Medicare Summary Notice (MSN) or
denial letter.

e Submit a written request or use the official Redetermination Request Form.

e Include supporting documents, such as a doctor’s statement or relevant
medical records.

e The MAC typically issues a decision within 60 days.
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2. Reconsideration by a Qualified Independent Contractor (QIC):

o Ifyou disagree with the MAC’s decision, request a reconsideration within 180
days.

e The QIC reviews your case independently.
3. Hearing before an Administrative Law Judge (ALJ):

o File within 60 days of receiving the QIC’s decision.

e There must be a minimum dollar amount in controversy ($190 in 2025).
4. Review by the Medicare Appeals Council:

¢ Requestreview within 60 days of the ALJ decision.
5. Judicial Review in Federal District Court:

+ File within 60 days of the Appeals Council decision.

e The amountin controversy must be at least $1,900 in 2025.

You must complete each level before moving to the next. At every stage, you’ll receive
written instructions on how to proceed if you disagree with the decision.

Appeals in Medicare Advantage and Part D Plans
Medicare Advantage and Part D plans must follow a similar multi-level appeals process:

e Coverage Determination: The plan makes an initial decision about coverage or
payment.

e Appeal (Redetermination): If denied, you can request a redetermination from the
plan.

o Further Appeals: If still denied, you can escalate your case through reconsideration
by an independent entity, a hearing before an ALJ, review by the Medicare Appeals
Council, and federal court.

For drug coverage, you can also request an exception if you need a drug not on your plan’s
formulary or want to pay a lower copay for a covered drug.
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Grievances: Complaints About Plan Operations or Service

A grievance is a formal complaint about any aspect of the operations, activities, or
behavior of a Medicare plan or provider, not related to a specific coverage or payment

denial. Grievances address issues such as:

Poor customer service

Problems with accessing care or delays in getting appointments
Inadequate facilities or provider behavior

Issues with plan communications or materials

Dissatisfaction with how a plan handles a concern

How to File a Grievance

Original Medicare: Contact your Beneficiary and Family Centered Care Quality
Improvement Organization (BFCC-QIO) for complaints about quality of care.

Medicare Advantage or Part D Plans: File a grievance directly with your plan.
Review your plan’s membership materials or call their customer service for
instructions.

Filing Deadline: Grievances typically must be filed within 60 days of the event.

Resolution: Plans are required to have timely procedures for resolving grievances
and must report grievance data to Medicare.

Decisions made under the grievance process are not subject to appeal. However, plans

must respond and may take remedial action if appropriate.

Protections and Rights

Medicare provides a comprehensive set of rights and protections to all beneficiaries,
including:

The right to appeal coverage and payment decisions
The right to file grievances about service, quality, or access
The right to receive information in a timely and understandable manner

The right to appoint a representative to act on your behalf during appeals or
grievances
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The right to privacy and confidentiality of your health information

The right to emergency care, regardless of plan network

The right to be treated with dignity and respect

If you have End-Stage Renal Disease (ESRD), you can contact your state’s ESRD Network
for help with complaints about your care.

Tips for Navigating Appeals and Grievances

Keep records: Save all letters, denial notices, MSNs, and documentation related to

your case.

Act promptly: Each level of appeal or grievance has strict deadlines.

Gather evidence: Ask your provider for supporting statements or medical records.

Follow instructions: Each decision letter will include guidance on how to proceed.

Seek help: You can appoint a representative (family member, friend, lawyer) to help

with your case. State Health Insurance Assistance Programs (SHIPs) offer free

counseling and support.

Summary Table: Appeals vs. Grievances

Feature Appeals Grievances
Denial, delay, or termination of Service, quality, or operational
What it’s for coverage/payment complaints
Rude customer service, long wait
Example Denied coverage for a hospital stay times
May reverse denial and provide Plan must respond; may resolve the
Outcome coverage/payment issue
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Feature

Appeals

Grievances

Plan (sometimes QIO for Original

Who handles Medicare, plan, or independent reviewers Medicare)

Canyou

appeal? Yes, through multiple levels No; plan’s decision is final
Conclusion

Medicare’s appeals and grievance processes are essential protections, ensuring

beneficiaries have recourse when coverage is denied or when they are dissatisfied with the

quality or delivery of care. By understanding your rights, knowing how to file appeals and

grievances, and acting promptly, you can safeguard your access to needed services and
hold plans and providers accountable for the care you receive.

How to Appeal a Medicare Decision

Medicare provides beneficiaries with the right to appeal decisions about coverage or

payment for health care services, supplies, items, or prescription drugs. The appeals

process is structured to ensure fairness and transparency, with multiple levels of review

available if you disagree with the outcome at any stage. This chapter details the situations

in which you can file an appeal, the steps to start an appeal with Original Medicare or a

Medicare Advantage/Part D plan, and what to expect at each level of the process.

When Can You File a Medicare Appeal?

You can file an appeal if Medicare or your plan:

Refuses to cover a health care service, supply, item, or drug you think should be

covered

Denies payment for a health care service, supply, item, or drug you have already

received
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e Changes the amount you must pay for a health care service, supply, item, or drug

o Stops providing or paying for all or part of a health care service, supply, item, or drug
you think you still need

e Labelsyou as “at-risk” under a drug management program, limiting your access to
certain medications

Appeals in Original Medicare
Step 1: Review Your Medicare Summary Notice (MSN)

When a claim is denied, you will see the denial on your MSN, which you receive every three
months. The MSN lists all services and supplies billed to Medicare and tells you if the claim
was approved or denied.

Step 2: Gather Supporting Information

Ask your provider, supplier, or doctor for any information that can help your case. Collect
medical records, letters of support, or any relevant documents.

Step 3: File a Level 1 Appeal (Redetermination)
You have 120 days from the date you receive your MSN to file a redetermination request.
How to file:

e Circle the denied item or service on a copy of your MSN.

o Write an explanation of why you disagree with the decision, either directly on the
MSN or on a separate sheet of paper. Include your name, phone number, and
Medicare number.

e Attach any supporting documentation.

¢ Mailyour appeal to the Medicare Administrative Contractor (MAC) at the address
listed in the “Appeals Information” section of your MSN.

e Alternatively, fill out the “Medicare Redetermination Request” form (CMS Form
20027) and send it to the MAC.
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Keep copies of everything you send.
Step 4: Await the Decision

The MAC will review your appeal and generally respond within 60 days. You will receive a
decision letter with instructions on how to proceed if you disagree with the outcome.

The Five Levels of Medicare Appeals
If you disagree with a decision at any level, you can move to the next:
1. Redetermination by the MAC (120 days to file; no minimum dollar amount)

2. Reconsideration by a Qualified Independent Contractor (QIC) (180 days to file;
no minimum dollar amount)

3. Hearing before an Administrative Law Judge (ALJ) (60 days to file; for 2025, at
least $190 in controversy)

4. Review by the Medicare Appeals Council (60 days to file; no minimum dollar
amount)

5. Judicial Review in Federal District Court (60 days to file; for 2025, at least $1,900
in controversy)

At each level, you’ll receive a decision letter with instructions on how to escalate your
appeal if needed.

Appeals in Medicare Advantage and Part D Plans
Step 1: Obtain a Written Denial

You must have a written denial notice from your plan (an Explanation of Benefits or a Notice
of Denial of Medical Coverage/Payment).

Step 2: File a Level 1 Appeal (Reconsideration)

You, your representative, or your doctor must file the appeal within 60 days of the denial
notice. Follow the instructions on the notice, which usually involve sending a letter to your
plan’s Grievance and Appeals department. Include:

e Your name, address, and Medicare number
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e Theitems or services you are appealing, dates of service, and reasons for your
appeal

e Supporting documentation (doctor’s statement, medical records)

¢ The name of your representative, if you have appointed one
Some plans allow you to file by phone, fax, or email; check your plan materials.
Step 3: Await the Decision

The plan will review your appeal and respond within the standard timeframe (usually 30
days for medical services, 7 days for expedited requests, and 14 days for Part D drug
appeals).

Step 4: Escalating the Appeal
If the plan denies your appeal, you can proceed to higher levels, which include:
1. External Review by an Independent Review Entity (IRE)
2. Hearing before an Administrative Law Judge (ALJ)
3. Review by the Medicare Appeals Council
4. Judicial Review in Federal District Court

Each level has its own filing deadlines and requirements.

Tips for a Successful Appeal
e Act quickly: Each level has strict deadlines.
e Bethorough: Provide all relevant information and supporting documents.

e Ask for help: Your provider, a family member, or a State Health Insurance
Assistance Program (SHIP) counselor can assist.

o Keep records: Save copies of all correspondence and decision letters.
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Summary Table: Medicare Appeals Process

Level Who Reviews Time to File Minimum Amount
in Dispute (2025)
1. Redetermination (Original
Medicare) / Reconsideration 120 days (Original),
(MA/Part D) MAC / Plan 60 days (MA/Part D) None
2. Reconsideration (Original) / 180 days (Original),
External Review (MA/Part D) QIC/IRE varies (MA/Part D) None
Administrative
3. ALJ Hearing Law Judge 60 days $190
Medicare Appeals
4. Appeals Council Council 60 days None
Federal District
5. Federal Court Court 60 days $1,900

Conclusion

Appealing a Medicare decision is your right if you believe a service, supply, or drug should
be covered or paid for. The process is structured in multiple levels, each with clear
instructions and deadlines. By acting promptly, gathering strong evidence, and following
the required steps, you can maximize your chances of a successful outcome and ensure

you receive the care and coverage you deserve. If you need help, reach out to your provider,

a trusted representative, or your local SHIP counselor.
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Filing a Grievance or Complaint

Medicare beneficiaries have important rights and protections, including the ability to file
grievances (complaints) when they experience problems with their health or drug plan, the
quality of care received, customer service, or other aspects of their Medicare experience.
Understanding how and when to file a grievance, what issues are appropriate fora
complaint, and where to get help ensures your concerns are addressed and can even help
improve the Medicare program for everyone.

What Is a Grievance or Complaint?

A grievance (also called a complaint) is a formal way to express dissatisfaction with any
aspect of your Medicare health or drug plan, provider, or service—except for issues
involving coverage or payment denials, which are handled through the appeals process.

Common Reasons to File a Grievance
e Poor customer service from your plan or provider
¢ Longwait times for appointments or services
e Difficulty accessing specialists or needed care
e Disrespectful or rude behavior from staff
e Delaysin getting an appeal decision or a promised refund
¢ Problems with the cleanliness or safety of a facility
e Issues with plan communications, enrollment, or billing errors

e Concerns about the quality of care received in a hospital, nursing home, or dialysis
center

When to File a Grievance vs. an Appeal

o File agrievance if you have a problem with the quality of care, customer service,
how you were treated, or other operational issues.

o File an appeal if your plan refuses to cover a service, supply, or prescription drug, or
if you disagree with a payment or coverage decision.
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How to File a Grievance or Complaint

Step 1: Identify the Type of Complaint

Determine whether your issue is about the quality of care, customer service, facility

conditions, billing, enrollment, or another non-coverage-related problem.

Step 2: Contact the Appropriate Organization

Depending on your situation, you may need to contact:

Your Medicare Advantage or Part D Plan: File a grievance directly with your plan’s
Grievance and Appeals department. You can do this verbally or in writing, usually
within 60 days of the event. Check your plan’s website or membership materials for
details.

Original Medicare: For quality of care complaints, contact your Beneficiary and
Family Centered Care Quality Improvement Organization (BFCC-QIO).

State Survey Agency: For issues with nursing homes, hospitals, or facility
conditions (e.g., abuse, neglect, unsafe or unsanitary conditions).

State Medical Board: For complaints about unprofessional conduct or licensing
issues.

Durable Medical Equipment (DME) Supplier: Contact your supplier directly or call
1-800-MEDICARE.

ESRD Network Organization: For issues with dialysis or kidney transplant centers.

Home Health Agency: Speak with the administrator first; if unresolved, call your
state’s home health hotline.

Step 3: Submit Your Grievance

In Writing: Send a letter to your plan’s Grievance and Appeals department or use
your plan’s online complaint form. Include your name, Medicare number, a
description of the issue, relevant dates, and any supporting documentation.

By Phone: Call your plan’s customer service or 1-800-MEDICARE (1-800-633-4227)
to file a complaint verbally. TTY users can call 1-877-486-2048.

Online: Use the Medicare Complaint Form on Medicare.gov for issues with health or
drug plans.
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Step 4: Keep Records

Document the date and time you filed the grievance, the name of the person you spoke
with (if by phone), and keep copies of any correspondence.

What Happens After You File a Grievance?

o« Timely Response: Your plan must investigate and respond to your grievance within
30 days (or 24 hours for urgent issues).

¢ Notification: You will receive a written decision from your plan or the appropriate
agency explaining the outcome and any actions taken.

o Expedited Grievances: If your complaint involves an urgent health need or a plan’s
refusal to expedite an appeal, the plan must respond within 24 hours.

If you are not satisfied with your plan’s response, you can file a complaint directly with
Medicare or seek help from your State Health Insurance Assistance Program (SHIP).

Special Types of Complaints

¢ Quality of Care: File with your plan and/or your BFCC-QIO for issues such as
unnecessary or inappropriate treatment, early discharge, or poor hospital care.

¢ Facility Conditions: Contact your State Survey Agency for unsafe or unsanitary
conditions in nursing homes or hospitals.

e Fraud, Abuse, or Marketing Violations: Contact your provider or plan first, then
your local Senior Medicare Patrol (SMP) or the Medicare fraud helpline at 1-800-
HHS-TIPS.

Can You File a Complaint Anonymously?

Yes, you can file a complaint anonymously, especially for issues involving facility
conditions or suspected fraud. The process may vary depending on the agency or
organization you contact.
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Where to Get Help

e State Health Insurance Assistance Program (SHIP): Provides free, personalized

help with grievances and complaints. Visit shiphelp.org or call your local SHIP

office.

o 1-800-MEDICARE: Available 24/7 for assistance with filing complaints or

understanding your rights.

¢ Appoint a Representative: You can authorize a family member, friend, or advocate
to file a complaint on your behalf.

Summary Table: Where to File a Medicare Complaint

Issue Type

Where to File/Contact

Customer service, plan operations

Plan’s Grievance Dept, Medicare.gov, 1-800-MEDICARE

Quality of care

Plan and/or BFCC-QIO

Nursing home/facility conditions

State Survey Agency, State Health Dept

Licensing/professional conduct

State Medical Board

DME supplier issues

Supplier, 1-800-MEDICARE

Dialysis/kidney care

ESRD Network Organization

Fraud, abuse, misleading marketing

Provider/plan, SMP, 1-800-HHS-TIPS

Conclusion

Filing a grievance or complaint is a vital right for Medicare beneficiaries, allowing you to

address problems with your plan, provider, or the quality of your care. By understanding the

process, contacting the right organization, and keeping good records, you can help resolve
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issues quickly and contribute to the ongoing improvement of the Medicare program. If you
need help, don’t hesitate to reach out to SHIP, Medicare, or a trusted representative.

Advance Beneficiary Notice of Non-Coverage (ABN)

An Advance Beneficiary Notice of Non-Coverage (ABN) is a critical documentin the
Medicare system, designed to inform beneficiaries when a healthcare provider believes
that Medicare may not pay for a specific item or service. The ABN plays a vital role in
ensuring beneficiaries are aware of their potential financial responsibility and can make
informed decisions about their care. This chapter explains what an ABN is, when and why it
is issued, what information it must contain, and what your options are if you receive one.

What Is an ABN?

An ABN is a written notice that healthcare providers and suppliers must give to Original
Medicare (fee-for-service) beneficiaries before providing items or services that they expect
Medicare will not cover. The ABN serves two primary purposes:

¢ Informs the beneficiary: It explains which items or services may not be covered,
the estimated cost, and the reason Medicare may deny payment.

+ Transfers financial liability: If Medicare denies the claim, the ABN allows the
provider to bill the beneficiary for the cost of the item or service.

Without a valid ABN, the provider may be financially liable for the cost and cannot bill the
beneficiary.

When Is an ABN Issued?

Providers mustissue an ABN before delivering an item or service when they believe
Medicare may not pay for it due to one of the following reasons:

e The service is not medically reasonable and necessary for the patient’s diagnosis
or condition.

e The service is considered custodial care (help with daily activities, not skilled
medical care).

e The service exceeds frequency limitations (more than the number of services
allowed for a diagnosis in a specific period).

e The service is experimental, investigational, or research only.
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The patient does not meet eligibility requirements (for example, not homebound
for home health care).

Outpatient therapy services exceed therapy cap amounts and do not qualify for an
exception.

ABNs are not required for items or services that Medicare never covers (such as routine
foot care, hearing aids, cosmetic surgery, or dentures).

Types of ABNs and Related Notices

Standard ABN (CMS-R-131): Used by most providers, including doctors, labs, home
health agencies, and suppliers.

Skilled Nursing Facility ABN: Used by SNFs for Part B services expected to be
denied.

Hospital-Issued Notice of Non-Coverage (HINN): Used by hospitals when
inpatient care is not covered.

Notice of Medicare Non-Coverage (NOMNC): Used for ending covered services in
certain settings, such as hospice or home health.

What Information Must an ABN Contain?

Avalid ABN must:

Be on the approved CMS-R-131 form.

Clearly identify the item or service expected to be denied.
State the reason Medicare is likely to deny payment.
Include an estimate of the cost for each item or service.
List the options available to the beneficiary.

Be signed and dated by the beneficiary before the service is provided.

Providers must keep a copy of the signed ABN in the patient’s medical record.
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What Are Your Options When You Receive an ABN?

When you receive an ABN, you must choose one of the following options and sign the
notice:

Option 1: Receive the item or service and ask the provider to submit a claim to Medicare.
o |If Medicare pays, you pay only your usual share (copayment or deductible).

o |If Medicare denies payment, you are responsible for the full cost but can appeal the
denial.

Option 2: Receive the item or service but do not ask the provider to submit a claim to
Medicare.

¢ You pay the full cost out of pocket.
¢ You cannot appeal because no claim is submitted to Medicare.
Option 3: Do not receive the item or service.

¢ You are not responsible for payment, and no claim is submitted.

What Happens If You Don’t Receive an ABN?

If a provider fails to issue a valid ABN when required, and Medicare denies payment, you
generally cannot be billed for the service. The provider may be held financially liable.

Special Situations

« Dually Eligible Beneficiaries (Medicare and Medicaid): ABN requirements still
apply. Providers should follow additional guidance for these cases.

¢ Continuous or Repetitive Services: A single ABN may cover an extended course of
treatment, but a new ABN is required if the patient’s health status or Medicare
coverage guidelines change.

Appeals and Protections

Receiving an ABN is not the same as an official denial from Medicare. If you choose to have
the provider submit a claim and Medicare denies payment, you have the right to appeal the
decision. The ABN will include instructions for how to file an appeal.
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Summary Table: ABN at a Glance

Feature Details
What is it? Written notice of potential nhon-coverage by Medicare
Who issues it? Providers, suppliers, labs, home health agencies, etc.
When is it required? Before providing items/services likely not covered
What must it include? Description, reason for denial, estimated cost, options
What are your choices? Get service and bill Medicare, get service and pay, or refuse
What if you don’t get one? Provider may be financially liable; you may not owe
Canyou appeal? Yes, if a claim is submitted and denied

Conclusion

The Advance Beneficiary Notice of Non-Coverage (ABN) is an essential tool for
transparency and consumer protection in Medicare. It ensures you are informed about
potential costs and your rights before receiving services that may not be covered. Always
read the ABN carefully, ask questions if you’re unsure, and keep a copy for your records. If
you disagree with a Medicare denial after a claim is submitted, remember that you have the
right to appeal.
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Fraud Prevention and Reporting

Medicare fraud is a persistent threat that costs the program billions of dollars each year,
raises premiums for all beneficiaries, and can put individuals at risk of identity theft or
financial loss. Both the federal government and the Medicare community, including
beneficiaries, caregivers, providers, and advocates—play crucial roles in preventing,
detecting, and reporting fraud. This chapter explores how Medicare fraud is prevented, how
you can recognize and report it, and what protections and resources are available.

What Is Medicare Fraud?

Medicare fraud occurs when someone intentionally submits, or causes someone else to
submit, false or misleading information to obtain unauthorized benefits or payments from
Medicare. Common types of fraud include:

e Billing for services or supplies not provided
e Billing for more expensive services than were actually delivered (upcoding)
o Falsifying a patient’s diagnosis to justify unnecessary tests or procedures

e Using another person’s Medicare number to obtain medical care, equipment, or
drugs

o Offering or accepting kickbacks for referrals
e Medical identity theft

Fraud is distinct from abuse (improper billing or practices not resulting from intentional
deception) and honest errors.

How Medicare Prevents and Detects Fraud
Federal Oversight and Technology

The Centers for Medicare & Medicaid Services (CMS) leads federal efforts to prevent and
detect fraud, working with law enforcement agencies such as the Office of Inspector
General (OIG), the Department of Justice (DOJ), the FBI, state Medicaid agencies, and
Medicaid Fraud Control Units.
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Key strategies include:

Predictive Analytics: CMS uses the Fraud Prevention System (FPS), a nationwide
predictive analytics technology, to analyze all Medicare claims before payment. This
system detects suspicious billing patterns and flags potentially fraudulent claims
for further investigation.

Provider Screening and Exclusions: CMS screens providers and suppliers before
enrollment and deactivates unique health identifiers of those excluded from federal
programs due to fraud, waste, or abuse. Recent legislative proposals, such as the
Medicare Fraud Detection and Deterrence Act of 2025, further strengthen these
controls by requiring unique identifiers on claims and special claims modifiers for
telehealth services.

Contractor Oversight: CMS partners with specialized contractors:

e Medicare Administrative Contractors (MACs): Process claims and enroll
providers.

e Medicare Drug Integrity Contractors (MEDICs): Monitor fraud in Parts C
and D.

¢ Recovery Audit Contractors (RACs): Detect and collect overpayments.

e Unified Program Integrity Contractors (UPICs): Integrate Medicare and
Medicaid fraud investigations.

Command Center: CMS’s Program Integrity Command Center brings together
experts from across agencies to rapidly investigate and respond to fraud allegations,
ofteninrealtime.

Community Education and Outreach

Senior Medicare Patrol (SMP): SMP programs educate beneficiaries, caregivers,
and families about fraud prevention, how to spot scams, and how to report
suspicious activity. They host events like Medicare Fraud Prevention Week each
June, providing resources and free tools such as My Health Care Trackers for
monitoring statements.

Provider and Partner Training: Providers are trained to recognize and report fraud,
remind patients to protect their Medicare numbers, and discourage ordering
medical items from unsolicited sources.
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How Beneficiaries Can Prevent Fraud

You are the first line of defense against Medicare fraud. Here’s how you can help:

Guard your Medicare card and number: Treat it like a credit card. Never give your
Medicare or Social Security number to strangers, over the phone, or in exchange for
gifts or free offers.

Review your Medicare Summary Notice (MSN) and Explanation of Benefits
(EOB): Check every statement for unfamiliar charges, services you didn’t receive, or
billing errors. If you see something suspicious, investigate promptly.

Be cautious of unsolicited offers: Don’t accept “free” medical equipment or
services from TV ads, phone calls, or door-to-door salespeople.

Don’t share your card: Never let anyone use your Medicare card or number except
your doctor or trusted providers.

Ask questions: If you don’t understand a charge or service, ask your provider or
Medicare for clarification.

How to Report Suspected Medicare Fraud

If you suspect fraud, errors, or abuse, report it as soon as possible. You can:

Call 1-800-MEDICARE (1-800-633-4227): Have your Medicare number, the claim or
MSN, and details of the suspicious activity ready.

Contact the Department of Health and Human Services Office of Inspector
General (OIG): Call 1-800-HHS-TIPS (1-800-447-8477) or TTY 1-800-377-4950, or file
a complaint online at tips.oig.hhs.gov.

Call your plan’s customer service: For Medicare Advantage or Part D plans, you
can also call the Investigations Medicare Drug Integrity Contractor (I-MEDIC) at 1-
877-7SAFERX (1-877-772-3379).

Contact your local Senior Medicare Patrol (SMP): They can help you review
statements and file reports.

Call your provider or supplier’s customer service center: If you spot an error,
sometimes a quick call can resolve honest mistakes.

You may report anonymously, though providing your contact information can help
investigators follow up for more details.
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What Happens After You Report?

Investigation: CMS, OIG, or other agencies will review your report and may contact
you for more information.

Confidentiality: Your identity is protected if you request it.

No retaliation: Medicare law prohibits providers from retaliating against
beneficiaries who report suspected fraud.

Recent Legislative and Policy Developments

Medicare Fraud Detection and Deterrence Act of 2025: Proposes deactivation of
provider identifiers for those excluded from federal programs, requires provider
identifiers on certain claims, and mandates special modifiers for telehealth claims
to enhance tracking and accountability.

Ongoing enhancements: CMS continuously updates its fraud prevention
technology, provider screening, and community outreach efforts to stay ahead of
evolving scams.

Examples of Medicare Fraud Schemes

Billing for medical equipment or supplies never received (e.g., knee braces, back
braces)

“Phantom billing” for office visits, tests, or procedures not performed
Unnecessary genetic testing or lab work ordered through TV ads or cold calls
Kickbacks for patient referrals or using certain drugs or devices

Medical identity theft—using someone else’s Medicare number to get care or drugs
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Summary Table: Fraud Prevention and Reporting

Step/Strategy

Action/Resource

Protect your Medicare number

Treat as confidential, never share unnecessarily

Review statements

Check MSNs and EOBs for errors or unknown charges

Report suspicious activity

1-800-MEDICARE, 1-800-HHS-TIPS, SMP, plan hotline

Participate in education

Attend SMP events, use fraud prevention resources

Provider and plan oversight

MACs, MEDICs, RACs, UPICs, CMS analytics

Legislative updates

New laws and CMS rules for provider oversight

Conclusion

Medicare fraud prevention is a shared responsibility. By staying vigilant, reviewing your

statements, protecting your Medicare number, and reporting anything suspicious, you help

safeguard the program for yourself and millions of others. Federal agencies, contractors,

and community partners are continually improving detection and enforcement, but your
role as a beneficiary is irreplaceable. If in doubt, ask questions, seek help from trusted
sources, and never hesitate to report suspected fraud.

Choosing and Comparing Plans

Selecting the right Medicare plan is a crucial decision that can significantly impact your
health, finances, and peace of mind. With numerous options—Original Medicare, Medicare
Advantage, Part D drug plans, and Medigap—each offering different benefits, costs, and
provider networks, it’s essential to approach the process methodically. This chapter
provides a comprehensive, step-by-step guide to choosing and comparing Medicare plans,
including the key factors to consider, how to evaluate your options, and where to find help.

403




Step 1: Understand Your Coverage Options

Medicare offers several types of coverage, each with its own structure:

Original Medicare (Parts A and B): Covers hospital and medical services. You can
see any provider in the U.S. who accepts Medicare. Prescription drug coverage (Part
D) and supplemental insurance (Medigap) are optional add-ons.

Medicare Advantage (Part C): Private plans that bundle Parts A and B, usually Part
D, and often extra benefits like dental, vision, and hearing. Most plans require you to
use a network of providers.

Medigap (Medicare Supplement): Private policies that help pay out-of-pocket
costs not covered by Original Medicare, such as deductibles and coinsurance.

Part D (Prescription Drug Plans): Stand-alone plans for people with Original
Medicare or some Medicare Advantage plans without drug coverage.

Step 2: Assess Your Needs and Priorities

Before comparing plans, clarify your health care needs and preferences:

Doctors and Hospitals: Do you want to keep your current providers? Original
Medicare lets you see any provider nationwide, while Medicare Advantage plans
often have local networks.

Prescription Drugs: Make a list of your current medications and dosages. Coverage
and costs can vary widely among plans.

Budget: Consider your monthly premium, annual deductible,
copayments/coinsurance, and out-of-pocket maximums. Some plans have low or
$0 premiums but higher other costs.

Extra Benefits: Do you need dental, vision, hearing, fitness, or transportation
benefits? These are often included in Medicare Advantage plans but not Original
Medicare.

Travel: If you travel frequently or live in multiple states, Original Medicare or a PPO
Medicare Advantage plan may offer more flexibility.
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Step 3: Gather Information and Use Comparison Tools

¢ Medicare Plan Finder (Medicare.gov): The official tool lets you compare all

available plans in your area. Enter your ZIP code, prescription drugs, and preferred
pharmacies to see costs and coverage side by side.

e Star Ratings: Medicare assigns each plan a star rating (1 to 5 stars) based on quality
and performance. Higher-rated plans generally provide better service and

satisfaction.

e Plan Websites: Review each plan’s “Summary of Benefits” for details on coverage,
costs, provider networks, and extra perks.

o State Health Insurance Assistance Program (SHIP): Provides free, unbiased
counseling to help you compare and choose plans.

Step 4: Compare Plan Features and Costs

Key Factors to Compare

Feature

Original Medicare

Medicare Advantage (MA)

Provider choice

Any Medicare provider

Usually network-based

Referrals needed

No

Often yes (esp. HMOs)

Prescription drug coverage

Add Part D separately

Usually included

Extra benefits

Notincluded

Often included

Out-of-pocket maximum

None (unless Medigap)

Yes ($9,350 in-network 2025)

Monthly premiums

Part B premium + Medigap/Part D

Part B premium + MA premium (some $0)

Copays/coinsurance

20% after deductible

Varies by plan
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Feature Original Medicare Medicare Advantage (MA)

Travel coverage Nationwide Usually local/regional

Cost Considerations
e Premiums: What you pay each month for coverage.
¢ Deductibles: Amount you pay before coverage starts.
e Copayments/Coinsurance: Your share of costs for services or drugs.

e Out-of-Pocket Maximum: The most you’ll pay in a year for covered services
(applies to MA plans, not Original Medicare).

Prescription Drug Coverage

e Checkif your medications are covered (formulary) and compare costs at your
preferred pharmacy.

e For Medicare Advantage, confirm that your drugs are included and what your copays
will be.

Provider Networks

e For MA plans, ensure your doctors and hospitals are in-network.

¢ PPO plans may offer some out-of-network coverage, but at higher costs.
Extra Benefits

e Consider dental, vision, hearing, fitness, and other extras if these are important to
you.

Step 5: Narrow Down and Enroll

+ Narrow your options: Use comparison tools to select a few plans that meet your
needs.

¢ Check plan details: Visit plan websites, call customer service, or speak to a SHIP
counselor.

¢ Enroll: You can enroll online at Medicare.gov, by phone, or directly with the plan
provider.
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e Review annually: Medicare plans and your health needs can change each year.
Review your coverage during Open Enrollment (October 15-December 7) to ensure
you still have the best plan for you.

Special Considerations

e Couples: Medicare is individual—each spouse should choose a plan based on their
own needs, not as a family plan.

¢ Changing Needs: If your health, medications, or budget changes, you can switch
plans during Open Enrollment or, in some cases, during a Special Enrollment
Period.

e Personal Assistance: If you’re overwhelmed, seek help from SHIP, a trusted agent,
or a knowledgeable friend or family member.

Practical Example: Comparing Two Plans

Suppose you take several medications, see a specialist regularly, and want dental
coverage. You compare:

e Original Medicare + Medigap + Part D: Higher monthly premium, nationwide
provider access, separate drug and dental plans needed.

o Medicare Advantage PPO: Lower or $0 premium, all-in-one coverage, network
restrictions, dental included, but higher out-of-pocket maximum.

You enter your medications and doctors into the Medicare Plan Finder, check costs,
confirm your providers are in-network, and review star ratings. After comparing, you enroll
in the plan that best fits your needs and budget.
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Summary Table: Steps for Choosing and Comparing Plans

Step

Action

1. Know your options

Learn about Original Medicare, Medicare Advantage, Medigap, and Part D

2. Assess your
needs

List your doctors, medications, budget, and desired benefits

3. Gather info

Use Medicare.gov Plan Finder, star ratings, and plan websites

4. Compare features

Evaluate premiums, out-of-pocket costs, coverage, networks, and extras

5. Enroll and review

Choose your plan, enroll, and review coverage annually or when your needs
change

Conclusion

Choosing and comparing Medicare plans is not a one-time task but an ongoing process

that should reflect your evolving health, financial situation, and preferences. By taking a

structured approach, understanding your options, assessing your needs, comparing costs

and features, and seeking help when needed—you can select the coverage that best

supports your health and financial security. Review your plan every year and don’t hesitate
to make changes during Open Enrollment or when your circumstances change. The right
plan can make a significant difference in your access to care and out-of-pocket costs.

How to Compare Medicare Plans and Costs

Choosing the right Medicare plan is a personal decision that can have a significant impact
onyour health, finances, and peace of mind. With a variety of options—Original Medicare,
Medicare Advantage, Medigap, and Part D prescription drug plans—it’s essential to know

how to compare plans and costs to find the best fit for your needs. This chapter provides a

detailed step-by-step guide to comparing Medicare plans and understanding the costs

involved.
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Step 1: Understand the Types of Medicare Plans

Original Medicare (Parts A & B)
e Covers: Hospital (Part A) and medical (Part B) services
¢ Provider choice: Any doctor or hospital that accepts Medicare nationwide
e Drug coverage: Not included; must add a separate Part D plan

¢ Supplemental coverage: You can buy a Medigap policy to help with out-of-pocket
costs

Medicare Advantage (Part C)

e Covers: All Part A and B services, usually Part D, and often extra benefits (dental,
vision, hearing)

e Provider choice: Usually limited to a network; some plans require referrals for
specialists

e« Plantypes: HMO, PPO, PFFS, SNP, and MSA, each with different rules for provider
access and costs

Medigap (Medicare Supplement)

e Covers: Some or all out-of-pocket costs not paid by Original Medicare (deductibles,
copayments, coinsurance)

¢ Provider choice: Any provider that accepts Medicare

¢ Drug coverage: Not included; must add a Part D plan
Part D (Prescription Drug Plans)

e Covers: Prescription drugs

e Standalone or bundled: Can be purchased separately with Original Medicare or as
part of a Medicare Advantage plan
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Step 2: List Your Health and Coverage Needs
¢ Doctors and hospitals: Do you want to keep your current providers?

e Prescription drugs: What medications do you take? Are they covered by the plan’s

formulary?
e Special benefits: Do you need dental, vision, hearing, or wellness programs?

e Budget: What can you afford in monthly premiums, deductibles, copayments, and
annual out-of-pocket maximums?

Step 3: Compare Costs—Not Just Premiums
When comparing plans, look beyond just the monthly premium. Consider:
¢ Premiums: The monthly amount you pay for coverage
e Deductibles: What you must pay before coverage starts
e Copayments/Coinsurance: Your share of costs for each service or prescription

¢ Out-of-pocket maximums: The most you’ll pay in a year for covered services
(applies to Medicare Advantage, not Original Medicare unless you have Medigap)

e Drugcosts: Check each plan’s formulary and pharmacy network for your
medications

o Annual limits: Medicare Advantage plans have a yearly out-of-pocket maximum;
Original Medicare does not unless you add Medigap

Low premiums often mean higher deductibles or copays, and vice versa. Weigh your
expected health care usage against the plan’s cost structure.

Step 4: Use Official Comparison Tools

e Medicare Plan Finder (Medicare.gov): Enter your ZIP code, medications, and
preferred pharmacies to see all available plans, costs, and coverage side by side.
You can filter by plan type, ratings, carrier, and benefits, and select up to three plans
for direct comparison.

e Medigap Comparison Charts: Review standardized Medigap plan benefits to see
what each lettered plan covers and where out-of-pocket limits apply.
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o Star Ratings: Medicare assigns star ratings (1 to 5) to plans based on quality and
member satisfaction. Higher ratings generally indicate better performance.

Step 5: Compare Plan Features Side by Side

Original Medicare vs. Medicare Advantage

Feature

Original Medicare

Medicare Advantage (MA)

Provider choice

Any Medicare provider nationwide

Usually network-based; may require
referrals

Prescription drugs

Notincluded (add Part D
separately)

Usually included

Extra benefits

Not included

Often included (dental, vision, hearing,
etc.)

Out-of-pocket max

None (unless you have Medigap)

Yes ($9,350 in-network for 2025)

Premiums

Part B + Medigap/Part D premiums

Part B + MA premium (some $0 plans)

Copays/coinsurance

20% after deductible

Varies by plan

Travel flexibility

Nationwide

Usually local/regional
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Comparing Medicare Advantage Plan Types

Plan Network Rules Drug Coverage | Referrals | Out-of- Special Features
Type Pocket
Max

Must use network, except Usually May offer lower costs,
HMO | emergencies included Yes Yes but less flexibility

In-network preferred, can

go out-of-network (higher Usually More provider choice,
PPO cost) included No Yes higher premiums

Any Medicare-approved Usually Flexible, but may pay

provider accepting plan included or add more if provider won’t
PFFS | terms PartD No Yes accept planterms

For specific populations

(dual eligible, chronic Always Tailored benefits and
SNP conditions, institutional) included Varies Yes networks

No (add Part D High-deductible plan

MSA Any Medicare provider separately) No Yes with savings account
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Comparing Medigap Plans

Medigap Covers Part A/B Covers Foreign Travel Out-of-Pocket
Plan Coinsurance Deductibles Emergency Limit (2025)
Plan G Yes Part A only Yes (80%) No

Yes (some copays for

Plan N visits) Part A only Yes (80%) No
Plan K 50% 50% Part A No $7,220
PlanL 75% 75% Part A No $3,610

Step 6: Check Provider and Pharmacy Networks

e Confirm your doctors, specialists, and hospitals are in-network for Medicare
Advantage plans.

e For prescription drug plans, check that your preferred pharmacy is in-network and
your medications are covered.

Step 7: Consider Extra Benefits and Plan Rules

o Dental, vision, hearing, fitness, transportation, over-the-counter
allowances: Often included in Medicare Advantage plans, not in Original Medicare
or Medigap.

e Referrals and prior authorization: Some plans require these for specialist visits or
certain procedures.

e Travel: If you travel frequently, check for nationwide or international coverage.

Step 8: Get Help If You Need It

o State Health Insurance Assistance Program (SHIP): Offers free, unbiased
counseling to help you compare and choose plans.
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e Plan customer service: Call plans directly to clarify coverage, costs, and provider

participation.

o Medicare.gov and official resources: Use trusted, government-backed tools for

the most accurate and up-to-date information.

Summary Table: Key Steps to Compare Medicare Plans and Costs

Step

What to Do

1. Understand plan
types

Know the differences between Original Medicare, Advantage, Medigap, and
Part D

2. Listyour needs

Medications, providers, extra benefits, budget

3. Compare all costs

Premiums, deductibles, copays, coinsurance, out-of-pocket max

4. Use comparison tools

Medicare Plan Finder, Medigap charts, star ratings

5. Check networks

Confirm your doctors, hospitals, and pharmacies are in-network

6. Review extra benefits

Look for dental, vision, hearing, fitness, and other extras

7. Get help if needed

Contact SHIP, plan customer service, or use Medicare.gov

Conclusion

Comparing Medicare plans and costs is about more than just finding the lowest premium.

It requires a thoughtful review of all costs, coverage details, provider access, drug
coverage, and extra benefits. Use the official Medicare Plan Finder and Medigap

comparison charts, check star ratings, and consult with SHIP counselors for guidance. By

following a structured approach, you can confidently select the plan that best fits your
health needs, budget, and lifestyle.
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Using Medicare Plan Finder and Other Tool

Choosing the right Medicare plan can be overwhelming, but the Medicare Plan Finder and
other comparison tools make the process much easier. These resources allow you to
compare plans based on your specific needs, budget, medications, and preferred
providers. This chapter provides a step-by-step guide to using the Medicare Plan Finder and
highlights additional tools and tips for making informed choices.

What Is the Medicare Plan Finder?

The Medicare Plan Finder is an official, online tool provided by Medicare.gov that allows you
to:

e Compare Medicare 