Part 2
Counseling Beneficiaries on Public and Private 
Group Health Coverage Options

Please review the blue text in the boxes below before the training. 
For each of the four cases the training focuses on:

· Performing an initial assessment

· Identifying time-sensitive issues and concerns
· Triage? Determining if the health coverage issues need outside help  

· The CWIC and the beneficiary working out an action plan 

Case 1 Jason 

Training Topics

COBRA, HIPPA, Health Insurance Premium Payment (HIPP) programs, the American Recovery and 
Reinvestment Act (ARRA) of 2009 
Jason’s Current Status August 2009

Jason is a beneficiary you have been providing WIPA services to over the last year and a half. He started working full time in 2008 at a Borders bookstore. When he started working, his $674 monthly SSI check went to zero due to earned income. His Medicaid has continued under Section 1619(b). 

Jason gets back in contact with you this month. He needs to stop working because of health issues related to his disability.

Disability Benefits: No longer receiving SSI – now in 1619(b) status. Received    

  his last SSI check 10 months ago. Jason’s full monthly SSI check before   

  returning to work was $674.

Since: Jason started receiving SSI in 2002.

Family size: 1



Approximate Age: 40

Health Coverage: Employer-sponsored group health coverage from work 

Work status: Leaving current job at the end of this month due to health issues.   

  He has been earning $1559 each month, 40 hours a week at a rate of $9/hour; he has no 

  IRWE’s. 

1.1  Current Inquiry 

Jason asks you how to keep his employer-sponsored group health coverage after he leaves his current job. Can he do this? What does he need to do?

Counseling Steps and Resolution

1) Initial assessment 
a) Is Medicaid meeting Jason's health care needs? 
b) He states he has had increased health problems recently.

c) Does he have any unmet health care needs?

2) Share information on the applicable federal and state laws and the rules that apply to Jason’s situation.
a) COBRA – The CWIC explains how to continue coverage under COBRA, and how the ARRA will affect his first 9 months of premiums.

b) The American Recovery and Reinvestment Act of 2009  (ARRA)

Jason can pay only 35% of his COBRA premiums for up to 9 months.  
100% of his premiums would be $600.  35% is $210 per month.
i) The employer will provide Jason with a Notice of Eligibility for COBRA. The Notice of Eligibility will have information on the subsidy and reduction of COBRA premiums under ARRA. 
ii) Jason pays only 35% of the COBRA premiums for the first 9 months. The remaining 65% of the premium is reimbursed directly to the employer, plan administrator, or insurance company through a payroll tax credit.

iii) To be eligible for reduction, involuntary termination from employment must have occurred on or after September 1, 2008 and before January 1, 2010.


c) HIPP - Health Insurance Premium Payment 


i) HIPP may pay Jason’s COBRA premiums if Medicaid finds this to be cost-effective to do so.
3) Identify and discuss time-sensitive issues and deadlines

a) Jason has 60 days after notification by his employer to decide whether to elect COBRA continuation coverage. He will have 45 days after electing coverage to pay the initial premium.  

4) Can Jason meet all his health coverage information needs with the CWIC? Is a referral needed for more counseling or other assistance?
5) Action plan worked out with Jason and CWIC

a) The CWIC and Jason address COBRA and HIPP issues and application.

b) CWIC provides plain language information to Jason on COBRA, the ARRA, and HIPP.  

c) Jason gets a contact number for the state Medicaid HIPP program. Jason will apply for HIPP to pay for his COBRA premiums.

d) Jason asks employer for cost of COBRA premiums ($600).
e) Jason will contact CWIC if he has further questions. 

1.2 Inquiry – Ongoing Services

Jason calls you in early December, 3 months after his job at the bookstore ended. He is continuing his Borders group health coverage under COBRA with financial help from ARRA. His SSI has returned because he currently has no earned income. 

Jason’s health has improved and he has found a new job at a department store that starts next month. When Jason starts the new job, he wants access to the job’s health care coverage without having to wait during the pre-existing condition exclusionary period. Is this possible?

He is going to work fewer hours (28 hours a week). His bookstore job ended on August 22, and the health insurance from that job ended on August 30.  


Jason asked his new employer and was told that their health coverage plan has a pre-existing condition exclusionary period that lasts 3 months. He is not sure what a “pre-existing condition exclusionary period” is.

Counseling Steps and Resolution

1) Summary: Jason is able to eliminate the pre-existing condition exclusionary period at this new job. Jason was not accepted into the HIPP program to pay for his COBRA premiums. (The State determined that paying the COBRA premiums for this health insurance would not be cost effective to Medicaid).  However, with the reduced premiums under the ARRA, he can afford the premiums on his own for at least 9 months.

2) Initial assessment: What are applicable federal and state laws and what rules apply?
a) HIPPA 

i) Jason is eligible to eliminate the pre-existing condition exclusionary period at his new job because he had recent creditable coverage. 

ii) Both his Medicaid and the group health coverage from his previous job could serve as creditable coverage. Any evidence of SSI can be used as evidence of Medicaid in a 1619(b) state for purposes of creditable coverage under HIPPA.

iii) General HIPPA rules

(1) If a beneficiary had prior health coverage before signing up for a group health plan, the individual can use that previous coverage to reduce or eliminate a pre-existing condition exclusionary period.

(2) The beneficiary receives credit for previous coverage if they have had health coverage without a break of more than 63 days prior to enrolling in the new employer sponsored coverage.

(3) State law can extend this period beyond the federal 63 day limit.

(4) Employers may issue proof of creditable coverage each year to employees.

(5) Note: Employers – not health insurance organizations – provide letters of creditable coverage.

3) Identify time-sensitive issues and deadlines

a) He did not have a break in health care coverage for more than 63 days. 

4) Can the health coverage issues be addressed by the CWIC, or is a referral needed?

a) Jason can use the HIPPA protections by himself. 
b) The CWIC explains to Jason how to obtain a letter of creditable coverage from his previous employer or from Medicaid. Jason would give this letter to the human resources department at his new employer.

c) CWIC provides written information to Jason on HIPPA rules. 

5) Action plan determined by Jason and CWIC

a) Jason will provide a letter or proof of creditable coverage to the group health plan.

Training Notes

Distinguish between pre-existing condition exclusionary periods and “service waits”. Waiting periods can coincide with a pre-existing condition exclusionary period, in other words, be in the same time period.

1.3 Inquiry – Ongoing Services   

Jason has been working for 1 year at his new job, when his health becomes worse. He will have to stop working soon. Jason has heard of a law called the Family and Medical Leave Act (FMLA). A friend told Jason that this law would allow him to take time off from work because of his condition and not lose his job.

Can Jason use the FMLA to request time off from his job? How does he request this?

Counseling Steps and Resolution

1) Summary: The CWIC explains FMLA rules to Jason. Jason can request up to 12 weeks of unpaid leave for health reasons if he meets certain conditions. Jason verifies that the FMLA applies to his employer because of the company’s size. He receives guidance on how to give advance notice of his leave. He does this and is able to keep his health coverage during his leave, although he has to pay higher health insurance premiums during this time. He will not get paid during his leave, but he will be eligible to receive SSI for those months that his earned income is low enough. Jason successfully requests leave under the FMLA and can now rest and address his health issues.

2) Initial assessment 

a) Does he have any unmet health care needs? 
b) Is there a State Disability Insurance program to look at? 

c) Is there a short or long term disability policy through his employer?

d) Jason may have sick time or other paid leave he can use initially.
3) What are the applicable federal and state laws and what rules apply?
a) FMLA 

i) Jason can request up to 12 weeks of unpaid leave for health reasons if he meets certain conditions.

ii) Entitles eligible employees to take up to 12 weeks of unpaid, job-protected leave in a 12-month period for specified family and medical reasons

(1) Reasons:

(a) for the birth and care of the newborn child of the employee

(b) for placement with the employee of a son or daughter for adoption or foster care

(c) to care for an immediate family member (spouse, child, or parent) with a serious health condition

(d) to take medical leave when the employee is unable to work because of a serious health condition

iii) FMLA applies to all public agencies, all public and private elementary and secondary schools, and companies with 50 or more employees.

iv) The FMLA can be a powerful tool to maintain employment with a disability, illness or chronic condition. Employees may take leave on an intermittent basis or work a reduced schedule under certain circumstances.
v) The newly disabled and those at risk of losing employment due to serious health conditions should know of the option to take intermittent leave or reduced hours under the FMLA.

vi) Employees may be required to provide 30-day advance notice of need to take FMLA leave when need is foreseeable.
vii) The employer may request that the employee provide medical certification confirming that a serious health condition exists.
viii) The National Defense Authorization Act for FY 2008 (NDAA) amends FMLA – added rules for military personnel and family members
4) Identify time-sensitive issues and deadlines

a) Jason is required to give advanced noticed – 30 days or as much as possible if less than 30 days. 
b)  “If you know ahead of time that you will be taking leave, you are required to give your employer 30 days’ advance notice. If the nature of a health condition makes advance notice impossible, you must request leave from your employer as soon as practicable.” - National Partnership for Women & Families FMLA Guide
5) Can the health coverage issues be addressed by the CWIC, or is a referral needed?
a) A referral is not needed. 
6) Action Plan determined by Jason and CWIC
a) The CWIC explains to Jason the rules of the FMLA. The CWIC provides written information to Jason on FMLA rules. 

b) Jason can request leave under the FMLA by himself.

c) Jason will give 30 days (or as much as possible) advanced noticed to his employer in writing that he is requesting leave under the FMLA.

d) Jason will provide medical certification confirming that he has a serious health condition, but only if his employer requests it.

e) Jason needs to check if his state has a state disability insurance program, or a short or long term disability policy through his employer.

f) Jason will contact CWIC if he has further questions or any problems.  

Case 2 Kathy 

Training Topics

Medicaid Buy-in, Medicaid Appeals, choosing private coverage with existing public health coverage 

Kathy’s Current Status
August 2009

Kathy comes to you as a CWIC with questions about SSDI work incentives and resources for finding work. You have met with her several times on these issues. Kathy has Multiple Sclerosis and also a mental health disability. She has a daughter who is nine years old. She receives SSDI but has not started to receive her Medicare yet. She still has 16 months before her Medicare starts. In your last meeting with her, she states that she does not have health care for herself or her daughter.

Disability Benefits: $900 SSDI

  Since: Kathy started receiving SSDI cash benefits in January, 2008.

Family size: 2 (Kathy and 9 year-old child) 
 
Approximate Age: 45

Health Coverage: Currently has no health insurance for herself or her daughter.

  Kathy is in her Medicare Qualifying Period (Medicare will begin January 2010).

Work status: Looking for work with the help of a CWIC 

2.1  Current Inquiry

Kathy currently has no health insurance for herself or her daughter. She does not realize that she can apply for Medicaid for her family. 

Counseling Steps and Resolution

1) Summary

Kathy's CWIC provides information on how to apply for Medicaid and follows up after she applies. Kathy starts to receive Medicaid for herself because of her disability and low income and assets; her daughter is also Medicaid eligible because of Kathy’s Medicaid status. 
2) Initial assessment
a) Does Kathy or her daughter have any unmet or immediate health care needs?

3) What are the applicable federal and state laws and what rules in them apply here?

a) Medicaid eligibility rules
b) Federal Medicaid law requires the state to offer Medicaid to Kathy as a disabled person if she meets income and asset guidelines. Category most likely is Aged and Disabled Medicaid (no share of cost involved for mother or daughter).
4) Can the health coverage issues be addressed by the CWIC, or is a referral needed?

a) A referral is not needed. 
5) Action plan worked out with Kathy and CWIC
a) The CWIC will provide Kathy with the following: 
i) The office address or contact information for the office that will accept her Medicaid application.   

ii) Medicaid application (if available for download online).

iii) Basic information on Medicaid in her state, including the income limits for the Medicaid category that Kathy qualifies for, first choice to look at is Aged and Disabled Medicaid.

iv) CWIC provides upfront information on the state’s Medicaid Buy-In and CHIP (Children's Health Care Program).

b) Kathy will apply for Medicaid for herself and her daughter.
  
Training Notes
Kathy may also be eligible for her state's TANF and food stamp programs.

In some states the Medicaid agency is obligated when they receive the Medicaid application to check for all possible Medicaid eligible categories given the data in the application.

2.2 Inquiry – Ongoing Services   

Kathy has started a new job and tells you about it after the job starts. Kathy reports to you that she feels at risk of losing her Medicaid because of her work income. She starts earning $2078 each month (40 hours a week at a rate of $12/hr.). Kathy has not received a letter from Medicaid but remembers you spoke to her about the MBI and income limits in her current Medicaid category.

Counseling Steps and Resolution

1) Summary: Based on the state rules of the Medicaid Buy-In (MBI), the CWIC determines Kathy does qualify with her current income and assets. The CWIC discusses the Medicaid Buy-In program with her; Kathy applies for this program and proof of earned income (wage stubs).
2) Can the health coverage issues be addressed by the CWIC, or is a referral needed?

a) Kathy can apply for the MBI program herself. The CWIC can help if any proplems arise, and can make a referral if Kathy runs into trouble.  
3) Action plan
a) The CWIC educates Kathy about the MBI program in her state.  
b) The CWIC will provide Kathy with information on how to apply or enroll in the MBI.
c) She will also need to know how this program is different from the Medicaid program she is currently in, likely to be Aged and Disabled Medicaid.
Training Notes
Some Medicaid representatives may not be familiar with MBI program rules due to low enrollment or the newness of the MBI program in your state.

2.3 Inquiry – Ongoing Services   

Two months later, Kathy contacts you.  She is concerned about her Medicaid. Medicaid has not correctly processed her family’s health coverage under the Medicaid Buy-In (MBI) program. Her daughter should be eligible for free Medicaid but instead Medicaid sends a Notice of Action Letter showing the daughter will be transferred and assigned to Medically Needy Medicaid with a share-of-cost. 

Kathy has had trouble getting detailed information from her Medicaid worker, who sometimes does not return her calls.

Counseling Steps and Resolution

1) Summary: Under the rules of her State’s Medicaid Buy-In program, both Kathy's disability income and her income from work do not count when determining her daughter's eligibility for Medicaid. Medicaid is counting Kathy's work income when evaluating her daughter's eligibility for Medicaid. The Notice of Action states incorrectly that Kathy's daughter should have a share of cost of $300. 
2) Identify and discuss time-sensitive issues and deadlines
a) The Notice of Acton from Medicaid will have a limited time to appeal the decision which could be as short as ten days if Kathy wants to appeal and keep the daughter’s Medicaid the way it is during the appeal process. 
3) Action plan
a) The CWIC provides information on Medicaid appeals.  

b) The CWIC refers Kathy to an agency that can help her with the appeal if the appeal is denied or she needs more paralegal help with the appeal.
Training notes
Medicaid Appeals:

· All Notice of Action Letters from Medicaid or SSA contain instructions on how to appeal.
· Where to get help with an appeal. Appeal representation will most likely be out of CWIC's scope. Outside referral may be needed.
· The appeal may be able to be resolved without going to a formal hearing (as in California).

· Even a written Appeal process may be intimidating and stressful to beneficiaries. CWICs can break down the process and explain its steps reassuring the person as needed. 

2.4 Inquiry – Ongoing Services   

After three months on her job, Kathy becomes eligible for her company's health insurance. Kathy needs to consider the pros and cons of paying for private group coverage with her employer. 

Counseling Steps and Resolution

1) Summary: The CWIC discusses with Kathy the costs, advantages, and disadvantages of accepting the employer’s group coverage. The employer group coverage has a minimum, required monthly premium of $88 per month to cover a plan for Kathy’s health coverage. Dental coverage in the plan is an extra $12 each month out of pocket for the employee. For health benefits for both herself and her daughter, Kathy would have to pay $420 each month if she wanted that plan. Family dental coverage would cost $36 each month. 
Kathy decides to accept her employer’s health coverage for herself but not her daughter. Her daughter will continue to use Medicaid. She does enroll in the family dental plan to cover her and her daughter’s dental expenses.
2) Initial assessment 
a) Kathy will need to consider any health care needs that are not being met by her Medicaid. Does the group health coverage offer better or more services in those areas?  What about her daughter's health care needs? 
b) Kathy decides the added services are needed and worth the cost. She keeps her Medicaid. Medicaid becomes payer of last resort now that she is enrolled in another health coverage plan. 
3) Can the health coverage issues be addressed by the CWIC, or is a referral needed?
a) No referral is necessary. 

4) Identify and discuss time-sensitive issues and deadlines
Kathy will have an initial enrollment period when she starts a new job in which she will have to decide whether to enroll in the new group health coverage plan. It is only in the initial enrollment period that she will have protections from having a pre-existing condition.
Training notes
· She may have dental coverage with her Medicaid. If so, she will need to coordinate these Medicaid benefits with her group dental coverage. Private provider is primary payer here.
· Key Term: Coordination of Benefits (see “Laws and Definitions” handout)
· Medicaid can require Kathy to accept the private group health insurance only if it is at no extra cost to her. If she has to pay to enroll in a private plan, Medicaid cannot require her to enroll in the group coverage.

2.5 Inquiry – Ongoing Services   

Kathy continues working at her job. Her Medicare begins in January 2010. At that time, she contacts her CWIC to discuss her Medicare Part B premiums. Kathy would rather save this money instead of paying the premiums. 

She wants to discuss the option of declining Medicare Part B. She is not sure if she needs Part B because she has Medicaid and health coverage from her job.

Counseling Steps and Resolution

1) Summary: After speaking with the CWIC, she learns about and enrolls in a Medicare Savings Program (MSP), and chooses not to decline her Medicare Part B. (95% of all Medicare beneficiaries stay in Medicare Part B. Only 5% choose to disenroll from Medicare Part B).
2) Initial assessment What are applicable federal and state laws and what rules apply? 
a) Medicare Savings Programs asset and income limits
3) Can the health coverage issues be addressed by the CWIC, or is a referral needed?
a) No referral is necessary. However, SHIP can help Kathy with Medicare choices if she needs more detailed help.
4) Action plan
a) The CWIC will provide Kathy with asset and income limits information on Medicare Savings Programs.
b) Kathy will contact a local Medicaid office and enroll in a Medicare Savings Program.
c) The CWIC will follow up with Kathy to see if she has successfully enrolled in a MSP.
Training notes   

Medicare Primary Payer Rules

· When a beneficiary has both Medicare and private group health coverage, the employer size will determine which coverage is the primary payer. If the employer has less than 100 employees, Medicare is the primary payer.  

· If the employer has 100 employees or more, the health plan is a “large group health plan”. If the beneficiary is covered by a large group health plan because of their current employment, or the current employment of a family member, Medicare is the secondary payer. 

Key Term: Large Group Health Plan
Choosing Part B with private insurance 
· If Medicare is the primary payer, the beneficiary will want to accept Part B. The beneficiary must tell his private insurance that he/she has Medicare or there will be problems: the private insurance will pay for costs they should not be paying for, which will be discovered later.

· If the private group health insurance is primary, deciding to decline Part B coverage may make sense in some cases. This assessment should be as detailed as possible as to the comparative coverage. 
Case 3 Andrea 

Training Topics 

COBRA, Medicaid HIPP, HIPPA, private individual (non-group) health insurance rules and medical underwriting practices, Medicaid Estate Recovery Rules due to Andrea’s age, she is 55
Andrea’s Current Status August 2009


Andrea was awarded SSDI through Social Security’s Compassionate Allowance program. She has cancer and her Date of Onset of disability for SSDI is 8 months ago. She stopped working at her job at a bank 8 months ago also.  

Andrea wants to return to work as soon as possible to have more money for her expenses. Given her medical condition, she has concerns about her health insurance. She had group health insurance through her employer when she was working. When she stopped working, she purchased group health insurance under COBRA. She has to pay $245 each month in COBRA premiums to keep this insurance. Andrea's COBRA premiums are reduced for the time being under the ARRA. She is paying $245 each month out of pocket because of ARRA, which is 35% of the full $700 COBRA premiums. 
Andrea believes she can afford to pay for only two more months of COBRA premiums, because her savings are very low. She thinks she can purchase private individual health insurance, although she has heard that this can be expensive. 
Disability Benefits: $800 SSDI

Since: Started receiving SSDI benefits in 2009.

Family size:  1


Approximate Age: 55

Health Coverage: Employer-sponsored group health coverage continuing under COBRA 
Work status: Planning to return to work in the next few months, and has met 

  twice with you on work incentives and employment resources.

3.1 Current Inquiry 

Andrea asks you for advice about purchasing private health insurance, and if she has any other health coverage options. 

Counseling Steps and Resolution

1) Summary: The CWIC explains the high cost of private individual insurance, and the extreme difficulty of getting approved for a private individual market health care plan with pre-existing conditions because of medical underwriting practices. Andrea and the CWIC look into other options including Medicaid and the State High Risk Pool. Andrea decides to apply for Medicaid and also Medicaid HIPP to request that Medicaid pay for her COBRA premiums. The CWIC helps her plan the next few months, checking when her savings will fall below the Medicaid asset limits for eligibility. 
2) Initial assessment
a) CWIC performs a full health coverage assessment with Andrea.
b) Can Medicaid meet Andrea’s health care needs, given her cancer?
3) What are the applicable federal and state Laws and what rules apply here?
a) Aged and Disabled Medicaid program
b) Medicaid HIPP, Health Insurance Premium Payment program 

c) COBRA
d) Medicaid Estate Recovery Rules for those 55 and older
i) Medicaid has the right to recover moneys spent on Medicaid funded services for enrollees who are 55 or older (or permanently institutionalized regardless of age).

ii) When the beneficiary dies, or moves into a nursing home or other medical institution on a permanent basis without the intent to return, their house held may become a countable asset for Medicaid purposes. Exactly how the home is treated by Medicaid as a countable asset varies from state to state. After the passing of a Medicaid recipient who receives services at age 55 or above, all assets can be recovered by Medicaid for paid services rendered.
4) Can the health coverage issues be addressed by the CWIC, or is a referral needed?

a) No referral is needed, unless Andrea has problems when she applies for Medicaid under the Aged and Disabled Medicaid program.   The CWIC may need to refer Andrea for possible legal help to understand the program's eligibility criteria, to appeal a negative decision and to possibly obtain more information on Estate Recovery rules in her state.
5) Action plan 
a) The CWIC will provide information to Andrea on Medicaid (the Aged and Disabled Medicaid program), the HIPP (Health Insurance Premium Payment) program and Medicaid Estate Recovery rules.
b) The CWIC and Andrea plan the best time for her to apply for Medicaid. This may be when her savings fall below the eligibility limit for the Medicaid program. 

c) Andrea will stay in touch with the CWIC and let her know the results of her Medicaid and HIPP applications.  
3.2 Inquiry – Ongoing Services  

Andrea secured eligibility for Aged and Disabled Medicaid and found new a job that will start next month. She has the option of accepting group health insurance from her new employer. Her new employer has also told her there is a 3 month pre-existing condition exclusionary period. Andrea asks you for assistance in reducing the pre-existing condition exclusionary period in the employer’s group health coverage plans.  

Counseling Steps and Resolution

1) Summary: The CWIC provides information on HIPPA. Andrea can inform her new employer of her creditable coverage. Andrea’s group health insurance which she continues to have under COBRA counts as creditable coverage. Because she did not have a break of more than 63 days in her coverage, and she had more than three months of prior coverage, she is able to eliminate the pre-existing condition exclusionary period at this new job. 
2) Initial assessment 

a) Will the employer’s group health coverage plan(s) provide the services that Andrea needs and that Medicaid does not cover? 

b) How much will she have to pay monthly for the group coverage? Are there any other new costs for the employer sponsored group coverage?
3) What are applicable federal and state laws and what rules apply?

a) HIPPA 

i) If a beneficiary had prior health coverage before signing up for a group health plan, the individual can use that previous coverage to reduce or eliminate a pre-existing condition exclusionary period.

ii) Andrea is eligible to eliminate the pre-existing condition exclusionary period at her new job because she had recent creditable coverage (through Medicaid and her group coverage under COBRA).

iii) Andrea did not have a break in health care coverage for more than 63 days. 

iv) Estate Recovery rules for the state she lives in.
4) Can the health coverage issues be addressed by the CWIC, or is a referral needed?

a) No referral is necessary for providing the basics above.
5) Action plan determined by Andrea and CWIC
a) The CWIC provides written information to Andrea on HIPPA rules. 

b) The CWIC explains to Andrea how to obtain a letter of creditable coverage from her previous employer. 
c) Andrea will provide a letter or proof of creditable coverage to the new group health coverage plan at the new job.
Case 4 Juan 

Training Topics

Medicare Part D LIS (Low Income Subsidy), primary payer rules (or coordination of benefits), Medicare Part D plans and options: late enrollment, creditable prescription drug coverage defined for Part D, filing an exception to obtain a certain medication.
Juan’s Current Status September 2009

Juan returned to work as of June, 2008.  This was the first time he had worked since he started receiving SSDI benefits. He worked for 14 months and then was laid off in August 2009. He was earning $2,122 a month (35 hours/week at a rate of $14.00/hour). He has used up his 9 Trial Work Period months and is now in his EPE. You worked with Juan more than a year ago when he was first looking for work, and you have kept in touch. 
Now Juan has contacted you in September 2009 with questions about his Medicare Part D. Juan's Medicare started in May 2009. He has Part A and Part B. Juan decided in May to stay in the Original Medicare plan and not choose a Medicare Advantage plan or a Medigap policy. 
Juan did not join a Part D plan in May because he had drug coverage through his employer at that time. Because the employer sponsored health plan drug coverage was as good as or better than what is offered in Part D, this coverage counts as “creditable prescription drug coverage” for Medicare Part D purposes. Folks can keep creditable prescription drug coverage indefinitely with no Part D related penalties. Now that his job has ended, his employer-sponsored group health coverage has also ended. The last day of this coverage was August 31, 2009. 

Disability Benefits: $1050 SSDI 

Since: Started receiving SSDI benefits in 2007

Health Coverage: Medicare Parts A and B only. Medicare started May 2009.
Family size: 2 (Juan and spouse). Spouse is not disabled and is currently not working. Approximate Age: 35
Work status: He was laid off his job last month and is looking for another job.

4.1  Current Inquiry

Juan wants to enroll in a Medicare Part D Plan in September 2009, after initially not enrolling in a Part D plan when his Medicare first started. He is concerned that he might have to pay a Part D late enrollment penalty that would increase his Part D premiums.

Counseling Steps and Resolution

1) Summary: Juan had creditable prescription drug coverage in May when he did not join a Part D plan. Because he had creditable drug coverage, he will not have to pay a penalty now to enroll in a Part D plan. Now that his job has ended, Juan’s only source of income is from SSDI. Juan qualifies for the Low-Income Subsidy (LIS) program (also called “extra help” by Social Security).  This will pay for his Part D premiums and some of his out-of-pocket prescription drug costs. Juan decides not to use COBRA to continue his group health insurance because he cannot afford to pay the premiums (even with reduced premiums under the ARRA). 
2) Initial assessment
a) The CWIC should perform a full health coverage assessment with Juan.

b) Juan may be eligible for the Aged and Disabled Medicaid program in his state. His assets must be under the eligibility limit for this program.
c) Was the group health coverage providing services that Medicare Part B does not cover? 
This will be important in his decision whether or not to continue his coverage under COBRA. 
3) What are applicable federal and state laws and what rules apply?

a) Medicare Part D late enrollment and creditable coverage rules
b) Low-Income Subsidy (LIS) program

i) The income limit for the Low-Income Subsidy (LIS) in 2009 is $10,830 for an individual ($23,970 for a married person living with a spouse and no other dependents).

ii) The 2009 LIS resource limit is $12,510 ($25,010 for a married person living with a spouse and no other dependents).
iii) Dual eligibles (Medicaid/Medicare) are automatically eligible for the LIS.
c) Juan is eligible to continue his group coverage continued under COBRA.  
d) Medicare and COBRA

i) If a beneficiary is on COBRA and becomes eligible for Medicare, the employer has the right to terminate the health coverage under COBRA.

ii) Medicare is always the primary payer before COBRA coverage.  
(1) Program interaction notes: It may not be a good decision for a beneficiary to decide to decline Part B coverage if they continue group coverage under COBRA.  The beneficiary will not get a Special Enrollment Period for Part B when the COBRA coverage ends and will have to pay a late enrollment penalty to enroll in Part B at that time. 
4) Can the health coverage issues be addressed by the CWIC, or is a referral needed?

a) Juan can enroll in a Part D plan by himself.

b) The CWIC refers Juan to a local office of the state's SHIP program (State Health Insurance Program), where he can get more help when selecting a Part D plan for his needs.
5) Action plan determined by Juan and CWIC

a) The CWIC will educate Juan in how to enroll in a Part D plan and avoid paying a late enrollment penalty.
b) The CWIC explains the importance of not going for more than 63 days without either a Part D plan or other creditable drug coverage.
c) Juan will apply for the Aged and Disabled Medicaid program. 

d) The CWIC provides information on how to apply for the LIS and also for a Medicare Savings Program. Juan will apply for both. 

e) The CWIC will follow up with Juan in one month.
Training notes:
· Juan will get a letter from the new Part D Plan asking about his creditable coverage.

· Medicare Part B gives you a longer period to first enroll than Part D.  Part D gives you 63 days to enroll without a late penalty.   Part B gives you 8 months to enroll without having a penalty.
4.2 Inquiry – Ongoing Services 

Juan applied and was accepted into the Aged and Disabled Medicaid program. He chooses and enrolls in a Part D plan. Juan was also able to enroll in the Low Income Subsidy program.
Two months after enrolling in a Part D plan, Juan's doctor prescribes a medication that is not covered on the lower, less expensive tier of the Drug Plan’s formulary. The out-of-pocket costs to Juan for this medication would be very expensive. His doctor says this is the best medication for him and there is not a good substitute.

Counseling Steps and Resolution

1) Summary: The CWIC refers Juan to a local SHIP program for assistance. After meeting with a SHIP counselor, Juan learns he has two options. The first and easier option is for him is to change Part D plans. Because Juan is enrolled in the Low Incomes Subsidy program, he has a continuous Special Enrollment Period for his Part D coverage. This means he can change Part D plans at the beginning of any month. Juan can switch to another Part D plan that does cover this medication at a lower cost.  
The second option is for Juan to file an exception for this medication, requesting that the Drug Plan cover it at a lower out-of-pocket cost. Juan decides to choose this option. The doctor provides the needed documentation, and Juan requests a coverage determination from the Plan. Juan receives help from the SHIP counselor in this process. Juan successfully appeals an initial negative decision by the Drug Plan, and is able to receive the medication at a lower cost. 
2) Initial assessment
a) These issues may be out of the CWIC’s area of experience; the CWIC decides to refer Juan to the local SHIP office for assistance.
3) What are applicable federal and state laws and what rules apply?

a) Medicare provides Juan with a continuous Special Enrollment Period for his Part D coverage because he is in the Low Income Subsidy program.
b) Key Medicare Part D terms
i) Exception: A type of coverage determination by a drug plan. A formulary exception is a decision to cover a drug that’s not on the formulary or a decision to waive a coverage rule. A tiering exception is a decision to charge the beneficiary a lower amount for a drug that is on the non-preferred drug tier.

ii) Coverage Determination: The first decision made by a Medicare drug plan (not the pharmacy) about the drug benefits that a beneficiary may be entitled to receive. 
c) Rules for Medicare Part D appeals and filing for an exception for a drug
i) The beneficiary or their doctor can contact the Part D drug plan to ask for a coverage determination or an exception.

ii) The beneficiary can ask the drug plan for an exception if: 
(1) they or the doctor believes that they need a drug that isn’t on the drug plan’s list of covered drugs;

(2) the beneficiary believes that a coverage rule (such as prior authorization) should be waived; or

(3) the beneficiary thinks they should pay less for a non-preferred drug because the doctor believes that none of the preferred drugs can be taken for this medical condition.
iii) The Medicare drug plan has 72 hours (for a standard request) or 24 hours (for an expedited request) to notify the beneficiary of its decision.

iv) The beneficiary has 60 days from the date of the drug plan’s decision to request an appeal.
4) Action plan 

a) The CWIC provides basic information on Medicare Part D rules and how to request an exception for a medication.

b) The CWIC makes a referral to SHIP.
c) The CWIC follows up with Juan in three weeks to see if he has resolved this problem.
4.3 Inquiry – Ongoing Services 
Juan finds a new job in December in which he will be earning $2,078 each month (40 hours/week at a rate of $12.00/hour). Juan’s new employer is a small company with 40 employees. Juan will be earning over SGA, so his SSDI payments will stop. At his new job, Juan is offered and accepts group health coverage. He still has his Medicare Part A, B, and D plans.

Juan visits a doctor close to his home that accepts his new group health coverage. Three weeks later he gets contacted by the doctor's office. The group health plan has asked the doctor to bill Medicare first before billing them. 

Juan had forgotten to tell the doctor’s office that he also had Medicare. Why is this important, if the doctor accepts his employer group health coverage and Medicare? 
Counseling Steps and Resolution
1) Summary: The doctor’s office needs to bill Medicare first, because it is the primary payer. The group health plan pays second if there are additional costs. The group health plan wants Medicare to pay the doctor first. 
 
2) What are applicable federal and state laws and what rules apply?

a) Medicare Primary Payer Rules (coordination of benefits is the private insurance term of art)
i) If the employer has less than 100 employees, Medicare is the primary payer.  

ii) If the employer has 100 employees or more, Medicare is the secondary payer. 

iii) Special rules exist for Medicare beneficiaries awarded because of End Stage Renal Disease (ESRD)
(1) When Medicare entitlement is based on ESRD, Medicare is usually considered the secondary payer for up to the first 30 months of coverage. However, if an individual is first entitled to Medicare based on age or disability and then later becomes eligible for ESRD-based Medicare, Medicare will remain the primary payer of benefits.

3) Action plan
a) The CWIC explains the basic Medicare primary payer rules.

b) The CWIC explains the importance of Juan using providers that accept both types of insurance, and that Juan must inform the providers of his Medicare coverage to avoid future problems.
Training Notes
Coordination of Benefits can get complex between Medicaid and private group coverage
If a beneficiary has both Medicaid and private group health insurance, it is important that
he or she use providers that accept the group health insurance. 
If the provider accepts Medicaid but not the group insurance, the provider may not be paid for 
their services. Medicaid will ask the provider to bill the group insurance, which they are unable to do.
Notes: seek assistance if unsure of these interactions from Medicaid legal experts.

Resources on Medicare Coordination of Benefits
Medicare and Other Health Benefits: Your Guide to Who Pays First, CMS Publication 
No. 02179, Revised May 2008. This is written in simple language for consumers.  www.medicare.gov/publications/pubs/pdf/02179.pdf 
Medicare Secondary Payer Manual, Centers for Medicare & Medicaid Services, Rev. 65, 
03-20-09.  This is a technical program manual. 
Both publications are listed with web links on the handout Health Coverage State and National Resources.
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