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Susan O'Mara:
Hello everyone this is Susan O'Mara, I'm with the WIPA National Training Center at Virginia Commonwealth University and I'd like to welcome you to the teleconference this afternoon.


Again the teleconference topic just to make sure we’re all on the right call, Counseling Beneficiaries on Private Group and Employer Sponsored Health Coverage Options. We've very excited about today’s call.

This is actually the second in a series of supplemental training programs that are available to the WIPA Projects and Community Partners this spring and on into the summer. And we just had a tremendous response and we've very happy that you can make it today.

We actually have more than 100 participants joining us today. Before I turn the floor over to John Kregal with our WIPA Training Center, he will introduce our speakers for today’s call, I just did want to touch on a couple of housekeeping items.


The first thing is the presentation part of today’s call just, so everyone’s clear on this it’s scheduled to last for two hours. And that’s from 1 o'clock to 3 o'clock Eastern Time. Now there’re going to be opportunities for you all to ask questions at different points in time during this two-hour presentation.


And again (Debbie) will come back on line and explain what buttons you need to press to queue up for your question and answer. In addition to that at the end of the two-hour presentation period, our trainers were kind enough to be willing to stay on line for an additional 30 minutes to field any additional questions and answers.


So this is going to be from 3 o'clock until 3:30 Eastern Time. And we invite all of you who are able to and who are interested in continuing the conversation to join in this final segment of the call as well.

Now if you’re not able to stay on the line, but you do have remaining questions that haven't been answered during the call we have a couple of options for you to submit these.

One option is on your evaluation form or you should also feel free to send a separate email with your question and you can send it to anyone actually in our WIPA National Training Team including myself or Julie Schall who’s been sending out the communications. Or to your TA liaison if that’s easiest. We'll make sure we address those for you.

The next thing is you should have a total of five handouts for today’s training. This would include the PowerPoint presentation that was sent to you, and we sent out a couple versions. The latest version had numbers on the PowerPoint slides, which will make it easier to make sure we’re all on the same slide today.


There are four additional resource documents as well. Now if you do not have these documents or you are having any difficulty in accessing them you can email or call Julie Schall.

Julie can be reach at, I'm going to give you her phone number first, it’s 804-314-0219. If you’re not able to call, you don't have another line to call on you can also email Julie right now and her email address is jaschall@vcu.edu. Okay. And Julie will be more than happy to help you out with those documents.

And she’s also able to assist if you have any difficulty at all with your phone line connection during today’s call. Finally we’re going to be sending out an email with the link to an evaluation form after the call. You’re going to get either this afternoon or maybe Monday morning if we don't get it out today.

And we really do hope that you take the time to provide us feedback, so that we’re able to improve our future trainings. Now without further ado I'd like to turn it over to John Kregal who’s going to introduce our speakers today. John?

John Kregal:
Thank you Susan. Good afternoon everyone or good morning everyone, depending upon where you are at. We’re just delighted that you've taken the time to join us on this training, which I think you'll find very interesting and very, very valuable.

This is the second time that we've done this training, Bryon and (Mason) did it for us a couple of weeks ago and the response and the evaluation feedback was extremely positive and they have made significant modifications to the presentation to make it even better.

So folks they've had a dry run in terms of the presentation and you’re going to get their best efforts and I really think that you'll find it valuable. The World Institute on Disability that Bryon and (Mason) are affiliated with is one of the key partners with VCU and the implementation of the WIPA National Training Center.

And World Institute on Disability or WID of you’re not aware of it, has really been one of the major policy and advocacy organizations in the area of disability and in the area of employment for people with disabilities for a very, very long time.

Bryon and his colleagues were instrumental in the work that they did way a long time ago in the development of the Americans with Disabilities Act. Bryon himself was one of the folks who assisted in developing, advocating for, organizing and coordinating his efforts with other people to get the Ticket to Work and Work Incentive Improvement Act actually passed.


As so he’s very, very much a part of this whole effort to try to improve employment opportunities for individuals with Social Security, of course Social Security beneficiaries.

(Mason) comes to us with the practical experience of actually being a (Seawic) and we’re looking forward to involving (Seawic) in a lot of our training as we move forward here.


He can provide us both the technical information that we need as well as what that means in terms of our delivery of services to the people that we are, you know, pledged to and dedicated to serving. So I don't want to take a lot of their time or a lot of your time this afternoon other than to say we’re delighted to have you on the call.


We’re delighted that both Bryon and (Mason) can join us on the call and share this valuable information with you. Please fill out your valuation it helps us an awful lot because we’re looking to planning for the future activities. So with that I'll turn it over to Bryon and to (Mason). Thank you very much.

Bryon MacDonald:
Thank you John, thank you very much. This is a very, we, (Mason) and I both appreciate that.

John Kregal:
Thank you.
Bryon MacDonald:
This is Bryon MacDonald, the World Institute on Disability and (Mason O'Neill) is with me, your there right (Mason)?
(Mason O'Neill):
Yes, I'm right here.

Bryon MacDonald:
Okay. What you should all have in front of you if at all possible are at least two documents, the PowerPoint with the numbers starting with number one, number two and the health checklist, consumer check list that we will refer to as we get, go through this training.


I want to start by emphasizing this is an introductory overview of the mix of or the integration of public and private healthcare as people improve their quality of life and/or change condition such as get a new job.

We are getting into a territory here where this training is introductory and we’re very hopeful from the first training that this will lead to other learning opportunities with ECU and with this format.

Number two, it is primarily designed to created a framework of discussion with your consumers that helps them take control of this kind of information in ways where they can, you know, take as much control of it as possible. This area is a daunting information area for all Americans.

But there are ways of approaching private and public healthcare together that we've incorporated into this training that we hope you find useful. Secondly you are aware that the new administration is launching a yet another major healthcare reform initiative at the Federal level.

Secondarily, you’re going to find that a lot of the information in today’s training will help, be very helpful in understanding the complexities of and the challenges of National Healthcare Reform. So there’s actually two information goals of this training. But I do want to emphasize that the first one is the most important.

Having our consumers take control of this information in ways that make sense to them. So we've broken this training section, training into five components. We’re going to start with an overview of trying to clear the air of some misconceptions about what people can and cannot do in this arena.

Secondly, we do a brief assessment to make sure that everyone stops and pauses and the consumer that you work with and you do a current assessment of the current healthcare ways that the consumer that you’re working with is on. And that’s very familiar territory for all of you.

Third we’re going to approach when and how beneficiaries access private healthcare coverage options. Fourth, we’re going to talk about the types of health coverage available in the private market and through private methods such as employment and so forth. And finally we have a pretty robust section on counseling tips.

We’re going to have two Q&A sessions as we go forward and we hope in the first Q&A section we will get a sense from you of how you’re enjoying this and by the type of questions you’re asking. So that’s where we’re headed today.

Now moving on to Slide Number 4 and I want to strike some themes, some realities of the territory we’re headed into. And in this arena of using two or more benefit programs some of which may be private there are various realities that you want to be aware of from the gate. And some of them are that, there are primary payer rules.

In other words who pays the bills first when you’re using two or more benefit programs? So the primary payer rules, which are, which we will cover and the type of the health coverage affect how these various benefits interact with each other as who pays the bills first.

The type of the benefit program can actually give you a hint about who’s going to be paying the bill first, second or third. Secondly we find with many consumers and it’s been my experience for many years that no one type of health coverage may be what the consumer’s looking for. Or what the consumer needs.

So no one type of health coverage may be the comprehensive coverage that a person is really beneficial to them to improve quality of life, to live independently and engage in paid work. So just because someone is getting a form of healthcare right now doesn't mean they may be done.

They may be wanting to look at other options to increase quality of life by adding other healthcare systems and accessing other healthcare systems. Third and most important, we’re no Pollyanna here. When a beneficiary uses two or more types at the same time this is when we know that complexity settles in.

And the need for the beneficiary to understand how these programs interact with each other really becomes important. So this is a very vital training for improving quality of life for the people you working with.

Slide Number 5, we’re going to do an overview of the types of benefit programs that in fact most Americans can access, but certainly the beneficiaries that we work with can access. And we do this in fact in all of our trainings out here in California.

The type of the benefit program and a consumer understanding what type of benefit program it is that they’re accessing can help a consumer understand why it has the rules it does.

And there are three types of benefit programs in this training that our consumers can access when they are getting near or they’re accessing paid employment.

The first of course is means tested programs. And the, just stop by the examples because that’s sort of gets your attention right away. Supplemental security income, most Medicaid categories, (Canna) Section 8 housing, these are all means tested programs.

The level of personal or family assets, resources and monthly income restrict who’s eligible for the program. This is familiar territory to you. But when a consumer understands that the program they’re on is a means tested program and how that program works it does educate.

And so we find it helpful to explain that to consumers. Benefits are paid in a means tested program most often from general tax revenues. These are not insurance programs and they don't act like insurance programs.

Finally they are in most categories, in most examples and we’re going to give you examples as we go on today they’re the payer of last resort. When a beneficiary using multiple types of health coverage the means tested program for example Medicaid is going to pay the bills last as opposed to other available options as a general rule of thumb.

Remember today’s an introductory overview of this territory. Secondly, the second type of program incredibly important. The bedrock of benefit programs and the U.S. is a term of art social insurance. Social insurance is the mechanism or is the way in which Social Security operates for the most part with the exceptions frankly of SSI and Medicaid.

But social insurance is the term of art for how Social Security generates the money it does to pay the bills. And a family member in a social insurance model is paying into trust funds on a monthly basis year in and year out from day one of employment. 

So you could be working with someone who is a youth or in their 20’s or 30's, they’re in a family where most often the wager earner in the family, the mother or the father or both have paid FICA taxes from day one, which could go back to the 20’s or the 30’s or the 40's.

And they've paid FICA taxes into Social Security and never gotten a benefit. But then when a family member meets the terms and the policies so to speak they get a benefit. This is not a means tested program. Social Security by and large is a family package of social insurance and it’s a public form of insurance.

How public is it? Ninety-six percent of American jobs are covered by Social Security. I wish - because I so value in social insurance, I wish all jobs were covered by social insurance. But some state jobs and other areas are not covered by Social Security FICA taxes.

But 96% of American jobs do pay FICA taxes including folks who are self-employed. And they pay those FICA taxes month in and month out and don't get a benefit. But then when a family member meets the terms and the policies they do get a benefit.

For example a family member will retire or become disabled or become a widow or become a disabled adult or child. When they meet the terms and the policy the family member gets a benefit. And it is quite frankly if social insurance didn't exist you wouldn't have means tested programs to supplement them.

I guarantee you that. So that is the second form of benefit program that our folks access when they’re getting close to work. By way of example you could be working with someone who is in their 20’s or 30’s for example and they’re on SSI only.

And a family member that they’re in, the wager earner in that family when the person you’re working with is in their 20’s or 30’s the father or the mother retires or becomes disabled or dies. So the parent of the person you’re working with either retires or becomes disabled themselves or passes away.

The SSI recipient that you’re working with is in their 20’s or 30’s could then become eligible for childhood disability benefits in social insurance and Social Security and that would radically change their benefit profile over night.

And this happens a great deal, it happens quite a bit in the areas of folks working with adults with developments or disabilities, but it can happen to anyone with a significant disability in their adult years. So that’s one example of social insurance and how benefits interactions occur when you’re using two or more benefits.

Moving onto Slide 7, the third major sector, which we'll spend a lot of time on today, private sector health coverage, we are not going into the devil in the details into every type of healthcare plan because we'd run out of time real quick. But private insurance most of these forms of health coverage are insurance, some are not.

HMOs or health maintenance organizations for example are not strictly classic insurance, but they are private benefits offered to groups and they can come from employment, they can come from membership in a group association or a union. And they can come from family health coverage plans.

They can also come from a domestic partner relationship. You want to look out for that. So a domestic partner may have health coverage from employment where the person you’re working with could access a private benefit. So there’s lots of way to get into private sector benefits not just employment.

The initial and the ongoing eligibility rules are going to differ plan by plan. The age caps are going to differ plan by plan. In other words if someone you’re working with is 17 or 18 and they move out of the home the family coverage that they’re in may change depending on the terms and the policy about where they live and how old they are.

Finally, on the area of private sector health coverage Slide Number 8 the state, not the Federal government regulates private health coverage by and large. So when you interact with public and private benefits the regulator rules are more often than not coming from the state and not the Federal government.

So you've got a level of complexity built in there state by state by state. There are some common rules and we cover most of the common rules in this training, but each day they have different ways of handling interactions between public and private benefits at the state level and in fact they do.

So that’s something to keep in mind. Next on the framework of public and private benefits we want you to be very clear about the difference group health coverage on Slide Number 9 and individual health insurance. This training is mostly covering terms, conditions and definitions and access to group health coverage.

Group health coverage is offered in a range of health plans for example an employee benefit from a union, a professional association, for groups of people not to an individual in a private market.

And the concept of offering health coverage to a group views these plans Federal and state protections that we’re going to talk about today that are not available in the individual health insurance market. The individual health insurance market has a concept that runs rampant called medical underwriting, which I'm going to define for you.

And there may not be protections against medical underwriting, which we'll define in a minute in the individual health insurance market whereas there are ample Federal protections against medical underwriting for the people we work with all of whom have a preexisting condition or a significant disability and are managing their healthcare and their life with one.

So group health coverage has protections where our folks can access many, many different types of group health coverage where as they can't very well access individual health insurance that use the advertisement for on television and so forth.


Our folks very rarely can get into individual health insurance markets because of medical underwriting. Well, what is medical underwriting? Slide 10, medical underwriting is a, believe me, a serious review of someone’s past medical services received or prescribed.


And it is used to assess whether someone can get into a health coverage policy or plan. It is a significant and a serious gate keeping mechanism quite frankly to keep people out of the health insurance markets because they have a prior medical condition.

Access to group health coverage has Federal and some state protections that are very, very helpful to offset medical underwriting for the people we work with.

So a significant majority of Social Security disability beneficiaries are going to have a very difficult time in the individual market, but not necessarily in-group health coverage.

So those are key concepts as we move forward. Slide 11, how do we sort of begin to focus how to do what we’re going to do with this type of program interaction with our consumers?

We basically think there are five steps to assess and look at with everyone of the folks that you’re working with. Maybe for some there’s six, maybe for some there’s two, but there’s at least these five ingredients that we suggest you look at when you’re working with a beneficiary who’s getting into a employment picture and there’s private health coverage on the table.

First of all where are they now, what’s the current picture and we’re going to get into that very briefly quite soon? Secondly first of all what’s their current benefit profile? You guys are all really savvy at doing that kind of work. Secondly what are the current opportunities with the current employment plan?

So we call this planning in place. Rather than teach consumers the whole universe of private health coverage options you want to train about the options that might be available with the current job opportunities.

What are the health coverage options available in that context? And in that context, what are the primary payer rules. Who pays the bills first once someone’s going to access employees sponsored health coverage. And finally, most importantly, budgeting what are the out of pocket costs or in health care terms what’s the cost sharing, that’s the term if art.

For the beneficiary with this new health coverage that might be on the table. So those are steps that we suggest everyone interact with when someone’s accessing private health coverage. The takeaway here is that the type of health coverage can determine which plan or program pays the medical bills first.

We really want to emphasize that. Primary payer rules as general, in general, what are they? On Slide 13 and we’re trying to keep this at a fairly good, cover the whole territory today, the primary payer rules that were in existence prior to a whole bunch of new work incentives like Medicaid buy ins since the mid '90's.


The general rule of thumb in who pays the bills first is that private health coverage pays medical bills first, Medicare is the secondary payer or pays medical bills second and Medicaid pays bills last or third. Medicaid is often called the payer of last resort.

A term of art, you’re going to hear that throughout today, the term of art for this process is coordination of benefits. That is the term used by Medicare and group and private health coverage when deciding who pays the bills first, it’s called coordination of benefits.

With employers of 100 or more employees Medicare’s going to pay the bills after employer’s sponsored health coverage. There is one exception with employers with less than 100 employees Medicare will be the primary payer then the employee sponsored group plan kicks in.

But that’s a minor exception to the primary payer rules that are Federal and not state. But all states adhere to that Federal rule about primary payer. So some guidelines, some examples, employer sponsored health coverage on Slide 14 Medicare and Medicaid for example they all pay for the same service X, Y, Z.

So the general Federal rule would apply. Private pays first, Medicare second, Medicaid third. Let’s say Medicare provides and pays for the service X, Y and Z, but employer-sponsored coverage doesn't cover those services. There’re not in the private plan.

Well then Medicare’s going to be the primary payer because it’s the only one that’s got that service. Finally, most importantly and you'll all know examples of this if Medicaid is the only provider of the service and it’s not available in the private sector benefit well then Medicaid’s going to wrap around the other health coverage's.


And it’s going to be the primary payer because it’s the only one with that service. And that’s all extremely legal and the way things roll out. So moving on, some other examples on Slide 15, in California for example when the provider accepts both private insurance and Medi-Cal, for the same service the beneficiary must access the service via the private insurance.

And this in most cases is going to be comparable to Medicaid in some cases it could be better. Medi-Cal’s the secondary payer and will not pay for the service provided if the private insurance covers that service.

If the healthcare provider accepts both Medicaid and private insurance the patient cannot be charged copays and other cost sharing higher than the standard allowable Medicaid copays and other cost sharing. That’s really important rule of thumb to know about and that is not just in California that’s everywhere.

So if you’re folks, if you’re customers accessing Medicaid and private insurance the cost sharing cannot be higher in the private insurance than it is in Medicaid for that person in that service. And that’s really a good thing, it’s a good protection.

Slide Number 16, the takeaway here is that beneficiaries need to be careful about what type of coverage is accepted by both the, by the medical provider that they use. This can determine how high their copays and other coinsurance payments might be.

Payment problems can occur if a beneficiary with Medicaid and private insurance uses a provider that doesn't accept their private health insurance. As you get into some of these thicker cases in our counseling tips at the end we’re going to offer other resources and information resources to get help with the more difficult cases.

So don't panic about that kind of complexity at this point and time. Out of pocket costs on Slide 17, out of pocket costs is called cost sharing. Again, that’s a term of art in insurance term.

A beneficiary and the American Healthcare Market shares in the cost of health coverage, you’re going to see this now and quite frankly folks you’re going to see that in any healthcare reform that comes on the table.

Cost sharing is going to be a way of life in healthcare reform. It’s just the way it is because healthcare costs have gotten so expense. But the cost of out of pocket costs for health coverage can come in a variety of ways.

So cost sharing is the term of art for a number of different ways that the consumer or beneficiary shares in the cost of getting the services they do from a healthcare provider. And the, the most common types of cost sharing are on Slide 18. And I'm going to briefly run through them.

A premium is a very common cost sharing technique where the consumer pays a monthly fee, a monthly premium whether they get services or not. And it helps the provider pay for the services. So it’s a monthly fixed amount and the consumer doesn't necessarily get any services that month, but they paid a premium month in and month out.

Medicaid buy-ins also have a premium. A deductible is not a premium it’s a different type of cost sharing. It’s an initial specified amount of the enrollee has to pay before the health coverage plan begins to contribute towards or pay for medical costs.

Coinsurance is yet a different type of cost sharing, it’s a percentage of medical costs that the enrollee pays towards the cost of medical care in an ongoing way. So you could have coinsurance on a regular basis with certain types of services.

A copayment is something you may all be familiar with, you go to Walgreen’s and you have a prescription filled, the Walgreen’s will charge $1.00 or $2.00 or $5.00 copay in order to get the prescription. That’s a fixed fee that enrollee must pay for a particular item or service.

An out of pocket maximum is a term of art again and these are all terms of art that is very helpful to know their definitions. That is the maximum amount of money that a beneficiary’s going to pay per year when you add up all of this cost sharing business. Many healthcare plans and Medicare plans have an out of pocket maximum.

When that dollar amount is reached the consumer doesn't have to pay any more for services, the rest will be covered without charge out of pocket maximum. So we are going to wrap this section and open up for question with a basic takeaway here with everything I've just done to date.

The key takeaway is to plan in place with those five steps that I outlined a few slides back. Teach the beneficiary how to plan for the options that in front of them at a particular point and time.

So I'm going to ask (Debbie) our operator to open up the lines for any Q&A and concerns or questions before we start in our next session of accessing what healthcare a person is on right now. So (Debbie) are you there?

Operator:
At this time I would like to remind everyone if you'd like to ask a question please press the star, then the number 1 on your telephone keypad. We'll pause for just a moment to compile the Q&A.

Bryon MacDonald:
Thank you.

Operator:
Your first question comes from the (Bryon Foresite). Sir you line is open.

(Bryon Foresite):
Thank you. I was actually meeting with a beneficiary yesterday who has Medicare, also has private insurance off his Blue Cross that she was getting on her father’s health insurance.

When her dad retired they switched him to a Blue Cross HMO and ever since that’s happened she’s unable to get any bills paid because no one can seem to understand the, you know, who’s first payer.

Medicare and Blue Cross at this point are just going back and forth each claiming the other is primary payer and in the meantime she has no health, well she has health insurance, but nothing is getting paid. And I was wondering if you had any suggestions on how I counsel her?

Bryon MacDonald:
And what state is this?

(Bryon Foresite):
Massachusetts, I'm sorry.

Bryon MacDonald:
On a Medicare issue like that there are significant protections and there are some could be state rules, some could be Federal, but I would recommend contacting the state health insurance plan funded by Medicare that offers counseling with the interaction of Medicare and private healthcare.

Are you familiar with this CHIP program in Massachusetts?

(Bryon Foresite):
No but I am familiar with Healthcare for All.
Bryon MacDonald:
Okay.

(Bryon Foresite):
It’s probably the same program.

Bryon MacDonald:
Well there is a link at the back of our PowerPoint to the Medicare Web site where they have state-by-state contact information for the CHIP program. But this is counseling funded by the Federal government for all Medicare beneficiaries and the interaction of Medicare and private health coverage.


So I would get counseling from them at the state level for that program interacts for that particular situation.

(Bryon Foresite):
Okay, thank you.

Bryon MacDonald:
Yes.

(Mason O'Neill):
And I would add, this is (Mason O'Neill), that there may be other organizations that can also help. One of them is there’s a Protection and Advocacy Organization. Her rights, you know, are being denied as a person with a disability and they may be able to help to resolve this.

And I also would recommend that she contact Medicare itself at the 800 number and try to speak to a supervisor or someone who can help her to resolve those issues.

Operator:
Your next question comes from (Lisa O'Connor). Ma'am your line is open.

(Lisa O'Connor):
Thank you. Hi, I'm from Connecticut and Connecticut same sex unions are legal. You have the same sex couple, one partner is on Social Security disability the one is working part-time does not have coverage through her employer.

My consumer on Social Security disability would be able to access the, what we call the Medicaid for the employee disabled, I forget how you refer to it here. However...

Bryon MacDonald:
(Unintelligible).

(Lisa O'Connor):
What?

Bryon MacDonald:
The Medicaid Buy-In, yes.
(Lisa O'Connor):
Yes the Medicaid Buy-In. She’s eligible for it, it’s a Federal program Connecticut is saying that they will count the partner’s income toward that program, the partner’s earnings towards that program. But federally its, their union is not recognized. But I'm not sure how to tell her how to advise her to go in this regard.

(Mason O'Neill):

Well that’s a good one.
(Lisa O'Connor):
Yes.

Bryon MacDonald:
In California the eligibility rules for Medicaid Buy-In are for the income and assets of the enrollee only and they’re treated as a separate medical unit so to speak. They have a very technical name for it. And this is a domestic partner relationship basically.

(Lisa O'Connor):
And it is a legal marriage in Connecticut.
Bryon MacDonald:
The Medicaid Buy-In rules as to how the partner is treated, yea or nay are state by state by state.
(Lisa O'Connor):
Okay.

Bryon MacDonald:
So I'm not sure how to advise you there because the Medicaid Buy-In has the authority to set its own rules as to whether it counts or does not count the income and assets of the partner.

And I'm, I wish I could be more helpful there. But that’s a case where the state rules are going to trump and you’re going to need to know what they are in the State of Connecticut.

(Lisa O'Connor):
That answers my question thank you.

Bryon MacDonald:
Yes.

(Mason O'Neill):

And I would say further I'm going to speak about Medicaid in the next section, but there are organization again who are going to be experts on Medicaid and know the strict rules of the buy in program and that might be a local legal aid organization or it might be Protection Advocacy.

Both of those organizations should have experts that can help look up exactly what are the rules and it does happen occasionally that states, the Medicaid office are not applying the rules correctly on the buy in program again those programs are not as common as standard Medicaid program.

Bryon MacDonald:
Yes. Good point.

Operator:
If you'd like to ask a question please press the star, then the number 1 on your telephone keypad. Sir there are no more questions in queue.

Bryon MacDonald:
Okay. (Mason) you’re on and I do want to share with (Mason) and everybody we are probably behind. That’s my fault. So we’re going to have to be as expeditious as possible with keeping on target, but we’re 45 minutes into this already. And we've just only done one section so take it away (Mason).

(Mason O'Neill):
Okay I'll keep that in mind. Everyone should be on Slide 20 now. And this training section is about healthcare supplements and what healthcare coverage does a beneficiary have now.

We have emailed out to everyone our healthcare coverage checklist tool. And you can use our own tool during your assessments with beneficiaries or you can modify it or create your own. I'm not going to go over the tool right now, but I'll let, I'll let the participants read this on their own time.


You'll see that a lot of the topics that are covered in this training such as HIPAA and COBRA and private health insurance are also covered in the healthcare checklist tool.

For example it'll ask questions to trigger if someone might be eligible for protections under HIPAA or COBRA and also low type fee training on those two topics in the next sections.


So moving to the next slide which is Slide Number 21 and this slide shows some of the possible healthcare options that a beneficiary might have. These are in general the most common options. A beneficiary might have employer sponsored group health coverage from their jobs.

They might also have coverage based on a family member’s healthcare. For example if a spouse or family member works or a parent works they may have coverage through their job for the family member as well.

The next category is Medicaid. It’s important to find out which Medicaid category or program a beneficiary might be on. If someone has SSI they may be on what’s called SSI Linked Medicaid that may be the way that they’re accessing Medicaid.

But SSDI beneficiaries also may have Medicaid. On this slide I'm going to discuss some of the different categories in a state Medicaid program. So each state varies in specific names or structure of their Medicaid programs, but in general the state Medicaid program has different programs or categories within Medicaid.

Each of those programs might have different rules and also different eligibility criteria. So that’s why it’s important to understand which category a beneficiary either qualifies for or is currently on. Looking at the slide, one of the main Medicaid categories is called Categorically Eligible or Low Cost Medicaid.

The states are required to provide Medicaid to certain groups and this includes individuals who are disabled, children under six and pregnant women. So every state Medicaid program must cover and provide Medicaid at low cost to those individuals. I spoke briefly about Medicaid based on SSI eligibility.

Some states automatically enroll an individual and Medicaid if they’re on SSI and they would call that SSI Linked Medicaid. Another program which individuals can apply for or may qualify for is called Medically Needy Medicaid. Medically Needy Medicaid is Medicaid based on an individuals' category.

For example if they’re disabled they may qualify for this and it’s also based on their income and their resources. And the Medically Needy Medicaid programs have what’s called a shared cost or a spend down amount.

And the way that works is that based on somebody’s income there’s a certain dollar amount, which they need to pay each month first of their medical expenses before Medicaid will pay the rest.

So as an example of that let’s say an individual has $1000 in earned income and based on that income they qualify for Medically Needy Medicaid, but they have $300 spend down amount each month.

That means that once they've paid $300 in medical expense in one month Medicaid will cover all additional medical costs and they'll pay for all, any additional bills. The next program is called the Medicaid Buy-In Program and 32 states have this program.

The Medicaid Buy-In Program for individuals who have a disability and also are working. And it’s a program where an individual can pay a monthly premium, which is based on their income, so for example in California there’s a sliding scale ranging from $20 to $250 a month and once an individual pays that premium they qualify for full scope low cost Medicaid.

That means after the premium they’re going to have minimal expenses. And this is often a much better option than the Medically Needy Medicaid program. In the first example, an individual had to pay at least $300 each month for their Medicaid under the Medically Needy Program.

If that individual was working, even if they working part time they probably would be much better off in a Medicaid Buy-In Program where they may be paying a small, let’s say they’re paying $50 or $100 a month and then they have complete full scope low-cost Medicaid.

The last thing I want to mention is that in many states the Medicaid Program requires individuals to chose an HMO to manage their Medicaid. So again as an example in California some individuals are on original Medicaid where they can go to any doctor that accepts Medicaid.


But in recent years Medicaid has been requiring all new individuals to be enrolled in an HMO, which covers their Medicaid healthcare costs and services.

The last thing is that many SSDI individuals and beneficiaries do not know that they may be able for Medicaid, so it’s important to talk to them and see if they have considered this as an option.

Even with SSDI an individual’s income may be low enough that they’re eligible for Medicaid. And if an individual goes back to work the Medicaid Buy-In Program may be a very good option. In some cases disability income such as SSDI does not count as income for the Medicaid Buy-In Program.

At the bottom of this slide are several other types of healthcare coverage and we've included at the end of our, at the end of this presentation a list of many other types of health insurance the system might have.

But some common ones VA or military health coverage, state children’s health insurance programs or S-CHIPS, Federal employee health benefit programs, student health insurance and Indian Health Service. Moving onto Slide 22 now, I'm going to briefly talk about Medicare, but Medicare is a complex system of healthcare coverage.

And I would highly recommend getting a copy or you can download it on the Internet the Medicare and You 2009. This is on Medicare’s Web site and it’s an excellent guide to Medicare. It explains cost in the different programs and enrolling eligibility of the aspects of Medicare. So very, very briefly Medicare has four parts.

Most beneficiaries who have Medicare are going to have Part A and Part B. Part A is hospital insurance and Part B is medical insurance. Part B is prescription drug coverage. Beneficiaries need to enroll in a Part B prescription drug coverage plan.

If somebody has Medicaid and Medicare they can enroll what’s called a Special Needs Plan and those are plans which will coordinate the benefits between Medicare and Medicaid.

In general Medicaid will provide an individual with access to more doctors and providers that they can see than Medicaid will. But Medicare alone often has more out of pocket costs than Medicaid does.

Medicaid usually provides medical services at the lower costs. Part C is what’s called the Medicare Advantage Plan and individuals on Medicare have a choice either to, there’s actually three specific choices.

They can stay in the original Medicare, they can sign up for Medicare Advantage Plan, which is a private organization such as an HMO, which will manage your Medicare, but you need to see doctors within their network and the third option is what’s called Medicare Supplement Insurance or Medigap.

And that is where the original Medicare plan will be supplemented by additional insurance. In general if an individual is low cost and has Medicaid it’s better for them to enroll in a special Medicare Advantage Plan, which is designed to coordinate benefits between Medicaid and Medicare.

So in most cases you wouldn't want an individual to pay for a expensive Medigap or supplement plan if there’s an option that is better for them. And at the bottom of this slide you can see the state health insurance programs.

We mentioned that briefly during the Q&A. But these are programs, which are community organizations and they’re funded to help individuals make good choices about Medicare.

I'm going to briefly give an example of a real life situation, which will talk about some of the Medicaid issues and this is an example based on, you know my experience and the possible situation of a consumer coming to a (Seawic).

I'm going to call this consumer (Kathy), this is obviously not a real person and she comes to you, she has SSDI and she has questions about SSDI work incentive. She’s still waiting for Medicare to begin, but she also wants to know if she can apply for Medicaid.


So you meet with (Kathy), you've been helping her for several sessions on some of her SSDI work incentive issues, but you’re also discussing her healthcare options and you learn she has two young children so her household size is three.

And one of her questions is she’s receiving $1000 in SSDI and her question is if her SSDI makes her eligible or ineligible for Medicaid and also if she is eligible for Medicaid what will happen to her Medicaid once she starts to work. So this is a SSDI beneficiary not an SSI beneficiary.

So as a (Seawic) you should have some basic information on the different Medicaid programs and also the eligibility criteria for those programs. There’s a lot to learn about Medicaid in each state, so this is kind of a learning process for all (Seawic)s and sometimes there’s trainings or people from Medicaid or Protection Advocacy can come and provide information about the different Medicaid programs.

Most states have also good information on the Internet or good resources which are published to help explain the different Medicaid categories and how Medicaid works.

In this situation if you understood what were the Medicaid rules, you could look at (Kathy)’s countable income, which at this point is only her SSDI and you could compare that based on the income guidelines.

And it’s very possible she'd be eligible for what is called Categorically Eligible Medicaid. That’s Medicaid based on the fact that she’s disabled and she has a family size of three. So it’s very possible that with her $1000 of SSDI income that she would qualify for the Low-Cost Medicaid for herself and her family.

If her children are young they may qualify for Medicaid or other health insurance based on the State Children’s Health Insurance Programs or S-CHIPS that’s also based on their age. If they’re older they may qualify as a family for Medicaid based on (Kathy)’s eligibility for Medicaid.

If her income, if the $1000 income was too high for her to be eligible for the free Low-Cost or Categorically Eligible Medicaid (Kathy) may be eligible for the Medically Needy Medicaid where she might have a small share of cost. So she would still be able to access Medicaid as an important health insurance for her.

Last thing I want to mention about this situation is that (Kathy) is thinking about going back to work and the Medicaid Buy-In Program is an excellent option for her.

As I mentioned before under the Medicaid Buy-In Programs in many states disability income such as SSDI does not count when they’re determining her countable income and eligibility for this program.

As an example in California in the Medicaid Buy-In Program, which is called the California 250% Disabled Program an individual can earn well into $40,000 or $50,000 a year and still have a countable income that allows them to be eligible for this program.

So for many consumers to go back to work the Medicaid Buy-In Program is an excellent program. And a good option for them where they can receive full scope Medicaid coverage and just pay a small monthly fee.


The cost of an excellent option for SSI individuals who go back to work and are earning too much to be eligible for their pre-continue Medicaid, but there’s a way that they can continue to Medicaid by paying a small monthly premium. And with that I'm going to turn it over to Bryon and the next training section.

Bryon MacDonald:
Excellent. We approach, we are moving onto Slide 23. Thank you Mason and you’re going to have to forgive me here we've got a training but I, they may be some spots here where I go a little bit faster than we usually do so that we get to our counseling tips at the end of the training.


We want to be sure we have enough time for them with this training because we have a really I think robust approach to counseling folks in this territory and we want to be sure we have enough time for that.


So be patient with me if I cover some topics rather quickly. What I do want to emphasize though as we get started (Mason) used the term share of cost and he used the term monthly premium.

His examples in Medicaid really point out and I would just remind you all that a takeaway of this training is to emphasize whenever possible that the consumer understands using the right terminology can really help them understand the rules.

So I know it sounds intellectual and I know it sounds policy wonky, but share of costs means a particular thing. And premium means a particular thing. And the thing we see most often is that people mix these terms up all the time and then, you know, they say I don't understand.

Well it’s because they’re using the wrong terminology and the wrong term of art or they’re using the right term of art and the wrong program. So it’s just really helpful to (unintelligible) at this to using the right language, the right terminology that the program uses to explain these features. I can't emphasize that enough in this arena.

It’s complicated enough without using the wrong terms. So the next segment when do our folks access an employer sponsored health coverage. And again we’re going into some term of arts and some key protections based on understanding various ways people get into private sector benefits.

And on Slide 24, yet again, we’re going to see some more definitions. A service wait is a gatekeeper mechanism for employer sponsored health coverage.

It is the set period of time when all employees at a new job must work before the health coverage begins. Service wait can be anything from one to six months, it’s usually about three months.

But is the wait that most employers put into their health plans to make sure that the employee they’re going to give the benefit to is going to stick around. Affiliation period is the same concept, but it’s applied to HMOs, Health Maintenance Organizations and when you can get into HMOs.

So it’s the same concept, but it is the term of art used with affiliation, excuse me, with HMOs such as Kaiser for example. Okay moving forward. HIPAA and COBRA, the health coverage protections in the group health coverage market that are incredibly important to everybody we work with are HIPAA and COBRA.

And you've probably heard something about these protections. We’re going to break them down hopefully in ways that are useful for everybody. The Health Insurance Portability and Accountability Act of 1996 cosponsored by Senator Kennedy and Kassebaum and COBRA is Continuation Coverage the term COBRA doesn't mean anything so I'm not even to tell you what it means.

It’s just it actually means Consolidated Omnibus Budget Reconciliation Act, I think, it has nothing to, COBRA doesn't tell you what COBRA does. But HIPAA is health coverage protections primarily or more importantly for people who are starting a new job. HIPAA can also be very useful for health coverage continuation between jobs.

COBRA is more health coverage continuation between jobs for someone who is already on private health coverage they want to take break or they get laid off or something happens.

And they want to keep their health coverage between jobs COBRA kicks in. HIPAA is an incredible benefit to the folks you’re working with who are staring their very first job and they are finally accessing employer sponsored health coverage, but they've never been on anything else but Medicare or Medicaid up to that point.

HIPAA is a Federal protection that allows them get into employer sponsored group health coverage at the same time as anybody else. Why does it do that and how does it do that? HIPAA is our folk’s protections against the practice of medical underwriting.

So HIPAA exempts people with prior health coverage from the practice of medical underwriting and investigating preexisting conditions for people who have had private health coverage in the past. That’s basically the HIPAA protection.


Looking at - in ten words or less - looking at Slide 26, HIPAA provides employer-sponsored group health coverage protections when beneficiary’s start a job and during the job.

So if a beneficiary had any kind of private - prior, excuse me, health coverage before signing up for a new health plan at a new job that individual can use previous coverage, previous coverage at other health coverage to reduce or eliminate any preexisting condition exclusionary period.


A preexisting exclusionary period, it means the health coverage is not going to cover that condition if it existed in the past. Well, HIPAA protects you from that. HIPAA can really solve the problem of having a preexisting condition for Social Security beneficiaries.


So on Slide 27 HIPAA prohibits employer-sponsored group plans from denying coverage to folks who have had health coverage in the past. And guess what, Medicare and Medicaid are considered prior health coverage.

And just by way of definition, a preexisting exclusionary period, on Slide 27, is the amount of time a beneficiary is excluded from coverage of benefits based on a preexisting condition.


On Slide 28, a preexisting condition can generally not last legally longer than 12 months, or 18 months if the employee is late enrolling in the state in a health plan.

HIPAA defined a preexisting condition as any health condition for which the beneficiary received or was recommended advice, care, diagnosis or treatment within the six months prior to enrollment in a new plan, okay.


Creditable coverage with HIPAA, a very important term of art, means a period of prior health coverage, which can be used to reduce the length of a preexisting condition exclusionary period.

So if a new employer has a preexisting condition exclusionary period, in other words you can't get those medical services for six months and the consumer you’re working with has been Medicaid or Medicare for six months, that prior coverage eliminates the period - the exclusionary period. And your customer can get the private health coverage at the job on the same date as anybody else applying for that job.


That’s basically what creditable coverage and preexisting - sorry and prior health coverage does for our folks who are accessing employer-sponsored group coverage and this is a really important protection.

It eliminates - it creates a seamlessness of our folks, now with more and more increasingly with a Medicaid Buy-In and Medicare extension from the (unintelligible) Act, they can bring their public healthcare with them into the job and now they can pick up employer-sponsored health coverage at the same time as anybody else. And, in a word, that’s what HIPAA does.

So, (Mason), did you want a case number three here on HIPAA or should we keep moving?

(Mason O'Neill):
I'll add a quick case to (unintelligible) if you can hear me well.

Bryon MacDonald:
Yes.

(Mason O'Neill):
Okay, so to just give a concrete example of the situation where an individual would use HIPAA, let’s say that a consumer comes to you and I'm going to use the name (James) and he has a physical disability and he’s receiving SSI.


He has a new job lined up next month. He’s going to start on May 2 at Target and he wants to access Target’s health plan as soon as possible because it will cover more services than he Medicaid currently does.


When he comes to you he has heard something about a preexisting condition exclusionary period, but he doesn't understand exactly what it means. He has talked to Target’s human resources and was told that their health plan does have a preexisting condition exclusionary period.

When (James) comes to you he has a couple of different options, first it would be important to explain to him what the preexisting condition exclusionary period is and to look at HIPAA rules and see how that may affect or limit the preexisting condition exclusionary period in this situation.

So you talk to (John) and you find out that he was working at another job recently and he left about a month ago and he did have health coverage from his previous work. And his health coverage ended on March 31, the healthcare from his previous job.

Looking at the situation you can see that (James) has had two types of credible coverage. He’s had credible coverage from his past employment and he also has had credible coverage from Medicaid.

Both of those health insurances can help him to reduce and in this case actually eliminate the preexisting exclusionary period when he starts his job at Target.

That means that he can immediately start to access his Target’s healthcare plan and his existing conditions he can receive healthcare immediately from them based on his credible coverage.

What (James) needs to do is he needs to receive a letter of credible coverage and he can receive that from Medicaid and he can also request that - a consumer can request that from any health plan that they've had - healthcare coverage and that letter will state that they did have coverage and the dates of their coverage.


And just based on this situation if you looked at his group - his previous group health coverage HIPAA has a rule that if you have a break of more than 63 days between coverage then that insurance before 63 days before cannot be used a credible coverage.


But in this case he - his previous coverage ended on March 31 and his new Target insurance will start on May 2, so there’s less than 63 days. So this coverage would be acceptable but, again as I stated, his Medicaid would also serve as credible coverage.


So he would request that letter from either of those two organizations and would bring that to his employer and then human resources would know what to do and they would make a note that he does not have a preexisting condition exclusionary period.

Bryon MacDonald:
Excellent.
(Mason O'Neill):
Yes.

Bryon MacDonald:
Thank you. So there’s two takeaways here folks, that I would offer you on Slide 29 and then into Slide 30. Number one, the prior health coverage that HIPAA is all about has to have been in place at least within in the last 63 days. That’s going to be true for most of your folks that’s either on Medicaid or Medicare right up to the minute they take their new job, so that’s covered.


Secondly, you want to write in the margins of your PowerPoint, HIPAA protections apply in the initial enrollment period. Your folks going into the new job want to know about HIPAA at the initial enrollment period.

If your folks decline employer-sponsored health coverage in the initial enrollment period, they just don't know better, they just don't - they make a mistake, they may not get HIPAA protection at a later time when that health coverage at the job becomes available.


So HIPAA protection, as a general rule of thumb, are available in the initial enrollment period when that health coverage is first offered by the new job, so keep that in mind.

And back to some more terms of art, there are other enrollment periods besides the initial enrollment period on Slide 30. The first time health coverage is offered by the job it’s called the initial enrollment period.

Then there’s an annual enrollment period, once a year, where you can change the conditions or change the plan that you want to be in. And then there is a special enrollment period when certain conditions are met such as you start the job at an odd time and so forth, there are special enrollment periods with access to group coverage based on certain conditions.


And I'm just going to point them out on Slide 31. A special enrollment opportunity occurs if an individual with other health insurance loses that coverage or if a person becomes a new dependent through marriage, birth or adoption.

So there are special enrollment periods based on special conditions and I'm just going to leave that at that for now as an overview that you know that there are special enrollment periods for certain types of events.


(Mason), did you want to add a quick example there? (Mason), are you there? Oops, am I here? Can you all here me?

(Mason O'Neill):
Yes, I apologize for that.
Bryon MacDonald:
Are you there?

(Mason O'Neill):
Yes, I'm here. Can you hear me?

Bryon MacDonald:
Yes.

(Mason O'Neill):
Okay, great. I apologize. My phone was muted.
Bryon MacDonald:
Okay.

(Mason O'Neill):
So a real quick example of the special enrollment period is let’s say that a consumer is working and she has two young children and her children are covered by Medicaid, so she only enrolled in her group health insurance from her employer for herself.

Later on during the year for some reason perhaps her income increases or her children, because of the children’s age, they lose their Medicaid and she wants to be able to add her children onto her group health insurance from work.


She can do that at any time during the year because her Medicaid has ended. That’s the qualifying event. So normally she has to wait until January, the annual open enrollment period, to make any changes or add people onto her health insurance but because of that qualifying event she can make those changes.

And this is just another protection to ensure that individuals can keep seamless health insurance and if something happens - if a family member loses health insurance that person at work can always make a change during that special enrollment period.

Bryon MacDonald:
Very good. Now (Mason)’s going to cover the health coverage protections that are available as people switch from one job to the next.

(Mason O'Neill):
Okay, so we should all be on Slide 32 now and I'm going to speak about COBRA continuation coverage. The Consolidated Omnibus Budget Reconciliation Act was passed in 1986 and that established the COBRA laws.

These are protections when somebody leaves a job, when a consumer, for example, you’re working with a consumer they are on SSDI and they go back to work in, let’s say, a year later because of their disability they need to stop working, they have protections under COBRA. COBRA gives them the right to continue their employer-sponsored group health insurance.

And essentially they can continue insurance for themselves, they can continue insurance for family members and they just need to meet certain criteria and I'm going to talk about that on the next slide.

But essentially COBRA gives an individual 18 months to continue their group health insurance even after they've lost their job and that health insurance would normally have ended.

There the individual will have to pay the monthly premium, which consists of their contribution and also what the employer would pay for their health insurance.

So the advantage of COBRA is that it gives them somewhat an option when they lose their work to continue their health insurance from work, but also at a disadvantage is that the premiums can be very expensive.


So it wouldn't be uncommon for someone to have to pay $600 a month for COBRA continuation coverage, but this may, depending on their situation and savings this may be a good option for them or it may be a good temporary option for several months as they seek another job or able to access healthcare coverage in another way.


If someone is disabled they can request an extension, an 11-month extension and they can continue their coverage up to 29 months. It’s also important to know that you can use COBRA for dental or vision coverage.

So, for example, let’s say an individual loses their group health insurance and they know that they’re going to be eligible for Medicaid, but their Medicaid doesn't cover dental.

They may have, you know, for a small monthly cost they may be able to continue their - from work their group health insurance dental plan for themselves and their family.


Moving onto Slide 33, so this talks about some of the criteria to be eligible for COBRA and individual must have lost their job for one of these reasons; voluntary or involuntary employment, termination of their employment for a reason other than gross misconduct or a reduction in the area that they work.


So, for example, if a company requires an individual to work 20 hours a week to access their group health insurance and they reduce their hours down to 10 hours a week, the individual has the right to use COBRA to continue their group health insurance.


Of course, they will have to pay more than they were paying previously because they need to pay the employers cost of group health insurance as well. Employers with 20 or more employees are subject to federal COBRA rules and the states has their own COBRA laws.

There’s many states that extend or enhance the COBRA laws and they can say that employers who have less than 20 employees are also subject to COBRA laws.

When an individual leaves their job the employer must send them a notice within 60 days telling them that they have the option to continue their health coverage under COBRA.

Moving onto Slide Number 34; so as I mentioned before the employee must pay a higher monthly premium after they leave their job to continue their health insurance under COBRA. They need to pay 100% or up to 102% of the plans total cost.

So the employee may have been paying 20% of the health insurance cost, but the need to pay 100% or up to 102% of the total cost under COBRA, so this is one of the disadvantages of COBRA is that the premiums can be quite expensive. After the 18 months have passed the disabled individual can request an additional 11 months they may be required to pay up 102% of the plans cost.

And it would not be unusual for these beneficiaries to have a sudden disability and they come to you as a (Seawic) and they’re trying to keep their health insurance under COBRA and they’re essentially running out of money or using up their savings trying to keep their COBRA health insurance.


So as an example, I worked with an individual who had cancer and she was trying to keep her health insurance, but we needed to look at some of her other options because she was just not able to afford COBRA continuation coverage.

One option that many Medicaid programs have is something called health insurance premium payment program and those are programs where an individual qualified for Medicaid, Medicaid can pay for the cost of private health insurance, or a group health insurance coverage.


So an individual qualified for payments - for COBRA continuation coverage, but those monthly payments are too high, but if there’s a health insurance premium payment program in their state Medicaid may actually pay for their, the monthly premiums for them to keep their COBRA.


And Medicaid does this when it’s cost effective to them to pay someone’s monthly private health insurance premiums because the costs are less than if the individual was on Medicaid alone and Medicaid is actually saving money in this case. So they’re willing to pay private health insurance or group health insurance or COBRA premiums.


But for most individuals that you work with who are on COBRA, it’s important to look at other options such as the Medicaid Buy-In program or other Medicaid programs as alternatives to COBRA considering COBRA premiums are expensive.


And moving onto Slide 35, I talked briefly about some of the states COBRA continuations laws, 40 states have laws which extend COBRA rules. And some example of things that they can cover is they can increase the maximum duration of continuation coverage so they can continue it beyond the 18 or 29 months.

And they can also justify the minimum benefits that the COBRA group health coverage policies must cover, what medical services are covered and they can also reduce the maximum rates that can be charged. And we have a link here so that you can look up your individual state and see what are your state COBRA laws.


Last thing I want to mention is that there is a new law which was recently passed by the Federal government. It was passed in - it became effective in March and it essentially reduces the premiums individuals need to pay for up to nine months. Individuals will only need to pay 35% of their COBRA premium.


So after this presentation I will send out a fact sheet on this and you can also access it. We have links to the Department of Labor COBRA Web site and it states the new laws, which essentially offer a premium reduction.

So the way that the new laws work is that if an individual is eligible for COBRA they can actually only pay 35% of the required COBRA premium and the employer will be reimbursed by the Federal government for the remaining 65% of the COBRA premium.


So this is a significant law because it made COBRA actually a much better option for many of the consumers that we work with. In addition, the new law allows individuals who chose not to enroll in COBRA because it was too expensive, they can enroll at a later date and they can still have the benefit of the reduced premium.

So it gives individuals an additional time, which they can go back and enroll in COBRA if it’s an option at a reduced rate for them. With that I'm going to move on and let Bryon cover the next training section.

Bryon MacDonald:
Very good. Thank you, (Mason) and I want to ask all of you to be patient. We have one more content section where we’re actually going to give you even more information.


And I know your brain is probably getting a little full and weary at this point. But this is the last content information with yet more terms of art and so forth. Then we’re going to have a brief Q&A and get into our counseling tips section, which we’re really looking forward to.

While this is a lot of information, there’s a lot of help out there at the state level. And there’s a lot of approaches to doing this work that I think will make you a bit more relaxed as long as we have time to cover it.


So I'm going to breeze through this section fairly briefly. And we have talked about group health care bridge. We've talked about when we can get on it. We've talked about when we can keep it in between jobs.

When an employer offers group health coverage, they’re going to offer it in various types of packages. And I'm going to breeze through this section. You can review it more carefully after the training.

But there types of private health coverage’s that again are part of health care reform and are part of the picture of how services are delivered in this country.

The first one that you've probably heard a great deal of because it’s controversial in many sectors of Medicaid, there are health maintenance organizations.

And each one as a general rule of thumb, I want to point out that these types of health service delivery plans, they have different advantages and disadvantages.


The type of health coverage plan that may be right for your consumer that you’re working with is going to depend on the health care needs of that individual.

So you’re going to want to look at the health coverage plans that might be available. And the consumer’s going to want to look at them in the context of their health coverage needs.

To be quite honest with you, health maintenance organizations can work quite well for some folks who are - do not need a great deal of health care services. And the advantages of HMOs in fact are that they’re cheap. They’re cheaper than other forms of private health coverage.


So I have to tell you for the beginning here with health coverage options in the private sector, everything is a trade off. Everything is a trade off. And you’re going to want to look at the health coverage plans available in a context of the health coverage needs of the person you’re working with. So I just want add that kind of overview.

On Slide 37 and HMO is a contract for services from a group of doctors. So one group of doctors gets together and they become an HMO. Kaiser Permanente is a very famous HMO. It’s nationwide. And they cover all the paperwork. And they provide all the services basically under one tent.

There’s a monthly premium, usually very small copayments for doctor visit or for services. So it is probably, all of the things being equal, one of the more economical ways of getting full scope health coverage from the private sector.


A main feature of an HMO is that medical services are provided from and via a referral by a primary care provider, physician in the network. In other words, this is a gatekeeper. The gatekeeper is your primary care physician.

And they’re going to work with you to decide yea or nay with you need to go to a specialist or not. That is part of the design of an HMO. You may not like it but that's, you know, I'm just the messenger here. That’s the way HMOs are set up.


They are very big on preventative health care services. They want you to stay as healthy as possible, so that the bills are as low as possible. So HMOs are very big on preventative health care whereas some other plans may not be.


They offer more free checkups and that kind of thing than other health care plans. There is less paperwork and for the beneficiary accessing the services. So again, I want to emphasize the health care plan, I'm not Pollyanna, the health care plan types that we look at there, all of them have tradeoffs.


An indemnity plan, the second type, 538, is a fee for service insurance for any doctor you want to see out in the known universe who will accept payment from the plan. So what do you have here? You have more choice of more doctors.


There’s no select network of doctors and there’s no primary care physician. So you go out and you can choose whoever you want. They cover illness and injury after their onset. So these are more focused on acute care after an onset of a condition then preventative services.


They usually don't cover preventative services as much HMOs do. There’s a monthly premium. There’s a deductible and then there’s coinsurance. There’s more paperwork with indemnity plan than you'll find with an HMO.


Point of service, preferred provider organization, self-insured trusts, these are the three next other main types of private health coverage plans. And I'm going to briefly review them. Slide 39, 40 and 41 are the other remaining types of private health coverage.

Point of service plans offer coverage that it is a combination of coverage types from HMOs, PPOs and indemnity plans. They are absolutely a lot more choice in a point of service plan.

They usually have an annual deductible, in addition to coinsurance and copays. They have a network of providers. The cost of service is lowest if the beneficiary sees a primary care provider much like the HMO and if they have an in-network referral for a specialist.

The preferred provider organization, PPOs on Slide 40, PPOs are a type of health insurance that has a network of providers that the insurance company has contracts with.

Features of the PPOs, there’s a monthly premium, generally lower cost for medical services once their annual deductible has been met. Beneficiaries have a higher portion of medical cost if they see a doctor that is not in the PPO network. And so on and so forth.

The final main category of private health coverage, I think Safeway is an example of self-insured trusts. I think I'm right here as an example. Safeway doesn't offer the other types of health coverage.

Safeway has a self-insured trust. In other words, if you work for Safeway, they fund their health coverage benefit out of a pot of money that they put aside to pay benefits. So Safeway says this is our money. We can do what we want with it.


Self-insured trusts in fact, have less regulatory protection and less features that are in fact more user friendly for the folks we work with than the other types of health coverage. Because self-insured trusts are basically an employer takes a huge pot of money, puts it in a separate account and says I'm going to pay health coverage out of it.


And they get to write their own rules a lot more strictly than other types of health coverage. They’re less regulated. So self-insured trusts or self-funded plan, a large company or a union covers the individual medical bills with funds set aside to pay claims.


Those my friends are the major types of health care plans you’re going to see offered by employers, by employers. Other types of health coverage programs on Slide 42 that we want you to be familiar with are not necessarily from the employer, but they are out there in the market place and they’re out there in the states. And you may want to have some familiarity with them.


There are high-risk pools set up by states to provide coverage to individuals who have absolutely no other health coverage. And to get into the high-risk pool, you have to have been denied private individual coverage because of health status or medical history.


There’s a state run HIPP, Health Insurance Premium Payment programs. (Mason) referred to this in terms of somebody needing help paying for COBRA premiums. Well, state run HIPP programs are terrific at this.


They pay private health care premiums if the Medicaid program in your state decides if I pay that premium for that beneficiary, I'm going to save state Medicaid some money. If that’s the case, Medicaid may pay a COBRA premium, which is a very big deal for people in job transition situations.


Finally, there are county health care programs mainly set up for low-income individuals and they are separate from and supplement the Medicaid program in some states. Other forms of health coverage on Slides 43 and 44, I'm just going to refer you to them, so that we stay on time.


And you can review them, (Mason) actually referenced several of them already. These are other health coverage’s depending on the beneficiary you work with, whether they’re a veteran or a student and so on.


So with that, I'm going to pause quickly. And ask (Debbie) if there are any Q&A in line. We’re going to take a few questions here, not too many so that we leave ample time for our health care counseling section, which we’re looking forward to sharing with you all.

So (Debbie), if you could answer the one or two questions we'll take at this point in time.
Operator:
If you would like to ask a question, please the star then the number 1 on your telephone keypad. Sir, there are no questions in queue.

Bryon MacDonald:
Good, okay, very good. We’re really looking forward to this next section, which we frankly in the first training, ran out of time for.

We completely understand that what we’ve just done for the last hour and a half is a daunting array of terms of art, concepts, priorities, primary payer rules. There is a great deal of thickness here when - as you already know with folks who use Medicaid and Medicare together, even at that level, you know there’s complexity between Medicaid and Medicare.


When you add private health care bridge, you get yet another layer. But I do want to emphasize with this counseling section from the gate in terms of your motivation to get your hands dirty with this information so to speak.

Some of the most successful people I have worked with over the past 30 years of my career who have careers and incredible - making credible contributions to their community, have done so by integrating public and private health coverage as a way of supporting the life they lead.


And these are people who are wheelchair users and use respirators and use personal assistant services. So there is real value in understanding this universe in terms of significantly improving quality of life for people.


But having said that, this is a daunting area for all Americans and we know that. So on Slide 46, the takeaway I would offer you there is that (dealers) can help beneficiaries to understand program rules and to help the beneficiary better organize access to accurate information and get to their question about their own situation.

That’s really what we’re trying to focus on with this training is once you understand as the service provider the various hierarchies that we've discussed today, how do we help the customer get to their particular question about their particular situation? And that really is the goal here.

So on Slide 47, the first tip that we encourage folks to do is the consumer and if it’s not the consumer who doesn't perhaps have the organization skills needed, then a family member. If it perhaps someone that with an intellectual disability, you want the consumer to get a benefits at work binder.

This is a $15, $18 investment at the Office Depot. It’s a three ring binder where we encourage people to collect and put in all-important papers related to their return to work and their health coverage.


They want to put their wage stubs in there. They want to put the BPQY in there. Their original wage stubs. Their health care plan material, any notices of action they’re getting from Medicaid or Medicare or the private health care sector.


They organize this three ring binder according to categories, it could be the private health coverage category and the Medicaid category and the IHSS, the personal assistance service category, the wage stub category with some plastic sleeves where they put wage stubs until they report them. The benefit - there are several benefits of this portable binder.

One, it helps people organize important information in one place. And then at the back of this binder we suggest people put in a spiral notebook with a three ring hole punch in it where - whenever they go to a Medicaid office or the employer HR department or the Social Security field office, whenever they make a visit around their benefits, they open up that file notebook and they write the date. They write who they talked to and they write what happened.


And that record of interaction with benefit programs can be a legal defense against overpayment. It can, once you document what a provider says about who pays the bills first, you've got it on record.

It can become not only a great organizational tool but a legal defense when there are hassles as we very earlier on some of the questions about who pays the bills first.


So it is both a professional organizing and consumer empowerment tool and trust me because I've done this, you can get an overpayment waived with a documented file like that of documenting all your interactions with benefit programs. So that’s a really important tip that we offer that consumers self organize and you can help them get that started.

Other issues and strategies and priorities when health coverage planning and (Mason), don't, you know, be afraid to interrupt and offer your comments as well here. You want to document health coverage options after the initial assessment, analysis and discussion using this suggested checklist.

So the other companion document that you may have open hopefully in front of you today, is a checklist that (Mason) developed to do that initial review of the health coverage plan or health coverage programs that the person is eligible for before the start of employment.


And then what the options are as the person is planning a job with group health coverage. The next thing you want to do is review the reporting requirements of the benefit programs, the beneficiaries on how. So that they have a current understanding of reporting requirements with what they've got on their plate now before they take on yet another health care plan.


You want to resolve immediate problems with transition to new job and its benefit package. So you want to be sure by reviewing the options available that the beneficiary understand what responsibilities or copays or coinsurance and other issues that might be on the table taking a new and added health coverage plan.


As the beneficiary expands health care options with paid work, remind the beneficiary that the new plans may have further reporting requirements and procedures.

At this point in time, some subjective or soft skills that we would strongly encourage you to keep in mind on Slide 49, we get it that this is tough territory for providers.


Your consumer may, you know, be - may have deer in the headlights for all you know about explaining some of these options and - available options to increase the health coverage. You want to be an active listener.

When people are asking questions, think about the questions they might not be asking. So you want to use some really active listening skills. When people just by their body language or expressing frustration with what they’re hearing from you, you may want to slow down, you may want to repeat yourself. You may want to ask questions.

You know, or repeat from what you've said by asking the question about what you've said just to illicit information from the consumer that they’re understanding what you’re talking about. And basic active listening skills are what we are talking about here.

On Slide 50, I've said this before, but I want to emphasize on Slide 50 that terms of art that the program uses - I can't emphasize this enough, that the more the customer uses, the terms of art that the program uses, the more you and your customer and your customer interact with other benefit programs, the more they’re going to be able to get their business done in a timely manner when they are using the right terms of art.


And by term of art, I define that to be the legal terms that the program uses - any program, Medicaid, you name it, that the programs uses to explain their features, their cost and how they deliver services.

Examples of terms of art are fee for service, HMO, premium, so on and so forth. Substantial gainful activity is a term of art in my (Lexicom). Moving forward on Slide 51, healthcare, healthcare bridge rights and appeals.

A notice of action and this may be old hat for some of you, but a notice of action from Social Security or Medicaid, that is a letter that wants to change something about the person’s benefits. So notices of action are any action by a private healthcare company change of benefit is going to have appeal rights.

(Unintelligible) that notice of action you want to file that appeal timely so that if there is an adverse action in that notice of action that negatively effects your beneficiary and they disagree with it, file an appeal timely. The current benefit as it exists right now is going to stay in place until the appeals process is exhausted.


You’re going to find and I’m sure you all get it already, that nobody, no (Seawic)’s or P&A, projection advocacy or (PAV)s or HR department, nobody knows all this information.

There isn’t any one expert out there that knows all this good stuff. You really have to establish relationships with experts at the state and local level to navigate this territory on a case-by-case basis in ways that are going to be beneficial to your customers.


One of the main ones that I like to emphasize are the SHIP programs, state health insurance programs by Medicare. They’re in all 50 states and they are experts at the interactions of Medicare and private healthcare.

So if Medicare is on the table with any of your customers, the SHIP programs maybe incredibly helpful to help you with public and private healthcare interactions.


Other experts in the community as (Mason) is very fond of talking about includes the protection advocacy folks, the (PAV)s programs and so on. You probably all have network counselors that you have started relationships with already in this arena. Under Slide 52 and 53...

(Mason O'Neill):
Bryon, I just want to make a comment.

Bryon MacDonald:
Absolutely.

(Mason O'Neill):
I want to re-emphasize how valuable it is as a (Seawic) to have experts in healthcare, Medicaid and Medicare that you can refer people to. As a (Seawic), it took me, you know, months to learn who were the important players and who were, you know, which (unintelligible) organizations have programs, for example, that provide counseling or expert advice on Medicaid.

But those connections were really valuable for the consumers that I worked with. And, you know, you can invite people to come and speak to your organization.

If you work at a center for independent living, you can have them come and speak to staff or consumers and that’s a good way to make contact with people in these organizations.

The second thing I want to mention, in the previous slide, we talked about teaching beneficiaries to be advocates and that’s one of the most valuable things that you can help a consumer learn is how to advocate for themselves in terms of healthcare.

And that maybe how to be assertive when they are talking with somebody in a program, how to, you know, learn how to pin down the program rules, when to ask for a supervisor.


And one way to teach consumers is just to do it with them so you can kind of model the skills and the assertiveness that they might need to help figure out their own healthcare issues.

So you can call Medicaid on the phone and they can see how you deal with a person who is not being as helpful or, you know, the huge advantage of finding somebody who is going to be more on your side and is willing to help.

And so modeling, I think, is an important skill to help teach beneficiaries that they can be advocates and self advocate themselves. Because unfortunately, the Medicaid and healthcare issues can be so complicated that you may not have time to fully address them.


Or you may not have the expertise and they may be better off working with an attorney at a legal organization or protection advocacy who can - who has all the time to look up the specific Medicaid rules or help them with the (unintelligible) issues.

So again, it’s important to find experts that you can refer to and to know, you know, you can educate yourself so you can help the consumer, but also know your limits. So you can hook them up with somebody who can give them good expert advice.

Bryon MacDonald:
Absolutely. To add some other comments, I would put this under the main heading (Mason) of quote, unquote “it takes a village.” It absolutely takes a village to get this job done right, case-by-case by case.

And on Slide 52, some other examples of support help in terms of information are State Departments of Managed Healthcare or State Medicaid ombudsman offices. Each state is going to have at some point or at some level advocacy help and/or information services built into the state infrastructure.

And for example, the Department of Managed Care in California has a superb pamphlet, a 20-page pamphlet on managed care in California that is a tremendous handout for understanding health maintenance organizations.

Some of the state advocacy organizations in California there’s a State Department of AIDS that does community outreach and can come to your organization and speak on the issues of AIDS and employment and return to work and healthcare rights and protections.


On Slide 53, again I emphasize the state health insurance counseling and assistance programs. I’m a bit of a pest on this one. I got to know the SHIP programs intimately when Medicare part D rolled out in 2005.


And we found, quite frankly at that time, a real heavy provider bias and information bias to Medicare beneficiaries above the age of 65 and they weren’t, in my opinion, serving the needs of Medicare beneficiaries below the age of 65 as much as they should have been.


And we certainly that that has been changing since then because the SHIP programs are funded to serve every single person on Medicare and if you don’t feel that that’s happening in your state, you ought to be addressing that issue because SHIPs are funded to serve Medicare beneficiaries period.


And they can be tremendous technical assistance when the issues are Medicare and interaction with private healthcare. They also have free training programs and certificate programs on the interactions of Medicare and private healthcare.

Believe me, Medicare is as problematic with private healthcare systems for seniors as it is for folks who are working age. And they have the same types of problems as we’ve been describing for the last two hours.


So these guys can be tremendous allies and help to you and they are federally funded and they are a resource, so we strongly encourage you to get involved with them. I know many (Seawic)s are involved with their state SHIP programs and have been through their training.


Also on Slide 54, large employers are going to have an HR department. They are part of your arsenal of information support and services. So don’t be bashful.

If the employment opportunity is with a large employer, you use them as an information source, the HR department, to help your consumer understand the healthcare plans available with that employer.

I would not be bashful contacting HR departments directly as a (Seawic), to be quite frank with you, as another part of your ways of getting the right information in the right hands at the right time.

Finally, another piece we want to share with you in terms of going back to work and program interaction and benefit changes. We bring your attention on Slide 55 and Slide 56 to the fact that when our folks go back to work, they, 96% of the time, are starting to pay FICA taxes just like everybody else whose jobs are covered by FICA taxes.

And the act of going back to work can in fact change peoples’ benefit profile for our folks who are living with a long-term disability. The FICA taxes that someone begins to pay because the work you are helping them facilitate and contrary to, can actually change their benefit profile down the road in the next three to five or six years depending on how much money they earn.


FICA taxes are paid into work credits and it’s outlined on Slide 55 and 56, I’m not going to read every detail here, but Social Security is a progressive form of insurance.

By that, I mean very low wage earners or low wage earners actually receive more benefits out of Social Security than very high wage earners. And a work credit that begins to build your retirement account or your SSDI account, your Medicare account with Social Security, work credits are a very, very nominal amount of gross earnings.

In 2009, a work credit is $1090 in gross earnings earned in a period of three months. At three months, it’s a quarter of a year. You get four work credits per year and as you earn work credits, your benefit profile, whether it’s retirement or SSDI or so forth, begins to change.

The amount of your SSDI benefit begins to change the more work credits and the more you earn or pay FICA taxes. Our folks on SSI going back to work, especially young folks going back to work, need to know about work credits.

And the example below on Slide 56, a youth that you may be working with under the age of 24, all they need is a year and a 1/2 of work credits and they can become SSDI eligible should they lose their job or some other circumstance happens where they stop working above substantial gainful activity.

You can have a youth that you help earn their way onto duel eligibility for SSDI and SSI at very, very low wages. And our youths especially can have their benefit profile changed due to earned income at very, very nominal amounts of income.

So we point that out as another feature of this presentation and in fact, the last feature of this presentation. We’ve managed this time around to get through our PowerPoint on time, which is a feat.

We totally get it that the framework and overview that we’ve presented on access to private health coverage for folks who are already on public health coverage, is a daunting knowledge area.


But we hope this overview at least creates a framework for you of how and when folks can begin to understand how to access this private health coverage in a manageable and a cope able way. Because again, as I emphasized a few minutes ago, it is the role models that I’ve worked with over the years who are accessing private health coverage.


And wrapping their Medicaid and their Medicare around it who I have just been nothing but, you know, I just admire the hell out of them for what they’ve done with their lives. Because they’ve done it by integrating public and private healthcare to build a career.


And they’ve built careers where folks, quite frankly some years ago, thought they never could build careers, but the way they have done it is by integrating public and private health coverage.

And I’ll tell you one of the main doors that they got to do what I just said and that is (1619B) and SSI. They use (1619B) and SSI, then they got into private sector health coverage and they kept the (1619B) Medicaid status and they kept the personal assistance services out of Medicaid, they used employer sponsored health coverage for the rest of their health coverage.


And I’m talking about people today who are earning $40,000, $50,000, $60,000, $70,000, $80,000 a year. So it can happen and it can totally enrich the quality of life for the people that you work with who are capable of getting into those income brackets.

Finally, we have two PowerPoint’s of resources at the end of this PowerPoint and we have some overview slides of public health coverage as supplemental slides at the end of this PowerPoint.

But I want to turn this back over. I want to thank (Mason) for incredible work and support for this training. Thank you, (Mason). And I want to turn this back over to (Debbie) and Susan and have them, I guess, lead a Q&A session.

Operator:
If you would like to ask a question, please press the star and then the number 1 on your telephone keypad. We’ll pause for just a moment to compile the Q&A.
John Kregal:
And Bryon, I just wanted to mention also that we are available Bryon MacDonald and myself (Mason O'Neill) are available for questions after the training and also in general, you know, during your daily work if you have questions about healthcare issues.

You’re welcome to email me or contact us and we’ll send out our contact information. I do work with (Seawic)s and help them on some of these issues. And my own email is mason@wid.or and I’m happy to get any questions or help in any way I can.
Operator:
Your first question comes from (Jacqueline Delwaski).
(Jacqueline Delwaski):
Yes, that’s pretty good. I have a question regarding part D Medicare and private health coverage. Where in one particular case a young man is getting CDB benefit and his mom who’s still working is continuing to cover him on her private health insurance policy. Is there any negative effect if he drops the part D?

Bryon MacDonald:
No. (Mason) let me take this one. The CDB benefit enables that person childhood disability beneficiary correct?

(Jacqueline Delwaski):
Yes.

Bryon MacDonald:
Enables that person to access Medicare part D. The private coverage that that person is accessing needs to be as good as or better than the part D if the person wants to get into the private prescription drug benefit as opposed to Medicare part D. But if the person drops Medicare part D as an option, is that what I heard? Is there a problem?

(Jacqueline Delwaski):
Right.

Bryon MacDonald:
Not that I know of. In other words, they want to keep the private prescription drug coverage?

(Jacqueline Delwaski):
Right.

Bryon MacDonald:
That is not a problem. Here’s where it’s a problem; if the Medicare - if the private coverage is not as good as the Medicare part D, let me make sure I have this right , the, it sounds like the prescription drug coverage with the private provider is better than Medicare part D or why would they want that right?

(Jacqueline Delwaski):
Exactly.

Bryon MacDonald:
Yes, there is no problem there with the Medicare part D being dropped because the private coverage is what is called credible coverage. In this scenario, it is as good as or better than Medicare part D and when that is the case, you do not have to take the Medicare part D.

You want to get a letter, I would get a letter though and upon request, any private prescription drug coverage plan must provide a letter of credible coverage upon request.

So what I would do is back up in this case, is request a letter of credible coverage to the private prescription drug coverage and put it in your three ring binder.
(Jacqueline Delwaski):
Can I ask a follow up question to that?

Bryon MacDonald:
Sure.

(Jacqueline Delwaski):
With part B insurance, where say a spouse is receiving disability benefits and has part B benefits -- say the spouse is working and has private health coverage -- if it isn’t the disabled person that is working and able to come off of the part B or to opt out, will they be penalized at all if they’re not the ones that are, that has the job?

Bryon MacDonald:
I’m not sure I have the full picture but we’re now talking about part B as in boy, right?

(Jacqueline Delwaski):
Yes.

Bryon MacDonald:
And part B, as many of you know, is optional. You can dis-enroll out of it. I would, you know...
(Mason O'Neill):
I can make a comment on this.

Bryon MacDonald:
Go ahead.

(Mason O'Neill):
So the Medicare is going to be based solely on the individual (unintelligible) Medicare, so it shouldn’t matter if another family member is working or not working, you know, the individual has to look at whether they want to drop the part B or not. One thing I just want to say is that it’s okay and often a good situation to have multiple types of health coverage.

So, you know, it’s common that someone might have Medicare, Medicaid and private health insurance and having multiple insurances, those insurance can work together and will provide you better coverage than if you just had one.

So you need to weigh the pros and cons of, for example, keeping the part B insurance, which might cost the part B premiums but there’s nothing wrong with having the private insurance and Medicare at the same time.
(Jacqueline Delwaski):
Well I guess my question is directed at getting the increase in the part B premium if this person is covered by a spouse’s employment. Does he necessarily have to be the one working in order to like opt back into Medicare without seeing that premium increase?

Bryon MacDonald:
I have to apologize. I still don’t have the full picture.
(Jacqueline Delwaski):
That’s okay. I can email it later.

Bryon MacDonald:
That would be superb and if we can’t help you via email, the SHIP program might be a resource. There are some tricky interactions between optional Medicare part B as in boy and part D drug coverage. Again, I don’t have enough information at this point in time to want to go into. So an email exchange would be very helpful.

(Jacqueline Delwaski):
All right, well thank you.

(Mason O'Neill):
And I would recommend as a start the book, “Medicare and You” which lays out the chariots for enrolling in part B and the penalties if you are trying to enroll late and that may be a good place to start.
Bryon MacDonald:
Excellent.
Operator:
If you would like to ask a question, please press the star and then the number 1 on your telephone keypad. There are no other questions in the queue sir.
(Mason O'Neill):
And I have a couple of suggestions for questions that maybe we can the participants and people listening today. And so one question I had was do people still have questions about HIPAA and its importance for its roll when beneficiary is starting a new job?

And the second question I would ask is what are the more challenging aspects of healthcare counseling as a (Seawic) that individuals are encountering?

Bryon MacDonald:
Excellent. Those are great questions, (Mason). I would also like to ask Susan if she wanted to offer any comments or other prompts to our (Seawic)s that might be on.

We do get that it’s Friday afternoon at 3 o’clock on the east coast and it is absolutely gorgeous here, so we may have people skipping out at this point and I wouldn’t blame them.

But Susan, would you want to add any other comments? (Mason)’s questions were, are people comfortable about when HIPAA applies and when it doesn’t apply? Is that about right (Mason)?

(Mason O'Neill):
Yes, yes that was correct. And then the second question is just what are some of the challenges that (Seawic)s - that you face as a (Seawic) in terms of healthcare counseling?

Bryon MacDonald:
Great.
Susan O'Mara:
This is Susan, can you all hear me?

Bryon MacDonald:
Yes, Susan.

Susan O'Mara:
Okay. I just wanted - (Debbie) is anyone queued in to share their thoughts, responses to those questions?

(Debbie):
There are no questions in the queue ma'am.

Susan O'Mara:
Okay, okay. Well, you know, I really would just like to jump in and say that, you know, we did learn a lot from doing these training calls and the feedback that we received.

There were a lot of callers on the first call who said that, you know, the information was wonderful, it was a great deal of technical information but they did seem to be struggling still with the how-to of the counseling.


And when you actually sit down with somebody helping them to make those decisions around, you know, now that I have this opportunity to access private health insurance, how do I go about making that decision.


And what are the questions that I need to ask myself and answer for myself in that process, both in terms of what are the benefits in terms of additional coverage and weighing that against the costs that might be involved in terms of additional premiums that you might be paying and the interactions in how that’s managed.

So we have been talking with SSA already as well as with Bryon and (Mason) about the possibility of doing a follow up conversation to this training that would focus more on, you know, those how-to of the counseling (unintelligible) and kind of a case study or scenario based approach.


And when you sit down with a beneficiary who’s receiving Medicaid and now they have the opportunity - they’re going to work and they have the opportunity to access their group health insurance at work, you know, what are those things we need to consider? And how do we work ourselves and support the person through that process in a good decision?

And the same being with the person who may be receiving, have Medicare and be going to work and have access to private health insurance. And then of course when you have concurrent beneficiaries or, you know, receiving both (title 2) and SSI and in many cases, Medicaid and Medicare, that makes it even a little bit more complicated.


So in our thinking what we would like to do is go back and actually work on developing a follow up to this training that we’ll make available to you in the near future, that would walk through a bunch of scenarios in these different circumstances and how we go through the counseling and support of (unintelligible).

Bryon MacDonald:
This is Bryon. I think it’s absolutely spot on. And I think it better organizes solutions to some of the frustrations about this material. In the contexts and I would refer you and our development of those next step trainings to Slide Number 11 where we described key factors to plan in place.

And I, you know, this may be a good way to summarize this whole call, that with each individual case, you’ve got five, at least five steps. The current benefit profile, the current opportunity or employment plan that’s on the table, the health coverage option that’s available in that context, then one of the primary payer rules and what are the out of pocket expenses or cost sharing, as you just said, (unintelligible) the beneficiary in that context.

Those are the five essential benefits planning steps here that we might want to look at in outlining some more case study type trainings.

Susan O'Mara:
Right, right. I agree and that really captures it right here in those steps and maybe walking through examples of that in different scenarios, actually, you know, going through the process and applying it to individual cases.
Bryon MacDonald:
Ten four.

Operator:
You have a question (Margaret Noff)? Ma'am, your line is open.

(Margaret Noff):
That’s correct, thank you. Mostly to respond to (Mason)’s two questions, first of all, in regards to, you know, do we struggle with HIPAA? Well just in listening to the presentation and reading through.


Yes, I certainly learned some additional stuff that I think will be helpful in that HIPAA is a lot more than just privacy in medical records and it does help to know, you know, some of those things about when somebody’s first going in. And about the coverage and whether somebody can start insurance right away and how long an employer can use that, the 12-month period.


But, so that’s kind of my comment on the HIPAA. Yes, the training is a little overwhelming and my head’s hurting a little bit, but it’s nice to know where actually, you know, in some of the counseling that I’ve done with people, I’ve always chosen to air on the side of being very conservative.

So somebody said, well I want to let go of this or I want to let go of that, I always encouraged them to take a look at kind of what you were saying, (Mason), in that what’s the problem with just holding onto both for at least six months and seeing what happens.


And then a lot of times people go ahead and carry both for a while just to be careful or in case they have some sort of exaggeration of their disability and they have to reduce their work or whatever.

I’ve learned some things about using art as lingo and understanding the underwriting piece a little bit more about insurance than I thought I would ever need to know.

But it kind of starts to all come together. So in terms of struggles that we’ve had here in Kansas with, you know, trying to - because we do have a Medicaid Buy-In. And it’s a very, very good one, and it’s trying to help people, you know, put all this together that it does help kind of put this stuff altogether and the answer would be E, all of the above.


And that, yes we struggle with everything that you talked about, has been touched on at one point or another. And that’s the end of comment.

Bryon MacDonald:
I really appreciate hearing all that myself. I would say that there’s one thing missing in our PowerPoint from those comments and I think those comments are spot on to (Mason)’s question.

Visit this caution in the PowerPoint, but maybe it should be. No one should give up any, any health coverage plan that they’re on. Be very careful of looking at all the future variables. So I think we maybe overlooking that piece a bit.
(Mason O'Neill):
And I just want to say thank you for your comments and response as well and it’s helpful to get the feedback and understand what’s happening.
Operator:
Your next question comes from (David Dubai).

(Diane Luke):
Yes, hi. I was under the understanding that if you did not sign up for part A, excuse me, for part B or part D when they are first offered to you, that there’s a penalty for both,.


A 10% penalty per year if you do not sign up for them later when you had said that you thought that it was just for part B as in boy and I thought it was for B and D as in dog. And this is (Diane Luke) but (David) is with me here.

Bryon MacDonald:
(Mason) let me take this one.

(Mason O'Neill):
Okay.

Bryon MacDonald:
There are actually two different hierarchies of access to the best of my understanding and they go like this, I’m going to start with part D as in dogwood. If there is no other prescription drug coverage available, not signing up for part D when it is available, can incur that 10% penalty.

(Diane Luke):
Okay.

Bryon MacDonald: You’re correct on that part.
(Diane Luke):
Okay.
Bryon MacDonald:
If there is other prescription drug coverage on the table or available that is as good as or better than Medicare prescription drug coverage part D, you may stay in the existing drug coverage you have if it as good as or better than Medicare part D without future penalty.

(Diane Luke):
Okay.
Bryon MacDonald:
That’s part D.

(Diane Luke):
Okay.

Bryon MacDonald: On part B, everyone who becomes eligible for Medicare part B as in boy, has a different enrollment access than in Medicare part D. It is completely different.

And when you are first eligible for Medicare part A, everybody is automatically enrolled in Medicare part B as in boy with a monthly premium that you have to pay somehow.

Our folks usually pay it out of SSDI cash/check or they could pay it from a job once that goes away and so forth and so on. But everybody is auto enrolled in Medicare part B as in boy, 5% of Medicare beneficiaries across the country choose to dis-enroll...

(Diane Luke):
Okay.

Bryon MacDonald:
...and that’s the way Medicare part B is set up. It’s not, it’s apples and oranges, they are not the same.

(Diane Luke):
Okay, yes.

Bryon MacDonald:
There you go.

(Diane Luke):
They get a 10% penalty too if they want to sign up later right?

Bryon MacDonald:
Yes, I am not familiar with that. If you choose to dis-enroll in Medicare part B as in boy and then you choose to re-enroll?

(Diane Luke):
Yes.

Bryon MacDonald:
I’m not sure what the penalty is. I just don’t know. I would not - I’m not sure that that’s correct so...

(Mason O'Neill):
This is (Mason). I’m looking up the information right now again in the “Medicare and You” guide and there is a 10% penalty, however, you can receive a special enrollment period if you don’t sign up initially because either you or your spouse are working and have group health plan coverage.

(Diane Luke):
Okay.

(Mason O'Neill):
And also what’s important to know is that there’s also different rules for individuals who are disabled and for individuals who have Medicaid than everybody else on Medicare.

So for example, I see that you may be able to get the special enrollment period without the penalty if you’re disabled as well. So just two things to point out there.

Bryon MacDonald:
Yes. And now you’re talking about Medicare part B, right (Mason)?

(Mason O'Neill):
Part B, yes.

Bryon MacDonald:
I would also use your state SHIP as a resource on any complexities around Medicare part B. I’m absolutely certain about Medicare part D as outlined.
(Diane Luke):
Thank you very much.

Bryon MacDonald:
Sure.

(Mason O'Neill):
Operator, do we have another question?

Operator:
If you would like to ask a question, please press the star and then the number 1 on your telephone keypad. Your next question comes from (Annie Kastie).

(Sonya Em):
Hi you it’s (Sonya Em) in San Francisco. I’m the (Seawic) here at the (INRC). And yes, we’ve been enjoying the presentation. I was wondering if this is going to be available as an archive?

I know I’m going to think of a million questions when the call is over and when I go over the PowerPoint’s again and yes, so I’m wondering if we’re going to be able to hear it again?

Susan O'Mara:
This is Susan. And thank you for that. Yes, we are actually, we’ve recorded the call, we’re going to have that recording sent to us through Information Technology and as soon as we get it edited, we’ll put it up on the, you know, WIPA-NTC Web site...

(Sonya Em):
Okay.

Susan O'Mara:
...and there’s supplemental training. When you go under the training link there, we have a place for archive trainings...

(Sonya Em):
That’s where it will be, okay.

Susan O'Mara:
So you’ll be able to listen to it, we’ll have a transcript available and all the materials will be posted as well.

(Sonya Em):
That’s great. Yes, a transcript would be great.

(Mason O'Neill):
And you can also email us additional questions and we can write the answers and distribute them to people as well. So if you have additional questions after the training, please email them to us or one of the coordinators.

(Sonya Em):
Sounds great. Thank you.

Operator:
You have no more questions in queue.

Susan O'Mara:
Okay. This is Susan. I’d like to - are you guys ready to wrap up then, Bryon and (Mason)?

Bryon MacDonald:
I think Susan we’ve had a, especially judging from the last two or three comments - I think we’ve had a real marked improvement in how this is rolling out, although there is still more room for improvement to go here.

We really get it that it’s very hard to cover this territory in this amount of time but, you know, we do think this is an overall framework that you got to start somewhere with this stuff and I don’t think going to case examples without the overall framework is appropriate.

I think you’ve got to lay out the overall framework before you can really take on case studies in a way that doesn’t get people lost in the weeds...

Susan O'Mara:
Absolutely.

Bryon MacDonald:
...so it’s challenging.

Susan O'Mara:
Absolutely. And I’d like to thank you on behalf of the training center for an excellent job today for all of the information, your expertise that you’ve shared. It’s been just tremendous. We will be following up again to the whole group with some additional training and resources that will be available to you all.

And I do just want to reinforce what (Mason) was saying, you know, as John indicated when he did the introduction, the World Institute on Disability, WID and in particular Bryon and (Mason), are integral partners on our national training center team.


And they are available not only for training such as this, but they’re available to you all to the WIPA projects on a day to day basis to provide technical assistance related to, you know, providing healthcare counseling and support to beneficiaries.


So any questions you may have, you can at any point in time feel free to email or contact them directly. We’ll make sure that we send out an email to all the participants on the call with their contact information just so you can keep that in your records.

It’s not necessary to go through your (TA) liaison to be able to call them. Bryon and (Mason) will generally, you know, kind of copy the (TA) liaison back in but they’re an additional resource, you know, that kind of work in conjunction with your (TA) liaison in providing support.


So I do encourage you to take advantage of them and their expertise and knowledge. And again, thank you Bryon and (Mason) for the wonderful job today.

Bryon MacDonald:
Well Susan, I’m really pleased, to be honest with you. I would just encourage all the folks who are still listening to fill out their exit (unintelligible) so that we get, capture their input while it’s fresh.

Susan O'Mara:
That’s right. And again, you can have them either this afternoon if Julie is still working or if she took off the afternoon, it’s beautiful here on the east coast as well - then you may not get it until Monday morning, but we’ll get those out to you by Monday at the latest.

And please do fill them out, okay.
Bryon MacDonald:
Thank you.

Susan O'Mara:
Thanks have a great weekend everybody.   END

