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Part I –  Part I –  The Basic Benefit 
I. What is Medicare Part D? – Introduction 
A. Medicare Part D is an optional prescription drug benefit available to anyone with 
Medicare Part A or B.   It first became available on January 1, 2006.  As of August 14, 2006, 
there were about 16.1 million Medicare beneficiaries with Part D standalone plans, and about 5.5 
million in Medicare Advantage plans with Part D drug coverage (more on this distinction later).  
Prior to the introduction of Part D, Medicare did not cover prescription drugs except when 
administered in a hospital or doctor’s office.  As a result, most Medicare beneficiaries had no 
drug coverage at all, forcing them either to pay full retail price, import their drugs from cheaper 
Canadian pharmacies, or try to make do with free samples from doctors’ offices (in New York, 
seniors also had the option of using EPIC drug coverage, which still remains an affordable 
alternative or supplement to Part D). 
B. Medicare Refresher – Medicare has four parts 
1. Part A: Covers hospital, skilled nursing facility, home health, and hospice care, with 
some deductibles and coinsurance.  No premium if “insured” for Social Security benefits.  
2. Part B:  Covers most medically necessary doctors' services, preventive care, durable 



medical equipment, hospital outpatient services, laboratory tests, xrays, mental health, and some 
home health and ambulance services.   Monthly premium of $88.50 (2006), plus $124 annual 
deductible and 20% coinsurance on some services.   
3. Part C:  Optional mode for receiving Part A and B services through private managed 
care plans.  Now known as Medicare Advantage plans, they include Health Maintenance 
Organizations (HMOs), Preferred Provider Organizations (PPOs), Private Fee for Service plans 
(PFFSs) and Medical Savings Accounts (MSAs). You must have Medicare Parts A and B to join 
a Part C plan.   
4. Medigap:  Supplemental private insurance coverage that covers all or some of the 
deductibles and coinsurance for Medicare Parts A and B.  Some of these include additional 
services not covered by Medicare.  Not available to people enrolled in Part C.  For more on 
Medigap, see p. 50.  
C. Part D is different than Parts A, B and C in some important ways: 

Table 1  – Medicare’s Different Parts 

  
Who provides the 

coverage? 

How do beneficiaries 

use it? Premium 

Part A Federal 
government 

Medicare card Free for most 

Part B Federal 
government 

Medicare card $88.50/month 

Part C Private health 
plans (HMO, PPO, 
PFFS, MSA) 

Medicare Advantage 
plan card 

Additional premium 
for some plans 

Medigap Private 
health plans 

Medigap plan card + 
Medicare card 

Additional premium 
for all plans 

Part D Prescription 
drug plans (PDPs) 

and Medicare 
Advantage Drug 

Plans (MA-PDs) 

PDP or MA-PD card Additional premium 
for all plans, unless 

Extra Help 

D. What happened to Medicaid on January 1, 2006? – In General 
1. “Dual eligibles” are people who receive both Medicare and Medicaid benefits.  There are 
about 600,000 dual eligibles in New York State.  See endnote 3.  (For definitions of key terms, 
see the Glossary on page 59). 
a. People who receive SSI may be dual eligibles: 
i. Some receive both SSI and Social Security – so get Medicare. 
ii. Some receive ONLY SSI, but have been enrolled in Medicare by New York State to save 
the state money.  Don’t assume that just because your client receives only SSI, and not Social 
Security, s/he does not have Medicare.  Ask the client if s/he has a Medicare card. 
2. Before January 1, 2006, their drugs were provided by Medicaid, just like for other 
Medicaid recipients.   
3. Since January 1, 2006, dual eligibles no longer have drug coverage under Medicaid.  
Instead, they were auto-enrolled into Prescription Drug Plans under Medicare Part D, which now 
provide their drug coverage (with some minor exceptions). 
4. People who have MEDICAID ONLY, with no Medicare, will NOT be affected.  
Medicaid will continue paying for their drugs. 
E. COSTS IN GENERAL – The basic Part D benefit requires Medicare beneficiaries to 



pay large out-of-pocket costs – $3850 out of the first $5451.25 in drug costs each year plus a 
monthly premium.   For dual eligibles (Medicaid recipients) and other low income people, a Low 
Income Subsidy (LIS) known as Extra Help is available that will reduce these out-of-pocket 
costs (see p. 15). 

NOTE: Unless otherwise indicated, all dollar amounts regarding Part D cost 
structure are for the 2007 Plan Year. 

F. Important:  Many low-income people may need to enroll in TWO programs 
1. Enrollment in the Low-Income Subsidy (LIS), also called “Extra Help” – a subsidy 
that pays some of the costs in the regular Part D benefit. 
a. Dual eligibles and Medicare Savings Program enrollees are “deemed” eligible for Extra 
Help and are automatically enrolled in both a PDP and Extra Help.  The procedures and timing of 
this will be explained at page 21. 
b. Everyone else must  APPLY for Extra Help through Social Security.  See the separate 
module on “Applying for and Maintaining Extra Help for Medicare Part D,” available at 
http://onlineresources.wnylc.net/healthcare/docs/Extra_Help_Outline.pdf 
2. Enrollment in a Medicare prescription drug plan (PDP or MA-PD)    
a. Dual-eligibles and Medicare Savings Program (MSP) were automatically randomly 
enrolled in a plan (PDP) – Medicaid recipients effective January 1, 2006, and MSP effective May 
1, 2006.  
b. Those Medicare beneficiaries who become newly eligible for Medicaid or MSP, or who 
successfully applied for Extra Help with Social Security, will be automatically randomly assigned 
to a plan within a few months of their eligibility for those programs.  See p. 36. 
c. Everyone else must enroll directly.   

TIP:  Enrolling in either a drug plan or Extra Help isn’t enough.   

• The Low Income Subsidy is useless if one isn’t enrolled in a drug plan (PDP or MA-PD).   
• A PDP or MA-PD is useless if one can’t pay the huge out-of-pocket costs, and has not 
enrolled in Extra Help. 
II. Two Types of Medicare Part D Plans 
1. Prescription Drug Plans (PDPs) or “Stand Alone Plans” – These are private insurance 
plans offered by private companies.  They provide ONLY prescription drug coverage through 
Part D, and do not affect beneficiaries’ Parts A and B Medicare coverage.   
a. In 2006, there were 46 standalone PDPs for New York in 2006;  

        I   in 2007, there will be 61.   See list at    
        http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf  pp. 1-2 
 

b. In 2006, there were 15 PDPs that were free for those with Full Extra Help.  In 2007, there 
will be 16 such PDPs. 
B. Medicare Advantage Plans (MA-PD) or “Medicare Health Plans” are HMOs (Health 
Maintenance Organization) or PPOs (Preferred Provider Organizations) that provide Medicare 
Part A and B services in a managed care model, limiting the member’s choice of providers.  A 
prescription drug plan offered by an MA plan is an MA-PD.   In NYS in 2006, 25 different 
Medicare Advantage plans offer 165 different HMO and PPO packages with MA-PD drug 
coverage.  Examples in NYS are HIP VIP and Blue Choice Senior Plan.    
1. The 2006 list of all MA-PDs in NYS is available at 
http://onlineresources.wnylc.net/pb/docs/Medicare_PartD_Plan_Report_NYS_all_plans.XLS.  A guide to reading 
the columns on these charts is posted at http://www.wnylc.net/pb/docs/EXPLANATION_OF_MA-

PD_chart.pdf. 
2. The 2007 list of all Medicare Advantage plans in NYS is at 
http://www.medicare.gov/medicarereform/mapdpdocs2007/MAPDLandscapeNY07.pdf.  To see 



if an MA plan offers a MA-PDP, look at the “Drug Benefit Type” column.   Since this  chart is 42 
pages long, an edited version solely for NYC and Nassau County is at pages 4-5 of 
http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf.    
3. Medicare Advantage (MA) is the new name for Medicare Plus Choice, Medicare HMO 
or Medicare Part C.  In this program, Medicare will pay for Part A and B services only from 
hospitals, physicians, and certified home health agencies and other providers in your HMO plan’s 
network, and sometimes only with the “prior approval” of the plan or your primary care 
physician. 
4. The “Preferred Provider Organizations” or PPO’s are somewhat less strict than HMOs.  
In a PPO, you might not need permission to go to a specialist, as in an HMO, but the specialist 
must be on a “preferred” list of your PPO.   
5. Some Medicare Advantage plans include some services not usually covered by Medicare, 
similar to Medigap plans. 
6. Unlike the stand-alone PDPs, which are all statewide, many of the Medicare Advantage 
plans are available only in certain counties. 
7. Members of a Medicare Advantage plan are given the option of joining the drug plan 
(MA-PD) that is part of the Medicare Advantage Plan, or leaving the plan altogether.   If they stay 
in the MA plan for medical coverage, they must use that plan’s drug benefit.  If they want to join 
a different MA-PD or PDP, they must dis-enroll from the entire Medicare Advantage plan, not 
just the drug coverage part.  See Table 2 below. 
a.  However, not all Medicare Advantage plans have Part D drug coverage!  There 
are some plans, known as MA-Only plans, that only provide Parts A & B.  Members of these 
plans who want Part D drug coverage must switch to an MA-PD (either offered by that company 
or a different company), or go back to “Original Medicare” plus a PDP. 
b. Although members of MA-Only plans can’t get drug coverage through Part D without 
leaving/changing their plan, they can still use other sources of drug coverage, like EPIC.  (For 
more on EPIC, see page 46). 
8. LOW COSTS – Unlike the stand-alone plans, in 2006, 14 of 25 companies offering 
Medicare Advantage plans in NYS are offering at least one drug plan with NO monthly premium.   
In 2007, 14 out of 18 companies offer a -0- premium plan.   
a. In 2006, 23 out of the 25 companies are offering at least 1 Medicare  Advantage plan 
with NO deductible. In 2007, 15 out of 18 companies offer a -0- deductible plan.   
b. In 2006, 3 of the 25 companies offer plans with coverage during the donut hole for 
generic drugs.  In 2007, half the 18 companies offer this coverage. 
9. What’s the DOWNSIDE?   
a. LOCK IN – With costs lower in these HMO/PPO plans, it will be tempting for our 
clients to join.  The catch is that beginning Jan. 1, 2006, Medicare Advantage enrollees are 
LOCKED IN to a plan for a year and will have very limited rights to dis-enroll.  Only Medicaid 
recipients MAY change plans every month. 
b. LIMITED CHOICES – Many more medical providers accept “Original Medicare” 
(Parts A & B) than accept any particular Medicare Advantage plan.  As a result, many people find 
that after switching to a Medicare Advantage plan, they can’t go to their preferred doctor 
anymore.  Those who are considering Medicare Advantage should make sure that their preferred 
doctors, hospitals, and other providers are in the plan’s network before enrolling. 
c. The following chart shows how the different pieces of the Medicare puzzle fit together. 

Table 2  – How does Part D work with Original Medicare and Medicare 

Advantage? 

 



III.  How Much Does the Medicare drug benefit cost and for what drugs?  
A.  Basic Drug Benefit - What costs must the Medicare beneficiary pay (if they 
don’t have Extra Help)?  Every year:  

Table 3  – Basic Drug Benefit for 2007 

    Member Pays Plan Pays 

1.  Deductible $265 
deductible 

per year – 
can be met 

only by 

covered costs 

  $ 265.00  $ 0.00 

2.  Initial 
Coverage 

period 

25% 
copayment of 

next $2135 in 
covered costs 

between 
$265 and 

$2400 

+  $ 533.75  $ 1601.25 

3.  Coverage Gap 
(“Donut 

Hole”) 

100% of 
covered costs 

between 

$2400 and 
$5451.25  

(see I.E.1 

below) 

+  $ 3051.25  $ 0.00 

4.  Out of Pocket 
“OOP” 

Total OOP 
without 

premium 

=  $ 3850.00  $ 1601.25 

5.  Premium  Estimated 
$27.35 per 

month 
premium 

+  $ 328.20  

6.  Total OOP 
plus premium 

This is for the 
first 
$5451.25/yea

r covered 

costs 

=  $ 4178.20  

7.  Catastrophic 
Coverage  

After 
reaching 

$5451.25 
“catastrophic 

threshold”, 

member pays 
copayment of 

5%, or $2.15 
generic, 

$5.35 brand, 

     varies  



whichever is 

greater. 

8.   EXAMPLE:  
$2000 in 

costs after 
reach 

$5451.25 

catastrophic 
limit  

+  $ 100.00  $ 1900.00 

  Total OOP if 

$7451.25 
annual 

covered  
costs (Add 

Line 6 plus 8) 

=  $ 4278.20  $ 3501.25 

Note: These numbers were updated from 2006.  Clients who currently have Part D 

coverage have a slightly lower deductible, initial coverage limit, and catastrophic 

threshold. 

See p. 1 of the Appendix for the CMS guidance setting out the new plan parameters for 
2007. 

TIP – As the table above illustrates, the basic benefit is best for those with total 
annual costs under $2400 (they don’t reach the doughnut hole) OR more than 
$7451.25.  Not until $8315 in total annual drug costs does the plan pay more than 
the beneficiary – plan pays $4322 and beneficiary pays $4321.   See chart App. 
page 3. 

1. The basic plan is a minimum.  Plans may also offer an enhanced benefit and charge more, 
but each must offer at least one “basic” plan.  Enhanced plans may include drugs that are not 
required in “basic” plans, or provide coverage in the “donut hole.”  
a. In 2006, 5 of the 46 plans in NYS cover generic drugs in the donut hole, and 1 other plan 
covers brand as well as generic drugs.   See Column AA of table on pp.1-3 of the Part D Plan 
Lists and Contacts appendix.   
b. In 2007, 17 out of 61 plans in NYS cover generic drugs in the donut hole.  See  
http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf pp. 1-2, 6-7.   
2. Premiums for people not on Medicaid range in NYS for 2006 from $4.10/month to five 
plans with premiums over $50 per month - the highest is $85.02 (Column T).  In 2007, premiums 
range from $9.50 to $82.10. 
3. Although there are two periods (the deductible and donut hole) when beneficiaries must 
pay 100% of drug costs out-of-pocket, they don’t have to pay retail prices during these times.  
Plans are required to pass on to members any negotiated discounts that they obtain from drug 
companies.  Thus, members should continue to use their plan cards during the donut hole to 
obtain these discounts. 
4. Plans do not have to follow the basic plan structure set forth above.  They may offer cost 
structures that are “actuarially” equivalent to the basic plan.  
a. Reducing the deductible – 
i. 2006 -- Out of 46 plans in NYS, 25 plans eliminate the $250 deductible,  5 have reduced 
deductibles, only 16 plans have the standard $250 deductible.  (Column Y).   
ii. 2007 – Out of 61 plans in NYS,  36 plans eliminate the $265 deductible, 5 have a reduced 



deductible, and 20 plans have the standard $265 deductible.     
b. Many plans do not charge the flat 25% copayment during the “initial coverage period.”  
(Line 2 in Table 3 above).  Instead, 40 out of 46 plans in NYS (2006) charge different flat rate 
copayments for different “tiers.”  Tier 1 is usually generic drugs, and higher tiers are brand name 
drugs.   EXAMPLE:   

Table 4  – Example Basic Plan – AARP MedicareRx Plan 

     You Pay   

Standard Benefit 
Package 

Prescription Drug 
Costs 

Tier 1 Tier 2  Tier 3  Spec Tier 

Premium  2006 - 
$24.96 ($-0- if 
on Medicaid)     

2007 - $27.40 
($2.90 if on 

Medicaid) 

Initial Coverage 
(No deductible) 

total drug costs 
 $0 - $2,250  
2006 $0 - $2,400 

2007 

$5 2006 $6 2007 $28 – 2006 $28 - 
2007 

$55 2006 $60-
$72.35 2006 

25% 2006 33% 
2007 

Annual Coverage 
Gap After initial 

coverage period 
and until $3,600 

(2006) $3,850 
(2007) true out-

of-pocket costs  

100% of the 
Network 

discounted-price  

100% of the 
Network 

discounted-price  

100% of the 
Network 

discounted-price  

100% of the 
Network 

discounted-price  

Catastrophic 
Protection Over 
$3,600 (2006) or 

$3,850 (2007) 
true out-of-

pocket costs  

$2 co-pay or 5% 
whichever is 
greatest  

$5 co-pay or 5% 
whichever is 
greatest for 

other preferred 
brands  

$5 co-pay or 5% 
whichever is 
greatest  

5% 

Note: The information from both charts on this page is from http://www.aarpmedicarerx.com/ 

NOTE:     The above plan is one of 3 different AARP plans in 2007.  It is the 1st 
column in the chart below, which compares the other 2 AARP plans.            

                             

 2007 AARP Plans in 
NYS 

  
AARP  

MedicareRx Plan 

AARP 
MedicareRx Plan-

Enhanced 

AARP  
MedicareRx Plan-Saver 

Monthly Premium 
$27.40 (NYS) $2.90 if 
on Medicaid 

$45.80 (NYS) 
$16.40 (NYS) $-0- if on 
Medicaid/Full Extra 
Help 

Annual Deductible $0 $0 
$265 ($0 if on Medicaid/ 
Full Extra Help) 

Tier 1 Copay $6.00 $6.00 $5.00 
Tier 2 Copay $28.00 $28.00 $20.00 
Tier 3 Copay $60.00 - $72.35 $60.00 - $72.35 $33.60 - $47.30 
Specialty Tier 
Coinsurance 

33% 33% 25% 

Coverage Gap No coverage 
Coverage for Tier 1 
Generics 

No coverage (unless on 
Medicaid/ Full Extra 



Help) 

Drug List/Formulary 
100% of the drugs 
covered under 
Medicare Part D 

100% of the drugs 
covered under 
Medicare Part D plus a 
Bonus Drug List 

Includes every brand-
name drug, or its 
generic version covered 
by Medicare Part D 

 
 

B. What Drugs does the Medicare Drug Benefit Include?  
1. Each PDP has a formulary.  This is a list of covered drugs.  In other words, each plan 
has some drugs that it chooses not to cover. 
2. The Center for Medicare & Medicaid Services (CMS) requires each formulary to include 
at least 2 drugs in each Therapeutic Category (e.g., Antidepressants, Cardiovascular Agents), and 
in each Pharmacologic Class (e.g., MAO Inhibitors, Reuptake Inhibitors). 
a. Plans must also include insulin and medical supplies used to inject insulin. 
3. You or your physician may request an exception to ask the plan to cover a drug not on its 
formulary.  This procedure and other appeals are described in Section XII below. 
4. Plans may have Utilization Management for drugs on their formulary, including: 
a. Members may be required to obtain Prior Authorization in order to get certain drugs 
b. Step Therapy, in which they first try less expensive drugs and only receive costlier 
alternatives if the first ones aren’t effective 
c. Dosage Limits or Quantity Limits 
5. Formularies must include “all or substantially all” drugs in six classes:  anti-depressants, 
anti-psychotics, anticonvulsants, anti-cancer, immunosuppressant, and HIV/AIDS drugs.   
These must include generic drugs and older brand-name drugs.   
a. CMS made this requirement out of concern that beneficiaries could be harmed if forced 
to change or stop long-time drug regimens, even briefly.  Also, CMS wanted to prevent drug 
plans from “cherry-picking” – enrolling only members who do NOT need these drugs.   
b. There are some exceptions – even in these 6 classes:   
i. Plans do not have to include Iressa (lung cancer),  
ii. Plans do not have to include Fosphenytoin (anticonvulsant used by injection to control 
seizures, usually used for a short time when other seizure meds can’t be taken orally, such as 
during surgery).   
iii. Plans may omit either but not both escitalopram (Lexapro) or citalopram (Celexa) (both 
are anti-depressants).   
iv. Fuzeon (HIV drug also called T-20 or Pentafuside, enfurvitide) must be included but plan 
may require prior authorization for new users.   
c. Plans may use utilization management techniques (prior authorization, step therapy) for 
members who first begin treatment with drugs in all these categories except for HIV/AIDS drugs.   
d. For patients already on any of these drugs, the plan must “demonstrate extraordinary 
circumstances” to employ utilization management 
i. TIP:  Plans may not have any way of knowing that an enrollee is not a new user of these 
meds.  Patients, their doctors and advocates will need to bring this to the drug plan’s attention.  
6. PLANS MAY CHANGE FORMULARIES ANY TIME – The plan must provide 
members taking the affected drug, their prescribing physicians, pharmacists, and CMS with 60 
days notice of formulary change.   The notice must state other available drugs and explain how to 
request an exception.   
a. If the plan does not provide advance notice, they must provide a 60-day supply of the 
drug and notice at the time of the refill. 
b. Plans may remove drugs from their formulary, move drugs to a less preferred tier status, 
or add utilization management requirements, but only if enrollees currently taking the affected 



drug are exempt from the formulary change for the remainder of the plan year.  See 
Appendix p. 2 
c. Thus, a plan must continue covering a drug it has dropped from its formulary for those 
enrollees who are already taking it. 
C. Excluded Drugs – Drugs Medicare Part D Will Not Cover 
1. Certain drugs are excluded from and not covered by the Medicare drug benefit.  These 
include benzodiazepines, such as Valium, Ativan, and Xanax, barbiturates, drugs for weight loss 
or weight gain, and over-the-counter drugs and vitamins.  A list of excluded drugs is at Appendix 
pp. 6-7 and is posted at http://onlineresources.wnylc.net/healthcare/docs/NYFAHC_Fact_Sheet.pdf.  A more 
expansive clarification by CMS, “Part D Drugs/Part D Excluded Drugs,” dated Feb.7, 2006 is at 
Appendix pp. 8-11 and http://www.cms.hhs.gov/States/Downloads/PartDExcludedDrugs.pdf 
a. The excluded drugs may not be included in the “basic” drug benefit.  However, a plan 
may offer “enhanced” coverage with a higher premium that includes these drugs. 
b. Medicaid and EPIC will still cover these drugs, to the extent they were covered before.  
This is one reason why anyone eligible should enroll in EPIC even if they have the Full Extra 
Help.  They will use BOTH benefits.  The chart at the WNYLC link above (App. pp. 6-7) shows 
whether EPIC or Medicaid covers these drugs.   
c. If the beneficiary pays out of pocket for excluded drugs, these payments will not help 
meet their annual Part D deductible, and will not count toward the $3850 out-of-pocket costs that 
must be incurred in the “doughnut hole” in order to reach “catastrophic coverage.” 
2. PART B - Drugs previously covered by Medicare Part B will continue to be covered by 
Part B and not Part D.  CMS Feb. 17, 2006 Guidance in App. p. 12. 
D. Which Out of Pocket Costs Count Toward the $3850 Needed to Meet the 
“Catastrophic Coverage” Threshold?  (when the enrollee’s out-of-pocket costs are reduced to 
5% copayments) 
1. The basic benefit requires enrollees to pay a certain amount from their own pockets in 
one year before receiving assistance at the catastrophic level. This out-of-pocket (OOP) amount 
was $3600 for 2006, and will rise to $3850 in 2007.  When they have paid that amount, the 
beneficiary’s costs go down to a 5% copayment for the rest of the year.  (Rules are different for 
people receiving Extra Help – see Sections I.F.2 and I.F.2.d below). 
a. This $3850 total is made up of the $265 annual deductible, the 25% copayment up to 
$2400 in total drug costs, then 100% of drug costs in the “doughnut hole.”  It does not include the 
monthly premium.  See Table 3 on page 7. 
2. Only certain drug costs count toward the $265 deductible and the $3850 threshold for 
catastrophic coverage.  Only allowable drug costs, not every drug the client buys, counts.  Drug 
costs that count toward the out-of-pocket limit are called “True Out of Pocket” costs (TrOOP), or 
TrOOP-eligible costs.   
a. Payments for drugs not on the plan’s formulary will NOT count towards the $3850 
TrOOP threshold or the deductible unless the plan has granted an exception, or the member won 
an appeal. 
b. Payments for drugs that are EXCLUDED from Part D – benzodiazapenes, barbiturates – 
do NOT count toward the $3850 TrOOP threshold or the $265 deductible.  
3. About 25% of all Medicare beneficiaries will hit the $3850 catastrophic coverage limit.  
For the rest, with lower drug costs, it will not matter which expenses count toward the $3850 and 
which don’t.  They won’t get “out of the doughnut hole.” 
4. The following chart shows which costs are TrOOP-eligible and which are not.  Those that 
are TrOOP-eligible count toward the Out of Pocket $3850 threshold. 

Table 5  – TrOOP Chart 

TrOOP-eligible Not TrOOP-eligible 



• Annual Deductible and coinsurance 

and cost of drugs during donut hole, but 

only for  drugs that are on your plan’s 

formulary or that were approved in 

exception process • The entire payment 

made by EPIC counts towards TrOOP 
costs, not just the portion paid by the 

client.  But this is only for drugs on the 

PDP formulary.   • Contributions from 

family, friends, and charities (as long as 

not employer- or union-affiliated) •

 Payments on member’s behalf by 
Health Savings Account, Flexible Spending 

Account, or Medical Savings Account •

 CASH assistance (not actual drugs) 

provided by drug manufacturer patient 

assistance programs (PAP)  • Drugs 

not on the plan formulary, if plan granted 

an exception initially or on appeal • Co-

pays waived or reduced by pharmacy 

(if member has Extra Help; or if not, as 
long as waiver isn’t advertised or routine, 

and pharmacist determines that member 

is financially needy and cannot pay the 
co-pay) 

• Monthly premiums • Drugs not on 

plan formulary, if no exception was 

granted or appeal won • Drugs 

excluded from the Medicare drug plan, 

such as benzodiazapenes (Valium, 

Ativan), barbiturates and over-the 

counter.  See III.C above. • Payments for 

over-the-counter drugs, vitamins • Drug 

costs that are paid or reimbursed by 

insurance, group health plan, Federally-
funded program, or other third-party 

payment arrangement • Payments by 

insurance that is not “creditable” - 

workers comp, auto insurance •

 Payments by government 

programs such as VA, TRICARE, or Black 

Lung, even though they are creditable •

 Payments by state programs that 
receive federal funding such as ADAP 

(AIDS Drug Assistance Program) • Drugs 

provided by a drug manufacturer patient 

assistance program (PAP) 

Adapted from Andrew Koski, Home Care Association; also based on CMS, Prescription Drug 

Benefit Manual, Chapter 5: Benefits and Beneficiary Protections, 30, available at 
http://www.cms.hhs.gov/PrescriptionDrugCovContra/Downloads/PDBMChap5BeneProtections_09.05.06.pd

f (September 5, 2006) 

E. Which Pharmacies Will the Drug Plan Use?   
1. In urban areas, a Part D plan must contract with enough pharmacies so that at least 90 
percent of Medicare beneficiaries, on average, live within 2 miles of a network pharmacy.  
a. In suburban areas 90% of beneficiaries must live within 5 miles of a network pharmacy. 
b. In rural areas, 70% of beneficiaries must live within 15 miles of a network pharmacy. 
2. Plans may use mail-order pharmacies, but may not require members to use mail-order.  
They may provide incentives, like cheaper copays.   
3. Residents of nursing homes:  Drug plans are required to contract with any qualified 
pharmacy willing to participate in the plan’s Long Term Care network.  Plans must have a 
network of pharmacies that provide convenient access for nursing home residents enrolled in the 
plan. 
4. “Preferred” and “non-preferred” pharmacies – There are 2 broad categories of 
pharmacies: in-plan and out of plan.  Plans will pay for drugs only from a pharmacy that is in the 
plan, except in very narrow emergency circumstances.  In-plan pharmacies are further divided 
between those that are preferred and some are non-preferred.  The member’s cost will be higher 
in a non-preferred pharmacy – usually it means that the plan will pay the pharmacy its “preferred” 
reimbursement rate, and the member will have to pay the difference between that rate and the 
pharmacy’s charge.   
Part II –  Extra Help (“Low-Income Subsidy”) 
IV. Extra Help (Low Income Subsidy) – What is it?  
A. Extra Help, also known as the Low- or Limited-Income Subsidy (LIS), is a Federal 
subsidy that pays some of the costs that Medicaid recipients who have Medicare (dual eligibles) 



and other low income Medicare beneficiaries would otherwise have – the monthly premiums, 
annual $265 deductible, high copayments, and the doughnut hole.  
B. There are TWO types of Extra Help.   
1. Full Extra Help 
a. Those with Medicaid or a Medicare Savings Program (MSP) are deemed eligible for Full 
Extra Help; and 
b. Others with incomes under 135% of the Federal Poverty Line (FPL) and assets 
below 3x the asset limit for SSI.   See chart App. p. 28.  They must apply for Extra Help. 
2. Partial Extra Help 
a. Those who apply whose income is between 135% and 150% FPL. 

Table 6  – 2006 Income and Asset Limits for Extra Help 

 Income Assets 

 135% FPL- 

Full 

150% FPL - 

Partial 

135% FPL 150% FPL 

 Annual Monthly Annual Monthly Some 

exclusions 
apply 

ONE $13,230 $1,103 $14,700 $1,225 $6,000 $10,000 

TWO $17,820 $1,485 $19,800 $1,650 $9,000 $20,000 

See 

http://www.health.state.ny.us/health_care/medicaid/publications/docs/gis/06ma006att1.pdf 
 

Note: These guidelines are based on the 2006 Federal Poverty Level; the 2007 levels are not 
yet available. 

 

C. Eligibility for Extra Help 
1. Deemed Eligible – Some people qualify for Extra Help without applying.  CMS sends 
them a notice of their eligibility, also explaining that they will be  auto-enrolled n a Part D plan.  
(Samples App. 35, 52). Individuals are deemed eligible who: 
a. Are entitled to benefits under Medicare Part A (hospital insurance) or enrolled in 
Medicare Part B (supplementary medical insurance) or both;  

AND 

b. Are enrolled in one of the following: 
• Supplemental Security Income (SSI) benefits (including 1619(b)), or  
• Medicaid with prescription drug coverage, or  
• Medicare Savings Plan (MSP) as Qualified Medicare Beneficiaries (QMB), Specified 
Low-Income Medicare Beneficiaries (SLMB), or Qualifying Individuals (QI).  See App. pp. 30-
37, or 
http://www.health.state.ny.us/nysdoh/mancare/omm/savingsprogram/medicaresavingsprogram.ht
m 
2. Application for Extra Help 
a. Those individuals who are not automatically deemed eligible for Extra Help may still be 
eligible based on their income and resources, but these people must submit an application to 
Social Security. 
b. Unlike the rest of the Part D program, which is administered by CMS, applications for 
the Low Income Subsidy, redeterminations, and hearings on denials are administered by the 
Social Security Administration.  Although the law requires state Medicaid programs to accept and 



process these applications, the NYS Medicaid program has not begun doing this. 
c. To be eligible for Extra Help via application, the individual must: 
i. Be entitled to benefits under Medicare Part A (hospital insurance) or enrolled in 
Medicare Part B (supplementary medical insurance) or both;  
ii. Be in a Part D or Medicare Advantage enrollment period or already enrolled with a PDP 
or MA-PD (although SSA will not deny a subsidy application solely because the individual files 
outside of an enrollment period); 
iii. Reside in one of the 50 states or the District of Columbia; 
iv. Have countable income and resources within specified limits; and 
v. File an application with SSA or with a Medicaid State Agency (but New York’s 
Medicaid offices are not accepting applications) 
3. For more information on eligibility rules for Extra Help, application procedures and 
appeals, see our separate training outline Applying for and Maintaining Extra Help with Medicare 
Part D available at http://onlineresources.wnylc.net/healthcare/docs/Extra_Help_Outline.pdf. 
V. How Much Help Is Extra Help? 
A. General 
1. The amount of help provided by Extra Help depends upon a number of factors.  See the 
table in Appendix p. 29 for a summary of the factors that determine how much a person must pay 
towards drug coverage. 
2. The following pages compare each cost component of a drug plan – premium, deductible, 
co-pays, coverage gap, and catastrophic coverage – between a basic plan with no extra help, with 
Full Extra Help, and with Partial Extra Help 
3. NOTE: All Plan Lists are for 2006, as 2007 plan information will not be available until 
mid-October. 
B. Premiums 
1. Basic Plan 
a. Those without Extra Help must pay a monthly premium.  The average premium for 
New York standalone PDPs will be $27.35/month in 2007. 
2. Full Extra Help 
a. PREMIUM – Monthly PREMIUM IS FREE for those with the Full Extra Help.  It is 
paid for by a subsidy.   However, the premium is free only if one enrolls in one of the fifteen 
basic (or “benchmark”) plans. 
b. If an extra help beneficiary opts for one of the enhanced plans, he or she must pay the 
difference between the enhanced premium and the premium subsidy amount. 
c. See the list of all of the Stand-Alone PDPs in NYS in the Part D Plan Lists and Contacts 
Appendix pp. 1-4.  The first list (pp. 1-2) is in the order of the cost of the premium to those with 
Full Extra help (Column U).  The first 15 plans have a -0- premium because the actual premium 
(Column T) is fully subsidized.  From the 16th plan on, Column U shows the premium amount 
someone with full Extra Help would pay for an “enhanced” plan. Those with Full Extra Help 
ignore Columns R - T.  
3. Partial Extra Help 
a. The Partial Extra Help premium is on an income-based sliding scale ranging from 25% 
– 75% of the basic plan premium. 
i. In the list of all Stand-Alone PDPs in NYS in the Part D Plan Lists and Contacts 
Appendix pp. 1-4.  Columns V - X show the premium amount someone with Partial Extra Help 
would pay, depending on their income.   

Table 7  – Sliding scale premium for Partial Extra Help beneficiaries 

Federal Poverty 
Level Income - Annual % of subsidy Annual premium 

Monthly 
premium 



Below 
135%(1) Up to 

$13,230 for an 
individual Up to 

$17,820 for a 

couple 

100% $  0 
per person 

$  0 
per person 

Above 135% but 
below 140% 

$13,231 to 
$13,720 for an 

individual 
 $17,821 to 

$18,480 for a 

couple 

75% $82.08 
per person 

$6.84 
per person 

Above 140% but 
below 145% 

$13,721 to 
$14,210 for an 

individual 
 $18,481 to 

$19,140 for a 

couple 

50% $164.16 
per person 

$13.68 
per person 

Above 145% but 
below 150% 

$14,211 to 
$14,700 for an 

individual $19,1
41 to $19,800 

for a couple 

25% $246.12 
per person 

$20.51 
per person 

NOTE: Assumes $27.35/mo. premium 

(1) There will be some beneficiaries who get Partial Extra Help even though their income is 
below 135% of the FPL.  This is because their assets are over the limit for Full Extra Help, 

but under the limit for Partial Extra Help.  These people will have a full premium subsidy, 
but will have the deductible and co-pays that go along with Partial (not Full) Extra Help. 

 

C. Deductible 
1. Basic plan 
a. The basic plan has a $265 deductible 
b. In other words, basic plan members must pay 100% of their own drug costs until they 
have spent $265 out-of-pocket 
2. Full Extra Help has NO deductible.  They ignore Column Y on the List of Stand-Alone 
Plans (Plan Appendix p. 1-4).  This column shows the deductible only for those without extra 
help. 
3. Partial Extra Help has a $53 deductible (or lower, if Column Y shows a lower deductible 
for those without a subsidy). 
D. Co-Payments 
1. Basic Plan 
a. After meeting the $265 deductible, basic plan members must pay 25% of drug costs as a 
co-payment until they have reached $2,400 in out-of-pocket costs.  Their plans pay the other 
75%.  Many plans charge flat tiered copayments instead of the 25%.  See AARP plan example on 
page 9.   
2. Full Extra Help 
a. The co-pays owed by Full Extra Help recipients depend upon whether they are on 
Medicaid, and where their income falls relative to the Federal Poverty Line.  The co-pays range 
from $1.00 up to $5.35 per drug.  See Table 8. 



b. NOTE – In Medicaid, if a beneficiary tells the pharmacist that she cannot afford the co-
payment, the pharmacist must give the drug anyway.  THAT IS NOT TRUE in Part D!  
Pharmacists may waive the co-payment, but are not required to.  For more on waiving co-pays, 
see page 3. 
c. Medicaid recipients pay NO co-pay in a nursing home.   
3. Partial Extra Help 
a. After meeting their $53 deductible, beneficiaries on Partial Extra Help must pay 15% of 
their drug costs as co-pays. 

Table 8  – Copayments For “Extra Help” Beneficiaries 

 Brand name drugs Generic drugs 

LEVEL 1 – < 135% FPL – 
Copayments charged until 
total drug costs reach 

$5,451.25 (including costs 

paid by drug plan), then NO 
COPAY for the rest of the 

year  

Medicaid recipients with 
income < 100% FPL  

$ 3.10 $ 1.00 

Medicaid recipients with 

income between 100% 
– 135% FPL 

$ 5.35 $ 2.15 

Non-Medicaid recipients 

with income under 
135% FPL  

$ 5.35 $ 2.15 

Medicaid recipient in a 

nursing home, even a 
brief stay 

NO COPAY NO COPAY 

LEVEL 2 – 135% – 150 % 

FPL 

15 percent after $53 

deductible.  Reduced to 
$5.35 brand name and 

$2.15 generic after total 
drug expenses, including 

amount paid by Medicare 

drug plan, reach $5,451.25 

E. Doughnut Hole (aka, “Coverage Gap”) 
1. Basic Plan 
a. In the basic plan, once members have paid $2,400 out-of-pocket on drug costs (including 
deductible and co-pays), the plan stops paying 75% of their drug costs 
b. Instead, the plan pays nothing until the member has incurred $5,451.25 in drug costs 
c. Thus, the basic plan member must pay the 100% of the next $3,051.25 in drug costs 
2. Extra Help 
a. In both types of extra help, there is no doughnut hole.  Beneficiaries continue paying the 
same co-pays shown in Table 8 above. 
F. Catastrophic Coverage 
1. Basic plan 
a. Once basic plan members make it across the coverage gap by incurring $5,451.25 in drug 



costs, their co-pays are reduced to 5% of drug cost for the rest of the year. 
2. Full Extra Help 
a. NO co-payments once one reaches $5,451.25 in drug costs. 
b. This is an important benefit for dual eligibles and others with Full Extra Help.  
Unfortunately, State DOH has not explained this fully to pharmacists, and advocates need to 
explain it to them.  The law says that there is no cost sharing (co-pays) for this group after 
reaching the annual out of pocket threshold, which is set at $3,850 for 2007.  This  does not mean 
that a dual must spend $3,850 out of pocket in co-payments before the co-pays stop.  Duals and 
others with full LIS are deemed to meet the $3,850 out of pocket threshold when their co-pay 
amounts plus the subsidy paid by CMS (through the plan) for their drugs equals $3,850.  This 
happens when they have obtained $5,451.25 of covered drugs in the year.  One CMS document 
explains this.  
http://www.cms.hhs.gov/States/Downloads/MedicarePrescriptionDrugProgram&LimitedIncomeAssistance.pdf. (page 
4). 
c. Because Full Extra Help recipients only pay co-pays until incurring $5,451.25 in covered 
drug costs, those with high monthly drug costs may only have to pay co-pays for a few months 
out of the year.  For this reason, they may be able to convince pharmacists to waive the co-pays 
until they reach that limit, secure in the knowledge that their plans will pay the full cost for the 
rest of the year. 
d. Pharmacists are allowed to waive Part D co-pays, as long as they do not advertise 
that they do it, or do it routinely.  If the customer does not have Extra Help, then the pharmacist 
may waive co-pays only after “determining that the beneficiary is financially needy or after 
failing to collect the cost-sharing amount despite reasonable efforts” 
3. Partial Extra Help 
a. Co-pays are reduced to $2.15 (for generic drugs) and $5.35 (for brand-name drugs) 
when $5,451.25 in covered drugs have been provided. 
b. For both Full and Partial Extra Help, the $5,451.25 catastrophic threshold includes both 
beneficiary co-pays and amounts paid by the plan. 
VI.  How does one qualify for Extra Help? 
A. Two groups are “deemed” eligible for Extra Help and will be automatically enrolled 
in Extra Help.  They do not need to file an Extra Help application.  
1. DUAL ELIGIBLES – those enrolled in Medicare and Medicaid.    
a. This may include people receiving only SSI and no Social Security.  The State enrolled 
about 100,000 SSI recipients in Medicare to save the state money. See endnote 3.  Ask SSI-only 
clients if they have a Medicare card.  If so, they too lost Medicaid drug coverage on January 1, 
2006.  
b. Spend-Down – This includes Medicaid recipients with a spend-down. Anyone who 
meets the spend-down in any month from August to December 2006 should be automatically 
enrolled in extra help for all of 2007.  This is true even if they were cut off Medicaid later in 
2006 or will be cut off in 2007. 
i. Anyone in the NYC Home Attendant program meets the spend-down because they are 
billed for the spend-down each month, even if they don’t pay the bill. 
ii. Anyone who receives Medicaid certified home health agency (CHHA) services meets the 
spend-down as long as the CHHA bill is submitted to Medicaid that shows they meet the spend 
down.   
iii. Anyone in the PAY-IN program meets the spend-down. 
iv. Anyone who documents to Medicaid that they meet the spend-down with any other bills 
in any month from July to December 2005.   
c. Client can ELIMINATE the spend-down by enrolling in a Supplemental Needs Trust, 
and depositing her spend-down each month into the Trust.  See How to Get Medicaid Despite 
Having ‘Excess Income’ - Using the NYSARC Supplemental Needs Trust to Eliminate the 



Spend-down for Persons who are Elderly (65+), Blind or Disabled. 
General Rules on Using Medical Expenses to Meet the Spenddown  
• Bills may be for the applicant, his/her spouse and children under 21.   
• Bills do not have to be PAID to meet the spenddown.  They only must be INCURRED, 
which means the service was rendered and billed for.   Medicaid may not require proof of 
payment 
• OLD UNPAID medical bills may be applied to meet the spenddown.  If the amount of 
the bills is more than enough to meet one month’s spenddown, the excess can be carried forward 
indefinitely.  The bills can even be six years old.  
• RECENT PAID medical bills for services provided and paid for within the 3 months 
before the month of application, and during the month of application, may be used to meet the 
spenddown in the month of application.  If the bills are not used up to meet the first month 
spenddown, then can be used to meet the spend-down for SIX months.  The six months begins 
either with the month of application, or up to 3 months before the month of application if client 
wants retroactive Medicaid.   Excess paid bills may not be carried forward further. 
• Bills PAID by EPIC or ADAP in the 3 months before the month of application, and in 
the month of application, may be used to meet the spend-down.  This is the actual amount paid by 
EPIC or ADAP, not just the client’s copayment.  See “Using ADAP, EPIC And Other Bills Paid 
By A New York State  Or Local Funded Program To Meet The Medicaid Spenddown,” posted at 
http://onlineresources.wnylc.net/healthcare/docs/UpdateEPICSpenddonw1.pdf   
See Selfhelp Medicaid spenddown outline for more info. 
http://onlineresources.wnylc.net/healthcare/docs/spendownOUTLINE.pdf��2. Those enrolled 
in a MEDICARE SAVINGS PROGRAM (MSP)   
a. In these programs, the Medicare Part B premium ($88.50 in 2006, estimated to be about 
$98.40 in 2007), and for QMB and SLIMB, some of the Medicare Part B deductibles and copays, 
is paid for by Medicaid, but you do not need Medicaid to be eligible for any of these programs. 
b. Where do you apply for a MSP program? (see App. pp.17-22)   
i. QMB (Qualified Medicare Beneficiaries) – requires a full Medicaid application and 
requires clients to go to the Medicaid office. 
Income limit: Under 100% FPL and assets $4000 single/ $6000 couple 
ii. SLMB and QI-1 use the one-page short application (copy Appendix pp.21-22)  – The 
Medicare Rights Center and other agencies, including Selfhelp, have staff who are “deputized” to 
accept applications, and forward them to the Medicaid program for quicker processing, without 
the client having to go to the Medicaid office. 
• SLMB (Specified Low Income Medicare Beneficiaries) – income under 120% FPL.  
 Assets $4000 single/ $6000 couple  
• QI-1 (Qualified Individuals) – income under 135% FPL   
 NO ASSET LIMIT 
iii. Note that to apply for Extra Help with Social Security, one’s income must be under 135% 
FPL – the same as QI-1.  However, the Social Security Extra Help application also has a very 
restrictive asset limit ($6,000 for a single, $9,000 for a couple).  Thus, QI-1 can be viewed as a 
sort of “back door” for those who are income-eligible for Extra Help, but have too much in 
savings.  As a result, there is really no reason for any New York resident to apply to Social 
Security for Full Extra Help, since these folks would be eligible for QI-1, which not only gets you 
on Extra Help, but pays your Medicare premiums too! 
Table 9  – Many Roads to Extra Help 
 
3. TIMING – When someone must be determined eligible for Medicaid or an MSP in order 
to be auto-enrolled into the full Extra Help, and for how long. 
a. 2006 



i. Anyone who was on Medicaid or an MSP in the last half of 2005 or who were 
accepted into either of these programs during 2006 should have been auto-enrolled into Full Extra 
Help effective January 1, 2006, or in the first month their Medicaid or MSP was effective, if later.     
This enrollment is effective for the full calendar year of 2006 – even if their Medicaid or MSP is 
discontinued at some point during 2006.  They should have received a letter from CMS saying 
that they are “deemed” eligible and do not have to apply for Extra Help. Sample notice in 
Appendix p. 23.   
1. REMEMBER that the subsidy by itself does nothing.  To use the subsidy, one must be 
enrolled in a Part D PDP.  So requesting that it be retroactive would do nothing unless one was 
already enrolled in a PDP.  If one enrolls in a PDP before Medicaid is accepted, she must pay the 
full Part D costs - premium, deductible, higher copays.  Once the Extra Help is approved, then the 
beneficiary may request that the Part D Plan reimburse her for the cost paid above the Extra Help 
copays.  Enrollment in a Part D plan (unlike Extra Help) cannot be retroactive. 
b. 2007 and later years - ”Re-deeming”  
   Deemed Eligibles are those who are automatically eligible for Full 
Extra Help, without applying, because they have Medicaid, a Medicare Savings Program, or SSI.  
For example, if someone had Medicaid with a spend-down for just the month of November 2005, 
they would have been deemed eligible for Full Extra Help for all of 2006. 
Redeeming is the process of determining whether someone who was deemed eligible in 2006 
will continue to be in 2007. 
i. Those who are redeemed 
A. If a person was on the list of Medicaid and MSP beneficiaries sent by New York State to 
CMS in August 2006 or later, then they will be redeemed for Full Extra Help for all of 2007. 
B. There are some people who are redeemed for 2007, but whose income has changed such 
that their co-pay level will change.  These are people who have Medicaid and were below 100% 
of the Federal Poverty Line (FPL) in 2006, but whose income has gone above 100% FPL as of 
August 2006.  Their co-pays will increase from $3 brand and $1 generic to $5.35 brand and $2.15 
generic.  These folks will get a notice from CMS (see p. A24). 
ii. Those who are not redeemed 
A. If a person lost Medicaid, MSP, or SSI by August 2006, then they will not be on the list 
of deemed eligibles sent to CMS, and will therefore lose their Extra Help beginning January 
2007. 
B. In September, these people should have received a notice letting them know that they will 
not be redeemed for 2007 (see p. A26).  The notice includes an application for Extra Help, so 
they can apply with Social Security. 
iii. Special Enrollment Period 
A. CMS has announced a new Special Enrollment Period (SEP) for those who lose Full 
or Partial Extra Help for 2007, including those who are not redeemed. 
B. They will be able to switch plans once between January 1 and March 31, 2007.   
iv. If you are not sure whether you have Extra Help call 1-800-MEDICARE to find out or 
you can now find out using the PlanFinder.     
B. WHO MUST ACTUALLY APPLY FOR EXTRA HELP?   
1. Medicare beneficiaries who are not enrolled in Medicaid and not in any of the MSPs 
must apply.  Must meet income and asset guidelines in Table 6 above.   
QUIZ -- Which of these people are automatically enrolled in Extra Help and which must apply?  
ANSWER IN ENDNOTE   
• Kate is a 68 year old widow and has Medicare and Medicaid with a spenddown of $300.  
She gets 20 hours/week of Medicaid home attendant services.  
• Henry is a 53 year old man on Social Security Disability and is enrolled in QMB. 
• Natalie and Jack are both 69 years old.  Neither has Medicaid nor are enrolled in an MSP 



program.  Their income is $33,750 a year.��2. The eligibility rules for Extra Help, application 
procedures, verification required, and procedures for appeals are all discussed in the separate 
outline, Applying for and Maintaining Extra Help for Medicare Part D.    
3. Redeterminations -- the process by which the Social Security Administration (SSA) 
decides whether those who applied and were approved for Extra Help in 2006 will continue to 
have it in 2007, and at what level.   Remember, redetermination applies only to those who applied 
to SSA for Extra Help.  Those deemed eligible are subject only to redeeming, not redetermination. 
a. There are three types of redetermination that can occur: 
i. Annual Redetermination 
A. Anyone who was approved for Extra Help after April 30, 2006 will automatically be 
approved for Extra Help for all of 2007. 
B. Those who were approved before April 30, 2006 should have received a letter from SSA 
in August asking them if their financial situation has changed since they applied.  If nothing has 
changed, they need to do nothing.  If their situation has changed, then they must return the letter, 
after which SSA should send them a form on which to detail the changes. 
C. SSA will then notify them if, based on their responses, they remain eligible for Extra 
Help.  If someone disagrees with SSA’s determination, they can appeal. 
ii. Random Redetermination  -- SSA also performs redeterminations throughout the year 
on a random sample of Extra Help recipients.  As with Annual Redeterminations, the recipient 
will get a letter asking if anything has changed, and if it hasn’t, they need do nothing. 
iii. Triggered Redetermination -- If SSA finds out either from the Extra Help recipient, 
from data-sharing with other Federal agencies, or from anyone else that the person’s situation has 
changed in certain specified ways, then it will send a redetermination form which the recipient 
must complete and return. 
A. Unlike the other types of redetermination, the recipient cannot ignore the notice if 
nothing has changed.  Failure to return the form will result in loss of Extra Help. 
iv. The table on the next page shows what kinds of changes will trigger redetermination, 
how long the recipient has to respond, when the change will be effective, and what will happen if 
the form isn’t returned. 
4. Aid Continuing and Appeal 
a. If SSA decides to change a recipient’s Extra Help, it must send a notice of proposed 
action, stating the effective date and appeal rights. 
b. The individual has the right to continue receiving Extra Help at the previously established 
level until there is a decision on their appeal if the appeal is filed within 10 days after receipt of 
the notice. 
c. Thus it is very important to file an appeal immediately if you lose Extra Help on a 
redetermination. 
For more information about redeterminations and how to appeal them, see our training outline on 
Extra Help, available at: http://onlineresources.wnylc.net/healthcare/docs/Extra_Help_Outline.pdf 
Those who lose Full or Partial Extra Help for 2007 will be eligible for a Special Enrollment 
Period, from January through March, to switch to a different plan.  See p. 25. 
Table 10 – Changes in Situation for Redetermination 
Changed Situation�Must Return Redetermination Form Within:�Effective Date of Change in Subsidy�If 

Redetermination Form is Not Returned, Subsidy Will Be Terminated:��“Subsidy-Changing Events” 

(SCEs): 

• You marry 

• You and your spouse, who lives with you, divorce 

• Your spouse, who lives with you, dies 

• You and your spouse separate, unless the separation is a temporary absence 

• You and your spouse resume living together after having been separated 

• You and your spouse, who lives with you, have your marriage annulled�90 



Days�The month following the month of your report�The month following the 

expiration of the 90-day return period. 
Within 90-day period, you may request an extension up to 30 days��“Other Events”: 

• You (or your spouse, who lives with you, if applicable) expect your estimated 

annual income to increase or decrease in the next calendar year 

• You (or your spouse, who lives with you, if applicable) expect your resources 

to increase or decrease in the next calendar year 

• Your family size has changed or will change 

• Any other change other than an SCE�30 Days 

However, SSA will postpone redetermination based on reports of “other events” until 
the annual redetermination at the end of the year (between August and 

December)�January of the next year�January of the next year��Note on 

terminology: “Other Events” can also result in a change in subsidy. 

Part III –  Enrolling in and Using a Drug Plan 
Remember that there are two types of enrollment: enrollment in a drug plan, and enrollment in the Low-
Income Subsidy (LIS or “extra help”).   This section is just about enrolling in a drug plan.  
VII. Enrollment Periods 
A. Initial Enrollment Period (IEP) –  
1. Medicare Eligibility before February 2006 
a. There was a one-time-only general IEP for the roll-out of the Part D Program that ran 
from November 15, 2005 to May 15, 2006.  During that time, all those who became eligible for 
Medicare before February 2006 could enroll in a PDP or MA-PD. 
2. Medicare Eligibility after February 2006 (and in 2007 and in later years) 
a. Those who first become eligible for Medicare Part A or B in or after March 2006 have an 
Initial Enrollment Period identical to the Initial Enrollment Period for Part B. They have a 7-
month period to enroll in a drug plan.  The period begins 3 months before and ends 3 months 
after the month of either (a) their 65th birthday, or (b) the month they begin to receive Medicare 
based on disability.   This continues to apply in 2007 and later.   
B. Annual Coordinated Election Period (ACEP) 
1. After May 15, 2006, no one who was already on Medicare before March 1, 2006 may 
enroll in a drug plan until the Annual Coordinated Enrollment Period (ACEP) which is from 
November 15 - December 31, 2006.   For 2007, enrollment period is just 6 weeks, not 6 months 
as in 2006.  
2. Because these folks didn’t take Part D when they were first eligible, they will have to pay 
a penalty, added to their monthly Part D premium, when they do enroll, unless an exception 
applies.  See VII.G below. 
C. Special Enrollment Periods (SEPs) – These people can enroll, disenroll, or change 
plans once outside of the ACEP and IEP - these applied in 2006 and will apply in 2007 and later 
years.  Some new ones have been added.   
1. People who involuntarily lose creditable coverage, or who were inadequately informed 
that they lacked creditable coverage  See Appendix p. 44. 
2. People whose non-enrollment in a Part D plan is the result of the error of a Federal 
employee, 
3. Dual eligibles and MSP participants have a perpetual SEP that allows them to change 
plans once a month.  Those who lose their dual eligible status have a three-month SEP to change 
plans. 
4. People who want to disenroll from a MA-PD plan and switch to “original Medicare” 
plus a standalone PDP 
5. Those whose PDP ceases operating in their area or whose contract is terminated by the 
PDP or CMS 
6. People who move outside the coverage area of their PDP can change plans once during 



an SEP that runs from one month before the month of their move to two months after the 
month of their move. 
7. People whose PDP substantially violated a material provision of its contract, such as 
by failing to provide benefits on a timely basis or in accordance with applicable quality standards, 
or by materially misrepresenting the plan's provisions in marketing the plan to the person. 
8. People who “meet other exceptional circumstances as CMS may provide.”  These 
currently include: 
a. “[F]or individuals enrolling in employer group/union-sponsored Part D plans . . . to 
disenroll from a Part D plan to take employer/union-sponsored coverage of any kind, and for 
individuals disenrolling from employer/union-sponsored coverage to enroll in a Part D plan.”  
i. CMS has orally confirmed that COBRA coverage is considered employer-sponsored 
coverage for purposes of this SEP.  Thus, those who leave their job but cannot afford to pay the 
high COBRA premiums will be able to enroll in Part D upon losing their COBRA coverage. 
b. Individuals who disenroll in connection with a CMS sanction against their PDP 
c. Individuals enrolled in “cost plans” that are not renewing their contracts 
d. Individuals have an SEP at any time to switch from Part D to PACE (Program of All-
inclusive Care for the Elderly), and a 2-month SEP to switch from PACE to Part D 
e. Anyone who moves into, resides in, or moves out of a variety of institutional settings, 
including Skilled Nursing Facilities and Nursing Facilities.  The SEP upon moving out is for 2 
months. 
f. Individuals whose Medicare determination is made retroactively receive an SEP that 
runs 2 months from the notice of retroactive eligibility 
g. “An SEP will be provided to individuals who are not eligible for premium free Part A and 
enroll in Part B during the General Enrollment Period for Part B (January – March).”  The SEP 
will run from April through June. 
h. People who are eligible for Extra Help (but are not dual eligibles), and are thus subject to 
Facilitated Enrollment (see IX.B below), receive an SEP running from the effective date of the 
facilitated enrollment through to December 31st of the year 
i. SEP65 – Those who enroll in Medicare Advantage (MA-PD) upon turning 65 may 
switch to “Original Medicare” plus PDP within 12 months of the effective date of their MA 
coverage. 
j. Individuals who become eligible for Extra Help because they successfully apply with 
Social Security, or because they become eligible for SSI, have an SEP that runs from their 
notification of their Extra Help status, or the effective date of their facilitated enrollment 
(whichever comes first), until they enroll in a plan.  They can only use this SEP to enroll in Part D 
for the first time; if they already have a plan when they qualify for Extra Help, then they cannot 
use this SEP to change plans.  See Appendix p.35. 
k. Individuals enrolled in a State Pharmaceutical Assistance Program (SPAP), such as 
EPIC or ADAP, have an SEP to make one enrollment choice by the end of the calendar year.  
This also lets those who are intelligently auto-assigned to a plan by EPIC to change to a different 
plan once before the end of the calendar year. 
l. NEW -- Those who lose Full or Partial Extra Help for 2007, including those who are 
not redeemed, will be able to switch plans once between January 1 and March 31, 2007. 
m. For a convenient explanation of all of the SEPs, see the separate handout created by 
Medicare Rights Center, “Your right to enroll in or switch Medicare private drug plans”. 
D. Open Enrollment Period – from January 1, 2006 – June 30, 2006, a person could do any 
one of the following once: 
1. Enroll in a Medicare Advantage plan (including MA-PD) when first eligible for Medicare 
A & B; 
2. Switch from one MA-PD to another MA-PD; 
3. Switch from MA-PD to “Original Medicare” plus a PDP; 



4. Switch from a Medicare Advantage plan without drug coverage to another Medicare 
Advantage plan without drug coverage; or 
5. Switch from a Medicare Advantage plan without drug coverage to “Original Medicare,” 
but cannot add a PDP or MA-PD 
6. For more on OEP, see Appendix p. 45. 
E. Changing Plans 
1. Those who become eligible for Medicare from March 2006 onward have a 7-month 
Initial Enrollment Period surrounding their date of eligibility (see VII.A.2.a above).  Thus, 
these people can make their initial enrollment into a plan up to 3 months after their month of 
eligibility.  However, they can only use this period for their initial enrollment; if they want to 
change plans, they had to do it by 5/15/06 or else wait for the next ACEP from 11/15/06-
12/31/06. 
a. EXAMPLE 1: Joe became eligible for Medicare in 1995.  He can use the Initial 
Enrollment Period to enroll in a Part D plan until 5/15/06.  He can also use the Annual 
Coordinated Election Period to change his plan once before 5/15/06. 
b. EXAMPLE 2: Lourdes became eligible for Medicare in March 2006.  She can use her 
Initial Enrollment Period to enroll in a Part D plan as late as June 30, 2006.  HOWEVER, if she 
waits until then to enroll, she won’t be able to change plans until the ACEP from 11/15/06-
12/31/06. 
2. Annual Coordinated Election Period will be only 6 weeks - from 11/15/06 - 12/31/06, etc.  
As in 2006, people get to make one enrollment choice during this time.  They may not change 
plans again during that time.   
3. Special Enrollment Periods 
a. As noted at VII.C above, those entitled to Special Enrollment Periods may generally 
change plans during their SEP, unless indicated otherwise. 
b. See chart on Appendix p.44. 
4. Those who enroll in Medicare Advantage in 2006 upon first becoming eligible for 
Medicare (turning 65 or after 2 years of disability) may change their Medicare Advantage 
enrollment (in the ways allowed during the Open Enrollment Period, see VII.D above) once 
within six months of eligibility for Medicare, or by December 31 (whichever is earlier). 
F. The Open Enrollment Period for Medicare Advantage is shorter in 2007 than in 2006: 
from January 1 to March 31.  In addition, people can make the following additional enrollment 
changes that they could not make in the 2006 OEP: 
1. Switch from “Original Medicare” plus PDP to an MA-PD or   
2. Switch from “Original Medicare” without a PDP to a Medicare Advantage plan without 
drug coverage 
G. LOCK-IN  -- Those who are eligible to change their plans during the Open Enrollment 
Period or one of the Special Enrollment Periods may make another change.  Everyone else is 
locked into their plan for the rest of the year, and may only change plans at the next ACEP from 
November 15 to December 31 every year, with the change effective Jan. 1st of the next year. 
1. Those who enroll in Medicare Advantage in 2007 upon first becoming eligible for 
Medicare (turning 65 or after 2 years of disability) may change their Medicare Advantage 
enrollment (in the ways allowed during the Open Enrollment Period, see VII.D above) once 
within three months of eligibility for Medicare, or by December 31 (whichever is earlier). 
G. How does someone enroll in or switch their Part D plan? 
1. Call 1-800-MEDICARE 
2. Use the Plan Finder website 
3. Call the plan or use the plan’s website 
This option is likely to have the least delay in processing. 
H. When is the enrollment effective? 
1. All enrollments or plan changes made during the Annual Coordinated Election Period 



(ACEP) – between November 15 and December 31 – will be have an effective date of January 1, 
2007. 
2. However, CMS has warned that, due to data processing lag, those who enroll after 
December 8 may find that their new plan does not work at the pharmacy on New Year’s Day. 
3. Accordingly, it is best to make any changes to Part D enrollment by December 8. 
I. Automatic deduction of the premium 
1. A plan may offer to deduct automatically a member’s premium from his Social Security 
check each month. This is similar to the way in which many people have their Part B premiums 
deducted. 
2. This seems convenient for people who don’t want another monthly bill; however, due to 
the many problems with this feature in 2006, CMS has recommended that people not activate the 
deduction from their Social Security checks. 
a. Best option: Your client can set up an auto-debit from his checking account or an 
automatic monthly charge to his credit card.  
b. Alternately, the client can opt to receive a book of premium coupons, which the client 
must send in each month along with a check for the premium. 
J. Notices to watch out for 
1. Late October: the Medicare & You 2007 handbook 
2. By October 31: an Annual Notice of Change (ANOC) from the current plan – detailing 
any changes in the 2007 premium and copayments, summary of benefits, formulary, and 
applicable reassignment procedures, if any (i.e. if the plan’s premium is above $26.45, what will 
happen to dual eligibles) 
a. This notice is not tailored to the individual plan member; each person who receives it 
must figure out his status on a chart to determine which plan changes affects him. 
b. This will be very confusing to many people! 
Note: Many AARP/United Healthcare members have not received ANOCs. CMS has stated that 
all members should receive their ANOCs by the end of November. 
See Model ANOC on p. A-9. 
 
Table 11 – Enrollment Timeline 
2005�2006��Nov�Dec�Jan�Feb�Mar�Apr�May�Jun�Jul�Aug�Sep�Oct�Nov�Dec�

�Initial Enrollment Period(1)������������Open Enrollment 
Period(2)���������������Special Enrollment 

Periods(3)���������������ACEP(4)�� 
2006�2007��Nov�Dec�Jan�Feb�Mar�Apr�May�Jun�Jul�Aug�Sep�Oct�Nov�Dec�

���Open Enrollment Period(5)�����������Special Enrollment 

Periods(3)���ACEP(4)������������ACEP(4)��(1) For those who become eligible for 
Medicare before March 1, 2006.  Coverage began January 1, 2006.  See VII.A above. 
(2) Only enrollment changes for Medicare Advantage plans: enroll in MA when first Medicare-eligible, 
MA  Medicare, MA  MA, MAPD  Medicare + PDP, and MA-PD  MA-PD.  See VII.D above. 
(3) See VII.C above for which individuals have SEPs, when, and for how long. 
(4) Annual Coordinated Election Period.  See VII.E above. 
(5) Only enrollment changes for Medicare Advantage plans: enroll in MA when first Medicare-eligible, 
MA  Medicare, Medicare  MA, MA  MA, MAPD  Medicare + PDP, Medicare + PDP  MAPD, and MAPD  MAPD.  
See VII.F above. 
VIII. Late Enrollment Penalty (LEP) 
A. What is the Late Enrollment Penalty? 
1. Although the Part D prescription drug benefit is supposedly “voluntary,” there is a 
penalty for not enrolling in it as soon as you’re eligible.  A Part D-eligible person is subject to the 
penalty when s/he waits more than 63 days after losing creditable coverage to enroll in Part D.  
The penalty is added to the person’s Part D monthly premium for as long as the person stays on 
Part D.  There are some exceptions.  
a. This includes those who were eligible for Part D by May 2006 and didn’t sign up, even 



though they didn’t have any creditable coverage to lose. 
B. Creditable Coverage 
1. There is NO penalty for delay (up to 63 days) as long as you drug coverage that is 
“actuarially equivalent” to Medicare basic drug coverage.  This is drug coverage that is as good 
as or better than the standard basic Part D benefit.  The only way to know whether drug coverage 
is creditable is to get a written notice from the insurer. 
2. NOTICE – Employers, unions, Medigap and other health insurers were required to send 
notices to their members (employees, retirees, etc.) before November 14, 2005 as to whether or 
not their coverage is considered “creditable” by Medicare.  See samples at App. 64-73 and model 
notices at http://www.cms.hhs.gov/medicarereform/CCguidances.asp. 
3. Once you lose “creditable coverage,” you have 63 days to sign up for Part D.  If you do 
this, there will be no penalty when you do join. 
4. Which coverage is “creditable?”   
a. VA coverage and Tricare (military) coverage is creditable. 
b. EPIC coverage is creditable.  If someone loses EPIC because they move out of NYS or if 
their income increases, they must enroll in a Part D plan within 63 days after losing EPIC to 
avoid a penalty.  See more about EPIC in Section X.B below. 
c. ADAP, unfortunately, does not count as “creditable” coverage.   
d. Medigap policies H, I, and J, which cover some prescription drug costs, are not 
creditable.  Some old Medigap policies bought before 1992 may be creditable.  See more in 
Section X.C below. 
e. Employer, retiree, union, and other health insurance may or may not be creditable.  It 
has to be pretty bad to NOT be as good as Part D!  
5. WARNING ABOUT RETIREE BENEFITS:  Retirees who receive notice that their 
retiree coverage is creditable do not have to join a Part D plan to avoid a penalty.  But what if 
they join one anyway – perhaps they are confused, or fall prey to aggressive marketing?  
Medicaid recipients with retiree coverage have a particular problem because they are auto-
enrolled in Part D.  See page 36.  
a. They risk losing their entire retirement health package, not just their drug coverage.  This 
is because their employer or union is probably receiving a government subsidy for the drug costs, 
through the new drug program.  The law says that no employer or union may receive this subsidy 
for any member or dependent who is enrolled in Part D.  Rather than lose the subsidy, many 
employers or unions may terminate their health coverage for their member or their dependents.  
Since most retiree coverage comes in a package, they may terminate ALL health coverage, not 
just the prescription drug benefits. 
b. CMS has requested that employers and unions take less drastic action than cutting off all 
retiree coverage, but it is just a request.  
c. People should NOT sign up for Part D if they or their spouse has “creditable” retiree 
coverage without talking to a lawyer or verifying that the retiree plan will not cut off their or their 
dependent’s health coverage.    
i. If a retiree whose employer receives a subsidy for their drug coverage  tries to enroll in a 
PDP or MA-PD, s/he is supposed to receive a warning letter about the effect on their retiree 
coverage, with a chance to cancel the enrollment before it takes effect.  When enrollment first 
started in Nov. 2005, they were not being sent, and we don’t know if that has improved.   
d. The creditable coverage notices can be vague and confusing.  See the sample notices in 
the Appendix at pp.64-69. 
C. How much is the penalty? 
1. Your monthly premium is increased by 1% of the current year’s national average 
premium per month of delay.  The national average premium for 2006 was $32.20; for 2007, it 
will be $27.35.  You will have to pay this penalty for as long as you’re enrolled in Part D.  The 
amount of the premium changes each year based upon changes in the national average premium. 



2. Someone who has Full Extra Help but delays enrollment in a drug plan only pays 20% of 
the enrollment penalty for the first 60 months of their enrollment.  After that, there is no more 
penalty.   In addition, CMS decided to waive the penalty for those with Full Extra Help in 2006. 
D. EXAMPLES 
1. Mike is retired and has prescription drug coverage from his union. On November 14, 
2005, his union sent him a letter saying that his drug coverage is not creditable.  If he didn’t not 
sign up for Part D during the Initial Enrollment Period – by May 15, 2006 – he must wait until 
Nov. 15, 2006.  If he enrolls in November 2006, his coverage won’t be effective until January 
2007.  He will be penalized with a higher premium of 7% = 7 mos. x 1%.  The 1% is calculated 
on the national average premium for the current year (not the year of delay).  Thus, for 2007, 
Mike’s LEP will be $1.91 (7% x 2007 average premium of $27.35).  However, his LEP will 
change in each subsequent year based upon that year’s national average premium.  He will have 
to pay this penalty for as long as he stays on Part D. 
2. NOTE: Because of the addition of several SEPs in 2006, there is no situation in which a 
beneficiary could be eligible for Extra Help and face a Late Enrollment Penalty.  Those with 
Medicaid or MSP have a perpetual SEP every month, and those who successfully apply for Extra 
Help have an SEP that lasts until they join a plan. 
IX. Automatic Enrollment for Dual Eligibles (Medicaid) & MSP 
A. MEDICAID – In late October 2005, CMS began sending all dual eligibles a YELLOW 
LETTER telling them which plan they will be auto-enrolled if they do not choose their own plan.   
The form notice is in the Appendix p. 56  and is posted at 
http://www.cms.hhs.gov/States/Downloads/AutoEnrollmentNotice.pdf.   
1. NEW MEDICAID RECIPIENTS – People who first get Medicaid in January 2006 or 
later will receive this yellow letter about two  months after they are found eligible for Medicaid.   
Once each month, the state sends the data of who is on Medicaid to CMS, which then codes them 
as a “dual eligible,” triggering enrollment into Extra Help and also into a plan.  A client accepted 
by Medicaid late in the month may not be reported to CMS until the following month, causing 
another month delay. 
a. Medicaid recipients MAY enroll on their own, and not wait for the auto-assignment.  If 
they do enroll on their own, this enrollment should trump the auto-assignment, though there are 
often glitches.    
b. It may be better NOT to enroll on their own before the auto-assignment, because 
Medicaid will still cover all of their prescriptions from the time the Medicaid card is issued until 
the auto-assignment by CMS is effective. This could be a few months - one time when delay is a 
good thing.  
i. Medicaid may be retroactive for up to 3 calendar months before the month of application, 
if the client requested this and was eligible.  This means that once Medicaid is approved, a 
pharmacy could bill Medicaid for unpaid prescription costs incurred during that retroactive 
period.  Also, Medicaid will reimburse the client, as it always has, for out of pocket prescription 
drug expenses paid in the month of application and until the client receives her Medicaid card, 
and also during the 3-month retroactive period before the application.  If the client enrolled in a 
Part D plan during this time, she would not have Extra Help and would have to pay the 
unsubsidized costs.   
ii. On the other hand, we should be proactive and enroll the client in the best plan for them, 
not the one randomly assigned.   So timing is the goal - to enroll someone effective the same 
month as the auto-assignment, not before.    
2. This automatic assignment is RANDOM. In 2006, the assignment was to one of 15 
“benchmark” basic plans. In 2007, the assignment is to one of 13 benchmark plans on page 3 of 
Plan List at http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf  The assignment takes 
no account of the individual’s actual needs - whether the plan covers their medications or 
includes their local pharmacies.   



3. The 13 plans are those that have a premium below the state’s 2007 “benchmark” of 
$24.45 AND which are also “basic” plans (2007 benchmark is down from 2006 benchmark of 
$29.83).  Note on the general PDP plan list (Plan List 
http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf pp. 1-2)  
a. There are 2 plans, outside of the 13, with premiums below the benchmark.  These plans 
are supposedly “enhanced” with benefits above the “basic” plan, so that Medicaid recipients 
would have to pay part of the premium that is not subsidized.  For example, the American 
Progressive Prescription Pathway Gold Plan Reg 3 (2007) has a premium of $21.30, below the 
$24.45 benchmark.  Nevertheless, a Medicaid recipient must pay ?? a month if she wants to join 
this plan.  Medicaid recipients can enroll in other “enhanced” plans, but will have to pay.   
4. The only beneficiaries not assigned randomly are those already enrolled in Medicare 
Advantage (MA) (a/k/a Medicare HMO).  They will be assigned to the Medicare Advantage 
plan’s drug plan (MA-PD).  See tables on pp. 5-8 of the Plan Lists and Contacts appendix.   
a. Warning:  Not all MA plans have an MA-PD whose premium is below the benchmark.  
Some Medicaid recipients have been assigned to an MA-PD for which they have to pay a partial 
premium.  This should be reported to CMS and the recipient should be able to change plans.      
5. The yellow notice tells Medicaid recipients that if they don’t want Medicare drug 
coverage, they can refuse to join.   THIS IS WRONG!!   
http://www.cms.hhs.gov/States/Downloads/AutoEnrollmentNotice.pdf   
A Medicaid recipient who refuses to join (1) will not get any drug coverage and (2) risks having 
their Medicaid terminated altogether, with some exceptions explained below.  App. p. 52, last par. 
6. If the plan they were auto-enrolled in is not the best for them, dual-eligibles can 
AND MUST enroll in a different plan.   If they enroll in a different plan before the effective 
date of the auto-assignment, it will cancel the automatic random assignment.   If they don’t 
change plans until after the auto-assigned plan is in effect, they may change plans once a month.  
The  change won’t be effective till the following month, so they are stuck for a few days or a few 
weeks.   
a. WARNING - There have been lots of glitches with changes in enrollment not taking 
effect on time, so that beneficiaries are stuck in the wrong plan for an extra month, or are even in 
two plans.  Also, when dual eligible switches plans, their “Extra Help” status doesn’t always 
change with them.   You need to monitor this.   
B. FACILITATED ENROLLMENT – Auto-Enrollment of people with Full or Partial 
Extra Help, who are NOT on Medicaid.    
1.  The only people who were automatically enrolled in a plan as of Jan. 1, 2006 were 
Medicaid recipients.  People who have Full or Partial “Extra Help” other than Medicaid 
recipients, if they have not enrolled in a plan themselves by late March 2006, will be 
automatically assigned to a plan, to be effective May 1, 2006.  These are people in an MSP and 
those who applied for Extra Help independently.   
a. The plan will generally be picked by CMS at random, some two exceptions: 
i. Beneficiaries already enrolled in Medicare Advantage will be assigned to the HMO’s 
drug plan (MA-PD). 
ii. Beneficiaries with Full Extra Help who are enrolled in EPIC will be assigned to a plan 
by EPIC, instead of CMS, through an “intelligent” selection process.  EPIC will choose a plan 
based on the EPIC member’s past prescription drug use and based on the pharmacy(ies) they use.    
b. A GREEN LETTER will be mailed by CMS to those who are not in EPIC or an MA-PD 
in the first week of April 2006 telling them what plan they are assigned to.  They had about two 
weeks to pick and enroll in a better plan for them, before the auto-assigned plan became effective 
on May 1st.  The letter included the list of 15 plans which have no premium for people with Full 
Extra Help.  Appendix p. 25.  
i. EPIC enrollees received their letter around the same time.  It was on PINK paper, and can 
be found in Appendix p. 48.  It shows how EPIC selected the plan based on the individual’s past 



drug usage and preferred pharmacy.   
ii. EXCEPTION for PEOPLE WITH RETIREE HEALTH COVERAGE – Some people 
who would normally have been auto-assigned to a plan in April were NOT auto-assigned.  CMS 
has identified people who have “creditable” retiree prescription drug coverage through their or 
their spouses’ former employment or union, where the employer or union is receiving a federal 
subsidy for this coverage.  To avoid problems that happened with Medicaid recipients who risk 
losing their retiree health coverage (see VIII.B.5 above), CMS should not have auto-assigned 
them to a Part D plan.    
A. TIP – Expect glitches.  Ask every client who receives this notice if they or their spouse or 
partner has retiree prescription drug coverage.  If they do, verify whether that coverage will be 
terminated if they join Part D.  If so, and if they want to avoid this, they can dis-enroll from the 
auto-assigned Part D plan by calling the plan they were assigned to.   
C. Changing plans for those with Extra help  
1. Dual Eligibles and People in an MSP may change plans once a month – 
a. Medicaid and MSP recipients may change plans once  a month, effective the first of the 
next month.  This is called a “Special Enrollment Period.”  See VII.C above. 
b. Those who separately applied for Extra Help have a new “Special Enrollment Period” – 
After May 15, 2006, when those who do not have Extra Help may not change plans except in rare 
circumstances,  this group may change plans once before the next annual enrollment period 
(November 15 to Dec. 31, 2006).  If a person enrolled in a plan on their own, and then disenrolled 
from it before being “facilitated” enrolled by CMS in April 2006, that person would be able to 
use the SEP to make a single change later.   
D. Reassignment  -- One of the big changes in 2007 is that some plans that were available 
in 2006 are leaving the Part D program, and others are increasing their monthly premiums.  So 
what happens if your plan is going out of business in 2007?  And if you are currently paying no 
premium for Part D because you have Full Extra Help, will you have to start paying a premium in 
2007? 
1. How does Reassignment work?  To address this situation, CMS is reassigning certain 
categories of people into new plans for 2007.  In general, here’s how it works. 
2. CMS will reassign only those 2006 PDP members: 
• Who had Full Extra Help in 2006, because  they are a: 
o Dual Eligible (Medicare + Medicaid); 
o Medicare Savings Program (QMB, SLMB, or QI-1); or 
o Applied to SSA and accepted for Full Extra Help (not Partial Extra Help); 

Who continue to be eligible for Full Extra Help in 2007; 

Who were auto-enrolled or facilitated-enrolled into their 2006 plan by CMS; 

Who did not affirmatively choose or switch their plan; AND 

Whose 2006 plan will either: 

• Terminate in 2007, or 
• Increase its premium in 2007 to more than $26.45 
3. Those who satisfy the above criteria will be reassigned as follows: 

If the same company that offered their 2006 plan has a Basic plan in 2007 with a 

premium less than $26.45, the company will reassign them to that plan.  If the company has more 
than one such plan in 2007, it will randomly choose one. 

If the company that offered their 2006 plan does not have a Basic plan in 2007 with a 

premium less than $26.45, then CMS will randomly assign them to such a plan available in their 
region offered by a different company. 
4. By way of example, note that CMS will not reassign the following people: 



Someone whose plan terminates in 2007, but who has only Partial Extra Help, or who 

loses Full Extra Help, or who never had Extra Help; 
Someone whose plan increases its premium in 2007, but who has Partial Extra Help, or 

who loses Full Extra Help, or who never had Extra Help; 
Someone with Full Extra Help whose plan terminates or increases its premium in 2007, 

but who selected their own plan instead of being auto-assigned; 
Someone in a Medicare Advantage plan; 

Someone who was auto-enrolled in their 2006 plan by EPIC (however, EPIC is working 

on a plan to reassign them). 
NOTE:  Although the above criteria explain how reassignment works in general, it fortunately 
much simpler in practice.  Only members of 8 plans need to be reassigned at all, and of those, 7 
have a plan within the same company to reassign them to.  Thus, only members of one plan – 
SilverScript – are subject to random reassignment.  See 2006-2007 Plan Comparison on p. A18. 
5. Blue Reassignment Notice  -- All of those who satisfy the criteria for reassignment 
will receive a notice on blue paper in early November, notifying them that they will have to start 
paying a premium if they stay in their 2006 plan.  See p. A20.  The notice gives them three 
options: 
i. Allow CMS to reassign them to the plan indicated in the notice; 
ii. Stay in their 2006 plan and start paying a premium (which will be the difference between 
the Extra Help subsidy and the plan’s 2007 premium); 
iii. Select a new PDP for themselves. 
The notice then lists the 13 benchmark plans for 2007.  Please be aware that there are three 
additional unlisted plans that recipients of Full Extra Help may enroll in with no premium.  These 
“de minimis plans” are: 
i. First Health Premier (S5569 -003); 
iv. Health Net Orange Option 1 (S5678 -003); and 
v. Community Care Rx BASIC (S5803 -072) 
NOTE:  There are technically two sub-types of plans that those with Full Extra Help will have 
free premiums for: benchmark and de minimis. 
Benchmark – this means that the plan is both a “basic” plan (doesn’t offer any enhanced 
coverage), and that the premium is below the 2007 benchmark amount of $24.45. 
De Minimis – this phrase is Latin for “less than $2.00 over the benchmark amount.”  In other 
words, the premium is under $26.45. 
For most purposes, this distinction is unimportant: 
• Those with Full Extra Help who are in plans that will become de minimis in 2007 may 
stay in them, with no premium liability. 
• Those with Full Extra Help who need to be reassigned may be reassigned into either 
benchmark or de minimis plans in 2007, with no premium liability. 
• Those who are newly eligible for Part D and/or Full Extra Help in 2007 may 
affirmatively choose to join either a benchmark or de minimis plan, with no premium liability. 
HOWEVER, those who are newly eligible for Part D and/or Full Extra Help in 2007 will be 
AUTO-ENROLLED by CMS into only benchmark plans in 2007.  They are free to switch to 
a de minimis plan, with no premium liability, but if they do nothing, they will be auto-enrolled 
into a benchmark plan. 
6. Timeline of Reassignment 
a. November 20-December 8: Plans may submit new enrollments to CMS for re-assignees 
who have chosen to remain with their 2006 plan. 
b. Late November: CMS re-assignments will be processed and will appear on Plan Finder 
in early December. If a client affirmatively chooses a plan before or after the CMS re-assignment, 



his choice should trump the re-assignment.  
c. December 1 (or 7 days after the re-assignment confirmation from CMS to plans): Plans 
send enrollment confirmation to re-assignees. 
d. Mid-December: Plans receive confirmation from CMS for rollovers and terminated 
enrollments. 
e. January 1, 2007: Effective date of plan reassignments. 
7. Damage Control 
a. Reassigned plan may not cover same drugs 
i. As with the auto- and facilitated-enrollments that CMS conducted last year for dual 
eligibles and Extra Help recipients, the 2007 reassignments will not match people to plans that 
cover their drugs.  Those who are subject to reassignment will have to determine whether their 
new plan will cover their drugs, and with what restrictions. 
ii. If someone is reassigned to another plan offered by the same company, it is somewhat 
more likely that their formulary will be the same, but you still need to check to be sure. 
iii. Everyone who receives a blue notice needs to go on Plan Finder to determine whether 
their new plan covers their drugs, and if not, to find a new plan that does. 
b. What happens to all of the people whose 2006 plan terminates, but who are not 
reassigned by CMS? 
i. They will get an Annual Notice Of Change (ANOC) from their 2006 plan notifying 
them that it is terminating, and that they have to select a new plan.  See Model ANOC at p. A9. 
ii. If they do nothing, they will lose drug coverage for 2007, and will not be able to get it 
back until November 15, 2007. 
iii. In New York, only three 2006 plans are terminating in 2007: 
• Prescription Pathway Silver Plan Reg 3 (S5825 -073); 
• WellCare Premier (S5967 -106); 
• United HealthRx (S5805 -005) 
iv. Members of these plans must be extra vigilant to avoid losing coverage! 
c. What happens to all of the people whose 2006 plan increases its premium in 2007, but 
who are not reassigned by CMS? 
i. As with everyone else, they will get an ANOC from their 2006 plan notifying them of the 
change in premium. 
ii. If they do nothing, they will remain in their 2006 plan in 2007, and will be responsible 
for any increased premium. 
iii. Those with Partial Extra Help will be responsible for their percentage of that portion of 
the premium that constitutes Basic coverage (0%, 25%, 50%, or 75%, depending upon their 
income), PLUS the difference between the plan’s 2007 premium and the Basic amount. 
iv. There are 21 plans whose premiums are increasing in 2007.  See the table of 2007 PDPs  
http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf  
v. Again, those whose plans will become more expensive in 2007 should go to Plan Finder 
and see if there is a better plan for them. 
Table 12 – Automatic vs. facilitated auto-enrollment 
�Automatic enrollment�Facilitated enrollment��Who? 

Medicaid recipients 

Medicare Savings Program enrollees and those who separately applied for Extra 
Help��When will they get notice of the plan they will be   assigned to?�Oct - Nov 

2005 for people on Medicaid then.  For new Medicaid recipients after 1/06, about 2 

months after they are accepted on Medicaid �Early April 2006, effective May 1, 
2006��Color of letter�YELLOW�GREEN��Basis of assignment �Random except 

people in a Medicare Advantage plan assigned to that plan’s MA-PD�Random except 
for (1) EPIC enrollees and (2) people in a Medicare Advantage plan assigned to that 

plan’s MA-PD��Deadline to choose  an alternate plan before auto-enrollment takes 



effect�For new Medicaid recipients  - before the effective date of the auto-

assignment the month after they receive the letter�May 1, 2006.��When is auto-
enrollment effective if beneficiary doesn’t pick another plan?�The first of the month 

following the month they receive the yellow notice �May 1, 2006.��How often can 

the beneficiary change plans?�Monthly, effective the first of the following 
month.�MSP enrollees may change monthly.  Others in LIS may change plans just 

once after May 15, 2006. After that, must wait until Nov. 15, 2006 ��X. How 
Part D works with Medicaid, EPIC and other Insurance Coverage  
A. Medicaid  -  
1. Only those with Medicare - “dual eligibles” are affected.   Medicaid will continue to 
pay for ALL drugs for recipients who do not have Medicare.  This includes: 
a. People under age 65 who are in the first 2 years of receiving Social Security disability, 
and  
b. people who have only SSI, not Social Security, if the state has not enrolled them in 
Medicare - many immigrants   
2. WHEN DOES SOMEONE BECOME A DUAL ELIGIBLE?  A Medicare beneficiary 
who applies for Medicaid is not officially a “dual eligible” for this purpose until: 
a. she has been determined eligible for Medicaid AND 
b. CMS has coded the person as a “dual” based on data transmitted by the State Dept of 
Health AND  
c. CMS has enrolled the person into a Part D plan specified in the “yellow letter” and that 
enrollment is effective. 
d. Until that time, which is around 2 months after the person was accepted as eligible by 
Medicaid, Medicaid will pay for her prescription drugs.  See Section IX above.   
3. Medicaid “wrap around”  
a. Excluded Drugs – Medicaid will continue to pay for drugs “excluded” from the 
Medicare basic drug benefit (see Appendix pp.  4-8) AND for all other medical services as 
before.    
b. Non-Formulary and Utilization Management 
i. Due to the emergency caused by the initial glitches in Part D implementation, New York 
State decided to allow pharmacists to continue to bill Medicaid for drugs that should have been 
covered by duals’ auto-assigned Part D plans, but were not for some reason.  The reasons 
included that duals were not correctly assigned to a plan or did not know what plan they were 
assigned to, their drugs were not on the plan’s formulary, or were subject to utilization 
management techniques that had not been complied with. 
ii. Although there have been many perceived and actual changes in this emergency 
Medicaid wrap-around coverage, the situation is presently that pharmacists may continue until 
January 1, 2007 to bill Medicaid for drugs that duals are unable to get because they are not on 
the formulary or subject to utilization management. 
iii. After January 1, 2007, the Medicaid wrap will be limited to four classes of drugs: 
A. Atypical antipsychotics 
B. Antidepressants 
C. Antiretrovirals used in the treatment of HIV/AIDS 
D. Anti-rejection drugs used in the treatment of tissue and organ transplants 
iv. To use the wrap, the pharmacist must first attempt to bill the dual’s Part D plan.  Only if 
they are unsuccessful can they bill Medicaid.  However, the beneficiary does not need to request 
an exception from the Part D plan before billing Medicaid.  For instructions on using the 
Medicaid wrap, see DOH Medicaid Update, June 2006 Special Edition, available at 
http://www.health.state.ny.us/health_care/medicaid/program/update/2006/jun2006spec.htm, as revised by the July 
2006 Medicaid Update, at http://www.health.state.ny.us/health_care/medicaid/program/update/2006/jul2006.htm 
B. EPIC and Medicare Part D   



1. EPIC is a NYS-funded prescription drug program for seniors age 65+,  with income 
under $35,000 for singles or $50,000 for couples.  There is NO asset test.  See EPIC income chart 
Appendix pp. 35-36 or at http://www.health.state.ny.us/nysdoh/epic/faq.htm  
2. EPIC has two tiers.   
a. Lower income people (up to $20,000 for singles, $26,000 for couples) pay an annual fee 
based on their income, up to $230/year singles and $300/year for couples,  plus a copayment 
based on the cost of the drug.   
b. The higher income people pay an annual deductible, $530 - $1230/year singles and 
$650 -  $1715/ year couples, based on their income.  Once they pay the full cost of drugs that 
meet their deductible, they pay only the same copayments as those in the Fee plan.   
Table 13 – EPIC Co-Payments 
Rx costs:�EPIC Co-pay:�Extra Help copay��up to $15�$ 3�$2 - generic 

$5 - brand name (if drug on formulary)��$15 - $35�$ 7���$36 - 

$55�$15����Over $55�$20����3. EPIC Wrap-Around --  
a. Drugs Not on Plan Formulary and Utilization Management – EPIC will cover any 
drugs that a Part D plan does not cover.  This means EPIC will pay for drugs during the Part D 
deductible period, if any, and donut hole, for drugs obtained at a non-network pharmacy, and also 
for drugs not on a plan’s formulary or subject to utilization management.  EPIC does not require 
that the member request an “exception” before it pays for the drug.   
b. Wrap around Copayments – Example:  Drug costs $100.  Part D plan charges 25% 
copay or $25.  EPIC bases its copay on a drug cost of $25, so that the copay is only $7 and EPIC 
pays the balance of $18.  Client’s copayment is lower than if she was in EPIC alone or in Part D 
alone.   
i. Same calculation applies if Part D plan uses flat copays for “Tiers” instead – say a $55 
copay.  EPIC copay on a $55 drug is $15.  Member pays $15,  EPIC pays $35.   
4. EPIC is “creditable coverage” – This means EPIC members who choose NOT to enroll 
in a Part D plan will not have to pay a penalty if they later enroll in Part D,  as long as they stay 
on EPIC, or if they enroll in Part D within 63 days of losing EPIC.  See VIII.B.4.b above.   
(Whether EPIC will require them to join Part D is a different matter.  See X.B.6.b.ii below).   
5. EPIC is a “State Pharmaceutical Assistance Program” or SPAP.  This means that 
costs paid BY EPIC, not just the client’s own copayments, will count toward “TrOOP” - True 
Out-Of-Pocket expenses (See Table 5 on page 13).  This will help them reach the “catastrophic 
coverage” limit sooner.  As stated above, at that point, those with the: 
a. Full Low Income Subsidy have NO copayments for the rest of the year.   
b. Partial Low Income Subsidy will have $2/ $5 copayments instead of the higher EPIC 
copayments.  
c. No Low Income Subsidy will pay the lower of the EPIC copayments ($3 - $20) or 5 
percent of the drug cost, with EPIC wrapping around that 5% copay:    
i. Since 5% copay under Part D might be less than an EPIC copay of $20, people who have 
very high drug costs - over $5100 year - might benefit by enrolling in Part D AND EPIC even if 
they are not eligible for Extra Help.  
ii. If the 5% copay under Part D is more than the EPIC copay, EPIC will still wrap around 
that copay.  EXAMPLE:  Drug costs $200.  5% copay = $10.   EPIC copay on a $10 drug is $3.  
EPIC pays $7 of the  $10 Part D copay. 
6. Enrollment into Part D for EPIC members: 
a. Enrollment in Part D is voluntary for most EPIC enrollees, but EPIC wants to encourage 
members to join Part D to save EPIC state dollars.   
b. EPIC members with Full Extra Help -  
i. INCENTIVES TO JOIN PART D – EPIC members with FULL EXTRA HELP have 
been given these incentives to join Part D.   On the EPIC income chart for the FEE plan 
(Appendix p. 38), this group is marked.   



A. FEE – The EPIC fee is waived and there is no Part D monthly premium.   Fees at this 
income level go up to $60/year single and $126/year couple.   
B. Copayments – For drugs covered by the Medicare drug plan, the copayments with Extra 
Help are $2.15 for generics and $5.35 for brand name.  EPIC will reduce the $5.35 copayments to 
$3.00. 
C. EPIC wrap around – As is true at all income levels, EPIC will pay for any drugs not 
covered by the Part D plan.  See Table 13 above.   
ii. Intelligent Random Assignment -- In March 2006, EPIC began enrolling 12,000 of its 
members who already have Full Extra Help, into one of the 15 Part D plans with no premium for 
people with Full Extra Help.  Unlike Medicaid, the assignment is not random but “intelligent,” 
meaning that they are using the members’ EPIC prescription drug history to identify the plan that 
best covers their drugs, and that contracts with their pharmacy.     
A. The letter sent to EPIC enrollees is in App. p. 48.  The letter asks the enrollee to contact 
EPIC in 10 days if s/he is already in a PDP or an MA-PD, or has creditable coverage through an 
employer or union.  Otherwise, she will be auto-enrolled in the selected plan.  The letter includes 
a chart showing the 15 plans and which of the enrollee’s drugs are covered by each plan.  The 
plan with the best “match” is the one selected.    
B. Since EPIC wraps around the Part D plan to cover  any off formulary drugs, and waives 
its premium for people with full LIS, this enrollment into Part D will not cost them any money or 
cut access to drugs.  Therefore, EPIC members should not be hurt by this “intelligent” assignment 
to a Part D plan.      
iii. EPIC has begun identifying members who would be eligible for Full Extra Help on the 
basis of their income, and asking them to submit information to EPIC about their assets.  If 
they are found to be eligible for Full Extra Help, EPIC will apply for it on their behalf, and then 
intelligently auto-assign them to a plan if they are found to qualify.  Members are not required to 
join Part D to keep their EPIC, but they are required to provide their asset information, if 
asked, as a condition of EPIC eligibility.  Thus, it is very important that EPIC members send 
this information even if they have no interest in Part D, or else they could lose their EPIC. 
A. EPIC will not apply for Partial Extra Help for those who turn out not to be eligible for 
Full Extra Help.  However, EPIC will send them Extra Help applications so they can apply 
themselves if they so choose. 
c. EPIC with Partial Extra Help – The decision whether to join a Part D plan for someone 
with Partial Extra Help is more difficult. 
i. The EPIC fee for those with Partial Extra Help is NOT waived.  The EPIC fee at this 
income level of 150% FPL is up to $80/year singles and $172/year couples.  They must also pay a 
sliding scale premium for their Medicare drug plan and a $53 annual deductible.  
ii. Copayments – Copayments under Part D for Partial Extra Help are the lower of 15% of 
the actual cost of the drug or the applicable “Tier” under the Plan.  EPIC will wrap around this 
copayment cost.  EXAMPLE:  Drug costs $100.  Part D copay is 15% or $15.  EPIC copay for a 
$15 drug is only $3.  So EPIC pays $12 of the Part D copay and member pays only $3.  This is 
lower than if member was only in EPIC.  But that savings needs to be weighed against sliding 
scale monthly premium.   
A. NOTE:  Partial Extra Help members must also pay a $53 annual deductible in Part D.  
However, EPIC members should not have to pay this; as explained above, since EPIC is an 
SPAP, costs paid by EPIC for covered drugs will count toward the Part D deductible.  
iii. WARNING:   Some EPIC members with Partial Extra Help will be automatically 
enrolled into Part D through the “Facilitated Enrollment” process discussed at IX.B above.   See 
EPIC income chart, Appendix p. 38 to see which members this affects.  They need to assess 
whether Part D will help or hurt them.  They may dis-enroll from the auto-enrolled Part D plan if 
it will hurt them, as enrollment is not mandatory, just “facilitated.”   
d. EPIC members without any Extra Help – They do not have to join Part D but may 



want to. 
i. As for those on Extra Help, EPIC will wrap copayments to make them smaller, will wrap 
non-formulary and utilization-managed drugs, and will provide coverage during the Part D 
deductible and donut hole. 
ii. However, those who have Deductible EPIC should time their EPIC enrollment so that the 
EPIC deductible doesn’t coincide with the donut hole.  Otherwise, their “safety net” could get 
pulled out from under them right when they need it most! 
iii. Should someone in Part D always join EPIC if they qualify?  Again, there is no black and 
white answer unless they qualify for Full Extra Help – then the answer is always YES.  
A. For those without Full Extra Help, the decision depends partly on whether they qualify 
for the Fee plan or the Deductible plan.   
(i) Lower income people in the Fee plan have to consider whether the added cost of the 
EPIC fee is outweighed by the savings from EPIC’s wrap.    
(ii) Higher income people in the Deductible plan have nothing to lose by joining EPIC – their 
Part D copayments and payments for off-formulary drugs will apply toward the EPIC deductible. 
If they meet the deductible, EPIC will start wrapping around Part D.  If they don’t, they didn’t 
lose anything. 
B. For either EPIC income level, if the Part D enrollee expects to hit the doughnut hole, or 
to need drugs not on the Part D plan formulary, then joining EPIC is probably beneficial.  Since 
no one has a crystal ball, joining EPIC as true “insurance” – in case their drug needs change, may 
be wise.  If they do, the sooner the better -- Part D copays and payments for off-formulary drugs 
will only start counting toward the EPIC deductible when the EPIC application has been 
approved.    
7. Medicaid spend-down recipients may join EPIC to wrap around Part D:  Those with 
full Medicaid (i.e., not spend-down) are ineligible for EPIC.  However, the State Dep’t of Health 
has announced that dual eligibles over age 65 may also join EPIC if they have a spend-down.  
The pharmacy should: 
a. First bill the Part D plan.   If the plan doesn’t pay, then --  
b. Then bill Medicaid for drugs excluded from Part D - benzodiazapenes, barbiturates, and 
over-the counter drugs. 
c. Then bill EPIC for drugs that are covered by Part D but are not on the particular plan’s 
formulary or are utilization-managed.  
C. PART D AND MEDIGAP INSURANCE.  
1. Medigap plans are private insurance polices designed to pay some of the coinsurance and 
deductibles in Medicare Part A and Part B, when provided through “Original Medicare,” which is 
fee-for-service, not in an HMO.  Medigap plans are not available to those enrolled in a Medicare 
Advantage plan (HMO or PPO).  
2. Medigap plans available from 1992 to Dec. 31, 2005 
a. Beginning in 1992, there were 10 standard Medigap plans that were offered in most 
states.  Each plan was designated by a letter “A”  - “J,”  with each letter offering different 
benefits.  The higher the letter in the alphabet, the more expensive the policy and the more 
benefits.  Plans sold by different companies with the same letter had to provide the same 
standardized benefits.   
i. Of these 10 standard plans, the 3 most expensive offered limited prescription coverage 
(Plans H, I, and J).   None of these are creditable, because the annual cost limit is $1500 - $3000.  
These 3 plans will no longer be sold, though people who already have them may keep them. 
3. Older Medigap plans available prior to 1992 
a. Some Medicare beneficiaries have maintained their old Medigap plans from before they 
were standardized in 1992.  Some of these plans may offer creditable prescription drug coverage.  
Plans must have informed their members of this before Nov. 15, 2005.  If coverage is creditable, 
they may keep the plan, and not risk being charged a late enrollment penalty later if they join Part 



D.  
4. The choices for people with the post-1992 plans and pre-1992 non-creditable plans are 
the same: 
a. They may keep these plans, but then may not also join a PDP.  They will face a late 
enrollment penalty if they enroll in Part D later because the Medigap is not  generally “creditable 
coverage.”  
b. If they do join a PDP,  they will LOSE the drug coverage under the Medigap plan. The 
Medigap premium will then be reduced to reflect this change  
c. They may drop their Medigap plan altogether, and join a PDP or enroll in an MA-PD.   
5. In Appendix, see CMS Fact Sheet on Part D and Medigap (App. p. 74) and CMS Model 
Notice of Non-Creditable Coverage from Medigap Insurer  (App. p. 78). 
D.  Part D and Patient Assistance Programs (PAPs)  
1. Patient Assistance Programs (PAPs) are programs run by private pharmaceutical 
companies and health care providers that provide low cost or free prescription drugs to needy 
persons.  Some provide drugs furnished by pharmacies, clinics, or hospitals.  Some are run by 
pharmaceutical manufacturers or charities.  Some provide prescription drugs to needy persons 
through a provider, others offer cash assistance directly to consumers.   
2. CMS has recently re-stated that the new law does not prohibit PAPs from providing drug 
assistance, even to people enrolled in Part D.  See “CMS Perspective on Pharmaceutical 
Assistance Programs.  However, this document states that the PAP assistance must be entirely 
outside of the Part D benefit.  This means that the PAP may not “wrap-around”  the Part D benefit 
by paying the Part D copayments.  If a PAP provides free or discounted drugs during the 
deductible period, or in the doughnut hole, the part of the cost of the drugs provided by the PAP 
may not be counted as “True Out of Pocket Costs” (TrOOP) toward meeting the catastrophic 
coverage limit.  Only if the PAP provides cash assistance for the purchase of the drug, can this 
count toward TrOOP.  
3. The prohibition that PAPs may not pay for Part D copayments stems from concern about 
fraud and abuse, though it seems misguided.  See HHS Office of Inspector General 2005 
guidance.  This concern, along with the illusion that such programs are no longer necessary with 
Part D, have provoked many PAPs to discontinue their programs.    
E. Part D and Veteran’s Benefits 
1. For most veterans, the drugs they get through the VA cost less than what they would pay 
in Par D.  The highest VA copay is $8 per 30-day supply, with no deductible, premium or 
doughnut hole.  It is sometimes waived.  See 
http://www1.va.gov/opa/pressrel/PressArtInternet.cfm?id=1047.   
2. Veterans may still fill prescriptions through the VA even if their prescribing physician is 
from outside the VA.   
3. See CMS Fact Sheet Appendix p. 81 and www.va.gov 
XI. Choosing a Plan 
A. Plan Finder 
1. It is almost impossible to intelligently select a Medicare Part D drug plan without using 
the government’s PlanFinder website, at http://www.medicare.gov/MPDPF/Home.asp 
2. This tool lets you find out exactly which plans are available in a particular person’s area 
that cover their particular drugs, at their particular pharmacy, and how much it will cost them. 
3. To use the Plan Finder, you need someone's Medicare number, last name, effective dates 
of Part A/B, and their county and zip.  To get a personalized list of plans that cover their drugs, 
you will also need the names, dosages, and quantities of all of their prescription drugs.  The best 
way to have this information is ask the beneficiary to bring their pills bottles with them. 
B. What to look at in a plan: 
1. Cost – Medicaid recipients should have NO premium or deductible, as long as they join 
one of the 15 Medicaid-approved plans.  See list on p. 15 of Plan Lists and Contacts appendix.  In 



these 15 plans, their only cost should be the copayments up to $5/drug – see  Error! Reference 
source not found. on page 19, and Part D Plan Lists and Contacts appendix p. 29.  Cost factors 
include: 
a. A Medicaid recipient MAY join a plan that is not on the list of 15 free plans.  If they do, 
they will be charged a monthly premium for the “enhanced” plan.  These extra monthly premium 
charges can be found in Column U of the tables on pp. 1-4 of the Plan Lists and Contacts 
appendix (web link at Section II.1 above), or can be obtained using the PlanFinder if searching 
for someone identified as a Medicaid recipient.   
b. Other Medicare beneficiaries must look at the amount of the full PREMIUM and 
DEDUCTIBLE.  In the table on p. 1 of the Plan Lists and Contacts appendix (web link at Section 
II.1 above), Column T has the premium for Medicare beneficiaries who do NOT have Medicaid 
or Extra Help.  Column U shows which plans have NO premium  for people with Medicaid or 
Extra Help. 
i. For those without Medicaid or Extra Help,  BEWARE that a low premium or deductible 
does not mean it is the best plan -- make sure it covers your drugs and pharmacies.   
c. If not on Medicaid, what are the copayment tiers for generic and brand name drugs?   
2. Formulary – Does the plan formulary cover all or a majority of client’s drugs, at same 
dosages and strengths?    
a. The plan that covers the most of the client’s drugs may not necessarily be the best plan.   
If it covers 5 out of 6 drugs, one must look at how important and indispensable each drug is.   If 
there is 1 drug that there is no adequate substitute for, it may be more important to find a plan that 
covers that drug, even if does not cover as many of the other drugs as another plan.   
3. Pharmacy – Does plan cover client’s usual pharmacy or another in the neighborhood? 
a. Will client have to pay more to use non-preferred pharmacies, or if they don’t use mail 
order? 
4. Quantity or Dosage Limits – does plan limit number of prescriptions a beneficiary may 
get in a month, or the number of pills available in a single prescription?  
a. Client takes 300 mg./ day of X drug.  The plan covers only 100 and 200 mg. dosages, but 
a maximum of 200 mg. day.  Client will have to apply for an exception to get 300 mg./day.   
5. Are Utilization Management tools needed to get prescriptions?  Plans may require 
members to obtain Prior Authorization before getting certain drugs.  To get this approval, the 
plan might require the member to show that she tried generic drugs or cheaper brand name drugs 
first and that they were not effective - this is called Step Therapy.  
6. Exceptions Process – What is the plan’s process for a member to request a drug that is 
not on its formulary?  Will they accept oral requests?  How much documentation is needed?  
What medical standard will they use?  Will they provide a temporary supply of a drug while the 
exception is being processed? 
a. We will have to coach clients on how to request an exception.  When the pharmacist tells 
them their plan does not cover a drug, they must then contact the plan and request an exception.  
Their doctor will need to provide a written explanation for why the drug is necessary, and why 
other drugs will not be sufficient.  We will give you more information on this later.   
7. Transition process – Drug plans must have a transition process that will help new 
enrollees who are stabilized on a particular drug regimen transition to a formulary that may not 
have all of their drugs. 
a. In 2006, Part D plans were required to have transition policies that allow new plan 
members to get a 30 day supply of any drug that is either not on the plan’s formulary or not 
available due to utilization management.  This policy was intended to ensure that members had 
enough time to either arrange an alternative prescription for a covered drug with their physician, 
or to request an exception. 
b. In 2007, plans are still required to have a transition policy for new Part D enrollees.  
However, plans are also required to provide a transition supply for those who switch plans, those 



who stay in the same plan but their formulary changes, and certain other situations. 
c. NURSING HOME RESIDENTS - Drug plans MUST cover a temporary 90 - 180 day 
supply of drugs that are not on the formulary of the resident’s drug plan, while an “exception” to 
the formulary is being processed. (An exception MUST be requested in order to get this 
temporary supply).  CMS strengthened its requirement from a polite request in March 2005 to a 
firm requirement later.  ". . . We believe that all part D plans must cover a temporary supply of 
non-formulary part D drugs while an exception is being adjudicated."    This protection is ONLY 
for nursing home residents.  
d. The following table lists the different situations in which a transition policy may apply, 
and what the policy is.  If your client is in one of these situations, you may have to talk to the plan 
to make sure they are aware of their obligation to provide a transition supply. 
 
 
Table 14 – Transition Policies for 2007 

Member Situation�CMS Required Transition Policy��New Part D enrollees joining 
plan in ACEP 

- and - 

Those who are reassigned from their 2006 plan 
- and - 

Those who switch plans effective January 1, 2007�Plan must provide a 30-day fill 

when enrollee tries, within first 90 days of coverage, to get a refill for a drug he was 
already taking, but which is either non-formulary or is subject to prior authorization 

or step therapy. 
No transition policy for quantity limits.��Enrollees who stay in their 2006 plan but 

experience negative formulary changes (such as a drug not being on the 2007 

formulary, or a 2006 exception expiring)�Plan is expected to do one of the 
following: 

• Provide a 30-day transition fill as for new enrollees, with notice that they 

must switch to a different drug or obtain an exception; OR 

• Effectuate a transition prior to January 1, 2007, which means helping 

enrollees obtain an appropriate alternative drug, or processing 2007 exception 
requests, before January 1, 2007. 

This policy does not apply to where an enrollee satisfied a prior authorization 

requirement in 2006, but it is expiring in 2007.  Enrollee must seek prior 
authorization all over again, or request an exception.��Enrollees who request an 

exception, but the plan does not respond by the end of the 90-day transition 

period�Plan is expected to extend transition period on a case-by-case basis until the 
exception request is decided.��Enrollees stay in their 2006 plan whose 2006 

exceptions will not be honored in 2007�Plan must notify enrollee in writing at least 

60 days before the end of 2006 and either: 

• Process a 2007 exception request before January 1, 2007; OR 

• Provide a transition fill with notice that they must switch to a different drug or 

request an exception.��Enrollees experiencing a change in level of care (i.e., 

getting out of hospital, etc.)�Plan is encouraged but not required to provide a 

transition fill.��New Part D enrollees who reside in a Long Term Care (LTC) facility 
�Plan must provide a 31-day fill, with refills for up to 90 days, of drugs which are 

non-formulary or subject to prior authorization or step therapy.��Current enrollees 

entering LTC facility�Plan must provide transition fill for drugs that are non-
formulary or require prior authorization or step therapy.��Current enrollees in LTC 

setting requiring emergency supply of non-formulary drug�Even if enrollee is 
outside of 90-day transition period, plan must still provide an emergency, 31-day 

supply of drugs that are non-formulary or require prior authorization or step therapy, 



while the enrollee is requesting an exception.�� 

  
XII. Exceptions and Appeals Process 
A. Exceptions/Coverage Determinations 
1. Exception requested when: 
a. a non-formulary drug is prescribed and medically necessary,  
b. an enrollee is using a drug that has been removed from their plan’s formulary mid-year, 
c. plan uses various cost utilization tools: 
• Prior Authorization – plan requires provider to obtain approval from plan before it will 
cover prescription 
• Step Therapy (trying a low cost drug first before getting a more expensive one) - NOTE 
that plan may require use of over-the-counter drug first which is NOT covered by plan - must pay 
out of pocket.   
• Dosage Limits – restricts dosage form or amount (e.g. pill not liquid),  
• Therapeutic Substitution -- substitutes a lower cost or generic drug for the one 
prescribed 
d. enrollee wants to reduce cost-sharing for a formulary drug.   
• But no exceptions allowed from generic co-pay rate if plan has separate copay tier for 
generics 
• If plan has separate tier for high-cost or unique drugs, those drugs are not eligible for 
tiering exception. 
2. What must be shown to get an exception: 
a. To reduce cost-sharing -- 
• Physician must assert that lower-tiered drug is less effective or would have adverse 
effects. 
b. To get drug not on the formulary or that is being dropped from the formulary - 
• Physician must determine that ALL formulary drugs on ANY tier would not be as 
effective as non-formulary drug, would have adverse effects, or both. 
• Plans can establish their own standard of proof for what medical or scientific evidence is 
needed to show that the drug is not safe, including published results of clinical trials!  
3. Who can request exception -- Enrollee, appointed representative, or prescribing physician 
a. Gray area about whether health care proxies, powers of attorney, guardians have 
authority if not specifically listed in their powers.   If no guardian appointed, and enrollee lacks 
mental capacity to sign a power of attorney, who will have authority to request an exception?  
4. HOW is exception request made? 
a. Enrollee goes to pharmacy, which tells her that her plan won’t pay for the drug because 
it’s not on her formulary, or because she must try a cheaper drug first (step therapy), etc.    
b. At that point, client receives no written notice.  This is NOT a “coverage determination.”  
Pharmacy should give her plan’s phone number for her or her MD to REQUEST a coverage 
determination.  
5. TIME for plan to respond - must issue coverage determination as expeditiously as 
enrollee’s health requires, but no later than: 
a. 72 hours in standard request.   
b. 24 hours for expedited or emergency requests made by physician who states that standard 
time frame would jeopardize the life or health of the beneficiary or ability to regain maximum 
function.  
• Expedited determination required if physician indicates that applying the standard 
timeframe may “seriously jeopardize the life or health of enrollee or enrollee’s ability to regain 
maximum function”    
• CANNOT get expedited review if enrollee (or anyone else) PAID for drug while 



requesting exception!!   
• Can request that decision be made FASTER than 24 hours if real emergency -e.g. need 
antibiotic in liquid form not pill form. 
c. Plans may not interpret the 72 or 24 hours for exception requests as 72 business hours.    
See the discussion and example at the end of section 40.2 in Chapter 18 of the Prescription Drug 
Benefit Manual: 
http://www.cms.hhs.gov/PrescriptionDrugCovContra/06_RxContracting_EnrollmentAppeals.asp 
6. NOTICE of denial of exception -- If the exception request results in a denial, PDPs are 
required to complete and issue a "Notice of Denial of Medicare Prescription Drug Coverage" to 
the recipient and their prescriber every time the plan denies an exception request/coverage 
determination. This form is labeled "Form No. CMS-10146" in the lower left hand corner 
7. MEDICAID and MEDICARE SAVINGS PROGRAM recipients may SWITCH plans 
once a month.   They may want to do this is they are denied coverage for a drug.  But it won’t be 
effective til the 1st of the next month, so they may still need to navigate the exception process.  
8. In NYS, MEDICAID will WRAP AROUND the drug plan coverage, and cover drugs the 
plans do not cover.  However, this wrap will be restricted to only four classes of drugs in 2007, so 
those dual eligibles who are using Medicaid to get their non-formulary drugs in 2006 should 
request exceptions toward the end of the year for coverage by their Part D plan in 2007. 
9. Reimbursement -- If enrollee wins exception -- CMS staff in the Center for Beneficiary 
Choices report that a beneficiary can request payment/reimbursement for winning  an  exception. 
If the exception is approved by the plan, the plan must authorize payment to the pharmacy within 
72 hours after receiving the physician's statement in support of the exception request, or make 
payment to the enrollee who may have paid for the drug no later than 30 days after receiving the 
physician's statement.  Also, the pharmacy can retroactively bill the plan for the drug, and pay the 
enrollee back directly. 
B.  APPEAL PROCESS - if drug plan denies request for exception 
1. Redetermination by the drug plan 
a. Must be requested in writing within 60 days of coverage determination -- plans may 
accept oral request  
b. Plan must make standard redetermination within 7 calendar days 
• 72 hours for expedited redeterminations  - expedited decision must be requested by 
physician 
2. Reconsideration by an Independent Review Entity (IRE) 
a. Must be requested in writing within 60 days of a redetermination;    
• NOTE - more burdensome process than Medicare Advantage appeals, which are 
automatically referred for outside review if denied by plan. Here, enrollee must  take action to 
request the outside review. 
b. IRE  must make decision within 7 calendar days for standard reconsideration  
• 72 hours for expedited reconsiderations   
c. IRE must solicit view of prescribing doctor 
d. The word on the street is that most plans suddenly have a change of heart when 
reconsideration is submitted to the IRE.  This is likely because the IRE reports statistics on all 
plan reversals to CMS, which essentially makes the plans look bad.  As a result, it is unlikely that 
meritorious claims will have to proceed to the other three levels of appeal. 
3. Hearing by an administrative law judge -  must request in 60 days 
a. Under new process for all Medicare ALJ hearings, these are now video-telephone 
hearings with a Medicare ALJ in Ohio!  (For NYS).     
b. Must meet minimum amount of $100 (2005) value of drug based on number of refills 
prescribed in a plan year; can aggregate several different drugs in an appeal 
4. Medicare Appeals Council - must request in 60 days 



5. Federal district court - must request in 60 days  
a. Drugs under appeal must be worth $1050 (2005) - will go up every year 
C. Grievance Procedures 
1. Enrollees must file grievance within 60 days of event or incident 
2. Plans must make decision within 30 days 
3. 24 hours if complaint involves a refusal by the plan to grant a request for an expedited 
coverage determination or expedited redetermination 
Glossary 
ACEP.     Annual Coordinated Enrollment Period (11/15 to 12/31 of each year)  
ADAP.   AIDS Drug Assistance Program.  Does not qualify as an “SPAP” - State Pharmaceutical 
Assistance Program.  
ANOC.   Annual Notice of Coverage.  Must be sent by plans to current members explaining 
changes in plan for the following year.   
Automatic enrollment.  “Dual eligibles” (receive Medicaid and Medicare) will be automatically 
assigned, at random, to a drug plan effective January 1, 2006 unless they choose a plan of their 
own.  On that day Medicaid drug coverage ends except for drugs excluded from the Medicare 
drug program.   Dual eligibles may change their prescription drug plan at any time. 
Basic benefit.  The basic Medicare drug benefit with no low income subsidy/extra help.  The 
basic benefit has the lowest premium available (expected to be $37/month in 2006). 
CMS.  Centers for Medicare and Medicaid Services.  This is the federal agency that runs 
Medicare and Medicaid. 
Catastrophic coverage.  A name for the step of Part D in which the plan pays nearly all of a 
beneficiary’s drug expenses until the end of the year.  In this step in the basic plan, the 
beneficiary pays about 5% of his drug expenses.  With extra help, catastrophic coverage 
eliminates any copayments (Level 1) or reduces the copayments (Level 2). 
Coverage gap.  Also known as the doughnut hole. 
Creditable coverage.  Prescription drug insurance/coverage that is better than or as good as the 
basic Medicare Part D drug benefit.  If you lose creditable coverage you have to sign up within 63 
days or be penalized with a higher premium. 
Deductible.  In an insurance plan, this is the amount the beneficiary pays before the plan starts to 
pay. 
Deemed eligible.  Deemed eligible beneficiaries are automatically eligible for the “full” extra 
help (Level 1) to help pay for the cost of the prescription drug plan.  In New York, there are two 
categories of deemed eligibles:  (1) dual eligibles and (2) those enrolled in a MSP. 
Doughnut hole.  In basic benefit, overage gap between $2251 and $5100 in total allowable drug 
costs where the client must pay for 100% of drug costs.  There is no doughnut hole for people 
with extra help (low income subsidy). 
Dual eligible.  These are beneficiaries who have both Medicare and Medicaid, including many 
SSI recipients who have Medicare even though they don’t receive Social Security.   
EPIC.  Elderly Pharmaceutical Insurance Coverage program; New York State SPAP (see below) 
that helps low-income seniors age 65+ pay for their prescriptions drugs.  EPIC payments will 
probably be counted as out-of-pocket costs; we will hear in the next few months whether they 
will qualify.  Can have both EPIC and a Medicare Drug Plan and the Low Income Subsidy (Extra 
Help).  
Excluded Drugs.  Drugs that are not included in a basic Medicare drug plan, such as 
benzodiazepines (Ativan, Valium).   
Extra Help.  Extra help is a new name for the Low Income Subsidy that helps low-income 
beneficiaries pay the high out-of-pocket cost of a Medicare prescription drug plan.  Extra help 
pays all or part of the cost of premiums, deductibles, copayments, and the “doughnut hole.”  The 
extent of the help depends on whether person has full extra help, which is better than partial extra 



help.     
Facilitated enrollment.  Facilitated enrollment applies to “MSP” enrollees and others determined 
eligible for Extra Help (low income subsidy), who do not receive Medicaid.   This group must 
pick a prescription drug plan of their own by May 15, 2006 or else they will be randomly 
assigned to a prescription drug plan.  MSP enrollees may then change plans monthly.   Others 
with Extra Help who are not in an MSP and not on Medicaid may only change their drug plan 
once before the annual enrollment period from November 15 until December 31, 2006. 
Formulary.  Entire list of drugs covered by a prescription drug plan. 
FPL.  Federal Poverty Line.  The federal government determines the federal poverty line.  For 
2005, 100% of poverty is $9,570/year for one person; $12,830/year for a couple. 
LEP. Late Enrollment Penalty.  The increase added to an individual’s Part D monthly premium 
for failing to enroll in Part D within 63 days of losing creditable coverage.  This includes those 
who didn’t join Part D by May 15, 2006 even though they were eligible and lacked creditable 
coverage.  The penalty is calculated at 1% of the national average Part D premium for the current 
year for each month of delay.  Thus, if someone was eligible in May 2006 and didn’t enroll until 
November 2007, their penalty would be $4.99 ([7 months in 2006 x 1% of $32.20 = $2.25] + [10 
months in 2007 x 1% of $27.35 = $2.74] = $4.99) added to their monthly Part D premium 
forever.  The amount of the additional penalty would change each year based on that year’s 
national average premium.  For those with Extra Help, the LEP is partially subsidized, and in 
2006 was waived altogether. 
LIS.  Low Income Subsidy.  Re-named “extra help” by the federal government, the subsidy 
helps beneficiaries pay for the cost of a prescription drug plan.  There are two Levels of the LIS.  
See “extra help” definition. 
MA.  Medicare Advantage plan.  Plans that provide Medicare services in a managed care model, 
either an HMO or PPO (Preferred Provider Organization).  Effective Jan. 1, 2006, most of these 
plans will offer a Medicare Part D benefit.   
MA-PD.  Medicare Advantage-Prescription Drug plan.  The prescription drug package offered by 
a Medicare Advantage plan. 
MSP.  Medicare Savings Program.  Government programs that help low-income beneficiaries 
pay for Medicare Part B costs.  These are QMB (QUIMBY), SLIMB (SLIMBY), and QI-1.  All 
pay the Part B premium.  QMB and SLIMB pay some of the other deductibles and coinsurance.   
OOP. Out-of-Pocket - a concept used in “TrOOP”   
PDP.  Prescription Drug Plan.  Private plan that offers the Medicare drug benefit. 
Premium.  The money a beneficiary pays to have an insurance plan.  In Part D, this is a monthly 
fee. 
QI-1.  Qualified Individual-1 Program.  This is one of the three Medicare Savings Programs -  for 
the highest income people (1353% FPL).   There is an income limit but no asset test required for 
this program. 
QMB.  Qualified Medicare Beneficiary Program.  This is one of the three Medicare Savings 
Programs.  It pays for an enrollee’s Medicare premiums, deductibles and coinsurance.  There is 
an income and asset limit for this program (100% FPL). 
SLMB.  Specified Low-Income Medicare Beneficiary Program.  This is one of the three 
Medicare Savings Programs.  It pays for an enrollee’s Medicare Part B premium.  There is an 
income and asset limit for this program (120% FPL). 
SPAP.  State Pharmaceutical Assistance Program.  State-based prescription drug programs that 
help people pay for their drugs, such as New York’s EPIC program.  SPAP enrollees may have 
special benefits under Medicare drug plans, if EPIC is determined to be “creditable coverage.”  If 
so, costs paid by EPIC count toward “TrOOP” - see below.  And a Medicare beneficiary will not 
face a late enrollment penalty if they later join a Part D PDP, as long as they were enrolled in 
EPIC.    
TrOOP.  True Out-Of-Pocket expenses.  These are drug expenses drug costs (mostly paid by the 



beneficiary) allowable under the Medicare drug law and countable towards cost-sharing and out-
of-pocket expenses when approaching the catastrophic coverage threshold.  Some costs NOT paid 
by the beneficiary may count as “TrOOP expenses.”  These may include costs paid by family or 
friends, and EPIC (maybe - to be determined). It is very important for beneficiaries to be aware of 
what costs count towards TrOOP when they are in the doughnut hole. 
Web Links on Medicare Prescription Drug Program 
Medicare website, including PlanFinder: http://www.medicare.gov/  
Center for Medicare & Medicaid Services (CMS )  http://www.cms.hhs.gov/ 
• Drug program home page   http://www.medicare.gov/medicarereform/drugbenefit.asp 
• List of plans by state -- national map http://www.medicare.gov/medicarereform/map.asp 
       http://www.medicare.gov/medicarereform/local-plans-2007.asp  
• List of stand-alone drug plans in NYS 
http://www.medicare.gov/medicarereform/mapdpdocs/PDPLandscapeny.pdf  2006 
        http://www.medicare.gov/medicarereform/mapdpdocs2007/PDPLandscapeNY07.pdf  2007 
        http://onlineresources.wnylc.net/healthcare/docs/2007plans.pdf -- annotated list (Selfhelp) 
• List of Medicare Advantage plans in NYS (HMO/PPO) 
http://www.medicare.gov/medicarereform/mapdpdocs2007/MAPDLandscapeNY07.pdf  
http://www.medicare.gov/medicarereform/mapdpdocs/MALandscapeny.pdf 2006 
• Plan Finder tool    on www.medicare.gov  click on “Find & Compare Plans” and then 
either Generalized Plan Search or Personalized Plan Search  
• Medicare and You Handbook – 
http://www.medicare.gov/publications/pubs/pdf/10050.pdf  NYC version  -- 
http://www.medicare.gov/spotlights.asp#medicare2007 and click on state-specific versions or 
direct link is 
http://www.cms.hhs.gov/Partnerships/MY2007/itemdetail.asp?filterType=none&filterByDID=-
99&sortByDID=1&sortOrder=ascending&itemID=CMS1188607&intNumPerPage=10   
• Creditable coverage – guidance and model notices 
 http://www.cms.hhs.gov/medicarereform/CCguidances.asp 
• Applying for “Extra Help” - the Low Income Subsidy 

https://s044a90.ssa.gov/apps6z/i1020/main.html and     
 http://www.medicare.gov/medicarereform/help.asp 
• Final regulations on Low Income Subsidy -- 20 CFR Part 418 (published Dec. 30, 2005)  
http://ecfr.gpoaccess.gov/cgi/t/text/text-
idx?c=ecfr&sid=823a392f74673ec46278f873af06beb5&rgn=div5&view=text&node=20:2.0.1.1.
10&idno=20 
• Website for all Medicare Publications in Spanish: 
 

 http://www.medicare.gov/Publications/Search/SearchCriteria.asp?Language=Spanish 
• Medicare Basics: A Guide for Caregivers: 
  http://www.medicare.gov/Publications/Pubs/pdf/11034.pdf 
• List of all current Medicare fact sheets: 
 http://www.medicare.gov/Publications/Search/Results.asp?PubName=&PubCat=All%7C
All+Publications&Type=NameCat&Language=English 
• Retiree Fact Sheet  
   http://www.medicare.gov/Publications/Pubs/pdf/11162.pdf 
• Comparing Medicare Prescription Drug Coverage 
http://medicare.gov/Publications/Pubs/pdf/11110.pdf 
• Worksheet for Compiling Client Drug and Preferred Pharmacy Information 

http://new.cms.hhs.gov/States/Downloads/personalinformationworksheet.pdf 
NYS Dept of Health  



http://www.health.state.ny.us/health_care/medicaid/program/medicaid_transition/ 
• UPDATE to Providers on Part D - Special Edition  
http://www.health.state.ny.us/health_care/medicaid/program/update/2005/dec2005spec.htm 
• EPIC & Medicare http://www.health.state.ny.us/health_care/epic/medicare.htm 
Advocacy Group Web Links 
Kaiser Foundation -- http://www.kff.org/medicare/rxdrugdebate.cfm  
• Short fact sheet - http://www.kff.org/medicare/upload/7044-02.pdf 
• Medicare Rx Page http://www.kff.org/medicare/rxdrugs.cfm 
Families USA -- http://www.familiesusa.org/issues/medicare/rx-drug-center/ 
• Families USA Health Assistance Partnership  
 http://www.healthassistancepartnership.org/medicare/resource-center/medicare-
modernization-act-of-2003/medicarerxdrugbill-1.html 
•  http://www.healthassistancepartnership.org/medicare/ 
Medicare Rights Center --http://www.medicarerights.org/  
•  http://www.medicarerights.org/101.html  Medicare Drug 101 
• http:/www.medicarerights.org/comparing_plans_flier.pdf    
• http://www.medicarerights.org/EPIC_Part_D.pdf 
Center for Medicare Advocacy -- http://www.medicareadvocacy.org/ 
• Analysis of the Plan Finder: Pitfalls and Stumbling Blocks   
 http://medicareadvocacy.org/AlertPDFs/10.20.05.CMSPlanFinder.pdf 
Western New York Law Center Health Care Online Resources Page -  
http://onlineresources.wnylc.net/healthcare/health_care.asp 

 

WNYLC Part D page: http:/onlineresources.wnylc.net/healthcare/part_D.asp 
Empire Justice Center update on Part D in NYS 

http://empirejustice.org/MasterFile/IssueAreas/Health/MedPartD.htm 
Coalition of Voluntary Mental Health Agencies - http://cvmha.org/medicare_ptd/index.html  
•  Provider Guide to Medicare Part D  
http://cvmha.org/medicare_ptd/Provider_Guide_to_Medicare_Part_D_10-24-05.pdf 
NY Statewide Senior Action Council http://www.nysenior.org/ 
GMHC - Good client fact sheets, etc.  http://gmhc.org/policy/benefits/medicare_partD.html  
NYC Managed Care Assistance Program -- Information about Medicare Advantage plans 
http://www.nycmccap.org/ 
Gold Standard  -- developer of drug information databases, software and clinical information 
solutions. http://www.medicarerxeducation.org/  
Understanding Changes in Prescription Drug Coverage for People with Disabilities on Medicare 
 (Prepared by Jeffrey S. Crowley, Health Policy Institute, Georgetown University, with 
Bob  Williams, Advancing Independence) 
http://www.aapd.com/News/medicaredrugcoverage/downloads/disRxGuide.pdf 
 http://hpi.georgetown.edu/rxchanges.html 
 
 



2007 Medicare Part D Stand-Alone Prescription Drug Plans in New York
Data as of September 12, 2006.  Includes all contracts/plans regardless of 2007 approval status.  Employer sponsored plans (800 series) are excluded. (Version 4)
Change from 2006 Legend: + = Premium Increase; – = Premium Decrease; New = New plan for 2007

Company Name Plan Name
Change 
from 2006 Benefit Type

Below 
Benchmark 

($24.45)

De Minimis 
(within $2.00 

of 
benchmark)

Offers 
Variable
Copays

Monthly Drug 
Premium

Annual Drug 
Deductible

Coverage in 
the Gap

Contract 
ID Plan ID

Aetna Medicare Aetna Medicare Rx Essentials – Basic • $27.10 $200 S5810 037

Aetna Medicare Rx Plus – Enhanced • $41.60 $0 S5810 139

Aetna Medicare Rx Premier + Enhanced • $69.70 $0 Generics S5810 173

American Progressive Prescription Pathway Gold Plan Reg 3 – Enhanced • $21.30 $0 S5825 017

Prescription Pathway Bronze Plan Reg 3 – Basic • $22.60 $265 S5825 045
Prescription Pathway Platinum Plan Reg 3 New Enhanced • $40.00 $0 Generics S5825 085

Bravo by Elder Health Bravo Rx II New Basic • $20.80 $265 S5998 001
Bravo Rx I New Basic • $27.70 $0 S5998 002

CDPHP Medicare Drug Plans CDPHP Medicare RxCare New Enhanced • $28.10 $0 S9176 002

CDPHP Medicare Basic RxCare New Basic $28.40 $265 S9176 001

CDPHP Medicare Extended RxCare New Enhanced • $44.70 $0 Generics S9176 003

CIGNA HealthCare CIGNATURE Rx Value Plan – Basic • • $17.40 $265 S5617 013
CIGNATURE Rx Plus Plan – Enhanced • $25.20 $0 S5617 015

CIGNATURE Rx Complete Plan – Enhanced • $34.10 $0 Generics S5617 173

Coventry AdvantraRx AdvantraRx Value + Enhanced • $23.20 $0 S0197 002

AdvantraRx Premier + Basic • $34.20 $0 S0197 003

AdvantraRx Premier Plus + Enhanced • $46.30 $0 Generics S0197 005

EnvisionRx Plus EnvisionRxPlus Standard New Basic $40.50 $265 S7694 003

EnvisionRxPlus Gold New Enhanced • $55.50 $0 Generics S7694 037

First Health Part D First Health Premier + Basic • • $24.60 $0 S5569 003
First Health Select New Enhanced • $39.60 $0 Generics S5569 004

First United American First UA Medicare Part D Rx Covg - Silver New Basic $28.70 $265 S5580 004

First UA Medicare Part D Prescription Drug + Enhanced • $37.90 $0 S5580 003

GHI GHI Medicare Prescription Drug Plan + Basic $27.50 $265 S5966 001

Health Net Health Net Orange Option 1 (1) + Basic • • $25.40 $265 S5678 003
Health Net Orange Option 2

 (1) + Basic • $27.90 $0 S5678 009

Health Net Orange Option 3 New Enhanced • $43.10 $0 Generics S5678 071

HealthNow SmartHealth RX – Basic • $36.00 $0 S5585 001

HealthSpring HealthSpring Prescription Drug Plan -Reg 3 New Basic • $23.50 $265 S5932 004
HIP HIP Standard Part D New York – Basic • • $9.50 $265 S5741 001

HIP Enhanced Part D New York New Enhanced • $25.60 $0 Generics S5741 003

Humana Humana PDP Standard S5552-003 + Basic • $14.80 $265 S5552 003
Humana PDP Enhanced S5552-001 + Enhanced • $29.60 $0 S5552 001

Humana PDP Complete S5552-002 + Enhanced • $82.10 $0 Generics S5552 002

Medco YOURx PLAN Medco YOURx PLAN + Basic • $34.70 $100 S5983 001

$0 Premium with Full 
Extra Help

Plans in bold have $0 premium for those with Full Extra Help. 1 of 2



2007 Medicare Part D Stand-Alone Prescription Drug Plans in New York
Data as of September 12, 2006.  Includes all contracts/plans regardless of 2007 approval status.  Employer sponsored plans (800 series) are excluded. (Version 4)
Change from 2006 Legend: + = Premium Increase; – = Premium Decrease; New = New plan for 2007

Company Name Plan Name
Change 
from 2006 Benefit Type

Below 
Benchmark 

($24.45)

De Minimis 
(within $2.00 

of 
benchmark)

Offers 
Variable
Copays

Monthly Drug 
Premium

Annual Drug 
Deductible

Coverage in 
the Gap

Contract 
ID Plan ID

$0 Premium with Full 
Extra Help

MEMBERHEALTH Community Care Rx BASIC – Basic • • $24.80 $265 S5803 072
Community Care Rx CHOICE – Enhanced • $31.90 $0 S5803 140

Community Care Rx GOLD
 (2) New Enhanced • $38.20 $0 Generics S5803 220

NMHC Group Solutions NMHC Medicare PDP Gold New Basic • $31.40 $0 S8841 003

RxAmerica Advantage Star Plan by RxAmerica (3) – Basic • • $23.00 $265 S5644 004
Advantage Freedom Plan by RxAmerica – Basic • $27.80 $265 S5644 048

SAMAscript SAMAScript New Basic $44.60 $265 S7950 003

SilverScript SilverScript – Basic • $26.80 $265 S5601 006

SilverScript Plus – Enhanced • $35.30 $0 S5601 007

SilverScript Complete New Enhanced • $40.40 $0 Generics S5601 074

Simply Prescriptions Rx 1 – Basic • • $22.40 $265 S3521 001
Rx 2 + Enhanced • $36.00 $100 Generics S3521 002

Rx 3 – Enhanced • $38.40 $0 S3521 003

Sterling Sterling Rx – Basic • • $23.20 $100 S4802 024
Sterling Rx Plus New Enhanced • $47.80 $100 Generics S4802 036

Unicare MedicareRx Rewards Value (4) + Basic • • $21.40 $265 S5960 003
MedicareRx Rewards Plus – Enhanced • $27.60 $0 S5960 039

MedicareRx Rewards Premier + Enhanced • $41.20 $0 Generics S5960 073

UnitedHealthcare AARP MedicareRx Plan - Saver (5) – Basic • • $16.40 $265 S5921 203
AARP MedicareRx Plan + Basic • $27.40 $0 S5805 001

UnitedHealth Rx Basic
 (6) + Basic • $29.10 $0 S5921 207

UnitedHealth Rx Extended
 (7) + Enhanced • $41.70 $0 S5805 004

AARP MedicareRx Plan - Enhanced
 (8) + Enhanced • $45.80 $0 Generics S5921 213

WellCare WellCare Classic New Basic • • $14.90 $265 S5967 140
WellCare Signature + Basic • • $22.70 $0 S5967 037
WellCare Complete + Enhanced • $39.10 $0 Generics S5967 071

(1) Both of these plans were known in 2006 as "Health Net Orange."
(2) Same name as a 2006 plan, but new plan number.  Premium is down from 2006 plan.
(3) This plan was called "Advantage Allegiance Plan" in 2006.
(4) This plan was called "MedicareRx Rewards" in 2006.
(5) This plan was called "PacifiCare Select Plan" in 2006.
(6) This plan was called "PacifiCare Saver Plan" in 2006.
(7) This plan was called "United Medicare MedAdvance" in 2006.
(8) This plan was called "PacifiCare Comprehensive Plan" in 2006.
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2007 Medicare Part D PDPs with $0 Premiums for Full Extra Help Recipients
Data as of September 12, 2006.  Includes all contracts/plans regardless of 2007 approval status.  Employer sponsored plans (800 series) are excluded. (Version 4)

Company Name Plan Name

Below 
Benchmark 

($24.45)

De Minimis 
(within $2.00 

of 
benchmark)

Offers 
Variable
Copays

Monthly Drug 
Premium

Annual Drug 
Deductible

Coverage in 
the Gap

Contract 
ID Plan ID

American Progressive Prescription Pathway Bronze Plan Reg 3 • $22.60 $265 S5825 045

Bravo by Elder Health Bravo Rx II • $20.80 $265 S5998 001

CIGNA HealthCare CIGNATURE Rx Value Plan • • $17.40 $265 S5617 013

First Health Part D First Health Premier • • $24.60 $0 S5569 003

Health Net Health Net Orange Option 1 • • $25.40 $265 S5678 003

HealthSpring HealthSpring Prescription Drug Plan -Reg 3 • $23.50 $265 S5932 004

HIP HIP Standard Part D New York • • $9.50 $265 S5741 001

Humana Humana PDP Standard S5552-003 • $14.80 $265 S5552 003

MEMBERHEALTH Community Care Rx BASIC • • $24.80 $265 S5803 072

RxAmerica Advantage Star Plan by RxAmerica • • $23.00 $265 S5644 004

Simply Prescriptions Rx 1 • • $22.40 $265 S3521 001

Sterling Sterling Rx • • $23.20 $100 S4802 024

Unicare MedicareRx Rewards Value • • $21.40 $265 S5960 003

UnitedHealthcare AARP MedicareRx Plan - Saver • • $16.40 $265 S5921 203

WellCare WellCare Classic • • $14.90 $265 S5967 140

WellCare Signature • • $22.70 $0 S5967 037

$0 Premium with Full 
Extra Help



2007 Medicare Advantage, Cost, and Demonstration Plans in NYC and Nassau County
Data as of September 29, 2006.  Includes all contracts/plans regardless of 2007 approval status.  PACE, Special Needs Plans, and Employer sponsored plans (800 series) are excluded.

Counties Legend: Bx = Bronx, Ks = Kings, Qs = Queens, NY = New York, SI = Staten Island, Na = Nassau, NYC = 5 boroughs

Organization Name Plan Name Counties Available

Type of 
Medicare 
Health Plan

Monthly 
Consolidated 

Premium 
(Includes 

Part C + D)

Monthly 
Drug 

Premium

$0 
Premium 
with Full 

Extra Help
Annual Drug 
Deductible

Drug 
Benefit 
Type

Coverage in 
the Gap

Offers 
Variable 

Drug
Copays

Contract 
ID Plan ID

Aetna Medicare Aetna Golden Medicare Basic Plan Bx Ks Local HMO $0.00 None H3312 036

Aetna Golden Medicare Premier Plan Bx Ks Local HMO $65.00 $41.10 $0 Enhanced Generics • H3312 028

Aetna Golden Medicare Premier Plan NY Qs SI Local HMO $69.00 $41.10 $0 Enhanced Generics • H3312 044

Aetna Golden Medicare Standard Plan Bx Ks Local HMO $40.00 $18.60 $0 Enhanced Generics • H3312 037

Aetna Golden Medicare Standard Plan NY Qs SI Local HMO $49.00 $19.60 $0 Enhanced Generics • H3312 025

Aetna Golden Medicare Value Plan Bx Ks Local HMO $0.00 $0.00 • $0 Basic • H3312 002
Aetna Golden Medicare Value Plan NY Qs SI Local HMO $0.00 $0.00 • $0 Basic • H3312 043

Empire BCBS MediBlue PPO Essential Na Local PPO $20.00 None H3342 007

MediBlue PPO Plus NYC Local PPO $31.00 $21.90 $0 Enhanced • H3342 001

MediBlue PPO Plus Na Local PPO $46.00 $21.90 $0 Enhanced • H3342 003

Empire BCBS HMO MediBlue HMO Essential NYC Local HMO $0.00 None H3370 019

MediBlue HMO Essential Na Local HMO $0.00 None H3370 011

MediBlue HMO Plus NYC Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3370 001
MediBlue HMO Plus Na Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3370 003

GHI Medicare Choice PPO GHI Medicare PPO I Na Local PPO $0.00 None H5528 004

GHI Medicare PPO II Na Local PPO $0.00 $0.00 • $0 Basic • H5528 005
GHI Medicare PPO III Na Local PPO $26.00 $26.00 $0 Enhanced Generics • H5528 008

GHI Medicare PPO Plus NYC Local PPO $0.00 $0.00 • $0 Basic • H5528 002
GHI Medicare PPO Premier NYC Local PPO $0.00 $0.00 • $0 Enhanced Generics • H5528 003
GHI Medicare PPO Prime NYC Local PPO $0.00 None H5528 001

GHI Medicare PPO Select Na Local PPO $64.40 $24.40 $265 Basic H5528 012

Health Net Health Net Green Bx Ks Qs SI Local HMO $0.00 None H3366 021

Health Net Ruby Bx Ks Qs SI Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3366 008
Healthfirst Healthfirst 65 Plus Plan Bx Ks Na NY Qs Local HMO $0.00 $0.00 • $0 Enhanced • H3359 001

Healthfirst Coordinated Benefits Plan Bx Ks NY Qs Local HMO $0.00 None H3359 027

Healthfirst Increased Benefits Plan Bx Ks Na NY Qs Local HMO $21.90 $21.90 • $265 Basic H3359 019
HIP Health Plan HIP VIP Medicare NYC Na Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3330 021

HIP VIP Plus NYC Na Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3330 023
HIP VIP Rx Carveout NYC Na Local HMO $0.00 None H3330 025

HIP Ins. Co. HIP VIP Independence NYC Na Local PPO $55.00 $23.90 $265 Basic • H3345 001

Independent Health Independent Health's Medicare Anywhere NYC Na PFFS $68.00 None H9519 002

Independent Health's Medicare Anywhere NYC Na PFFS $127.00 $55.50 $0 Enhanced Generics and • H9519 001

Liberty Health Advantage Liberty Health Advantage Preferred Choice NYC Na Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3337 001
MPower Health MPower Health NYC Na MSA Demo $0.00 None H8011 001

Neighborhood Health Providers Neighborhood Medicare Platinum Bx Ks NY Qs Local HMO $0.00 None H3336 007

Neighborhood Medicare Platinum with Rx Bx Ks NY Qs Local HMO $24.40 $24.40 • $265 Basic H3336 006
Neighborhood Medicare Plus Bx Ks NY Qs Local HMO $0.00 None H3336 004

Neighborhood Medicare Plus Rx Bx Ks NY Qs Local HMO $0.00 $0.00 • $265 Basic H3336 001
NY State Catholic Hlth Plan Inc Fidelis Medicare Advantage Hudson LI Na Local HMO $54.00 None H3328 009

Fidelis Medicare Advantage NYC NYC Local HMO $0.00 None H3328 006

Fidelis Medicare Advantage with PD Hud LI Na Local HMO $75.00 $20.80 $0 Basic • H3328 011

Fidelis Medicare Advantage with PD NYC NYC Local HMO $21.00 $20.80 • $0 Basic • H3328 008

Plans in bold have a $0 premium for those with Full Extra Help. 1 of 2



2007 Medicare Advantage, Cost, and Demonstration Plans in NYC and Nassau County
Data as of September 29, 2006.  Includes all contracts/plans regardless of 2007 approval status.  PACE, Special Needs Plans, and Employer sponsored plans (800 series) are excluded.

Counties Legend: Bx = Bronx, Ks = Kings, Qs = Queens, NY = New York, SI = Staten Island, Na = Nassau, NYC = 5 boroughs

Organization Name Plan Name Counties Available

Type of 
Medicare 
Health Plan

Monthly 
Consolidated 

Premium 
(Includes 

Part C + D)

Monthly 
Drug 

Premium

$0 
Premium 
with Full 

Extra Help
Annual Drug 
Deductible

Drug 
Benefit 
Type

Coverage in 
the Gap

Offers 
Variable 

Drug
Copays

Contract 
ID Plan ID

SecureHorizons MedicareComplete Balance Ks NY Qs SI Local HMO $0.00 $0.00 • $0 Enhanced • H3307 011
MedicareComplete Choice Plan 1 Statewide Regional PPO $0.00 $0.00 • $0 Enhanced • R5342 001
MedicareComplete Choice Plan 2 Statewide Regional PPO $0.00 None R5342 002

MedicareComplete Essential NYC Local HMO $0.00 None H3307 018

MedicareComplete Mosaic NYC Local HMO $0.00 $0.00 • $0 Enhanced • H3307 015
MedicareComplete Plan 1 NYC Local HMO $0.00 $0.00 • $0 Enhanced • H3307 002
MedicareComplete Plan 2 NYC Local HMO $0.00 $0.00 • $0 Enhanced • H3379 001
MedicareComplete Plan 3 Ks NY Qs Local HMO $0.00 $0.00 • $0 Enhanced • H3379 005

Sterling Sterling Option I NYC Na PFFS $9.00 None H5006 011

Sterling Option II NYC Na PFFS $28.70 $28.70 $100 Enhanced • H5006 010

Today's Option Today's Options Premier NY PFFS $0.00 None H3333 024

Today's Options Premier Bx Ks Na Qs SI PFFS $46.00 None H3333 030

Today's Options Premier Plus NY PFFS $39.00 $38.90 $0 Enhanced Generics • H3333 028

Today's Options Premier Plus Bx Ks Na Qs SI PFFS $85.00 $39.00 $0 Enhanced Generics • H3333 027

Today's Options Value NY PFFS $0.00 None H3333 023

Today's Options Value Bx Ks Na Qs SI PFFS $15.00 None H3333 029

Today's Options Value Plus NY PFFS $0.00 $0.00 • $0 Basic • H3333 026
Today's Options Value Plus Bx Ks Na Qs SI PFFS $43.00 $27.70 $0 Basic • H3333 025

Touchstone Health Touchstone Health Medicare Enhanced Bx Ks Qs SI Local HMO $0.00 None H3327 014

Touchstone Health Medicare Freedom Bx Ks Qs SI Local HMO $50.00 $0.00 $0 Enhanced Generics • H3327 003

Touchstone Health Medicare Lunar Plan 1 Ks Qs Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3327 028
Touchstone Health Medicare Total Advantage Bx Ks Qs SI Local HMO $24.00 $24.00 • $265 Basic • H3327 002
Touchstone Health Medicare Value Bx Ks Qs SI Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3327 001

WellCare Concert Bx PFFS $41.00 $5.40 $0 Enhanced • H6499 014

Concert NY SI PFFS $80.00 $31.70 $0 Enhanced • H6499 015

Duet SI PFFS $0.00 None H6499 005

Summit Bx PFFS $211.00 $42.90 $0 Enhanced • H6499 011

WellCare Choice Bx Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3361 020
WellCare Choice Ks Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3361 106
WellCare Choice NY Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3361 107
WellCare Choice Qs Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3361 024
WellCare Dividend Bx Ks NY Qs Local HMO $0.00 None H3361 039

WellCare Evergreen Bx Ks NY Qs Local HMO $0.00 $0.00 • $0 Enhanced Generics • H3361 086
WellCare Passport Bx Ks NY Qs Local HMO $0.00 $0.00 • $0 Enhanced • H3361 051
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PDP Changes from 2006 to 2007
Data as of September 12, 2006.  Includes all contracts/plans regardless of 2007 approval status.  Employer sponsored plans (800 series) are excluded. (Version 4)

Plan Name
Premium Liability for 

Full Extra Help

Company Name 2006 2007
Contract 
ID Plan ID 2006 2007

Benchmark 
in 2006

Benchmark 
in 2007

De Minimis 
in 2007 2006 2007

Enrollees Who Remain 
in 2007 Reassignment To: (1)

Aetna Aetna Medicare Rx Essentials S5810 037 • • $32.78 $27.10

Aetna Medicare Rx Plus S5810 139 • • $43.54 $41.60

Aetna Medicare Rx Premier S5810 173 • • $59.39 $69.70

American Progressive Prescription Pathway Bronze Plan Reg 3 S5825 045 • • • • $24.52 $22.60 No reassignment
Prescription Pathway Silver Plan Reg 3 S5825 073 • $34.03

Prescription Pathway Gold Plan Reg 3 S5825 017 • • $46.22 $21.30

Bravo by Elder Health Bravo Rx II S5998 001 • • $20.80
Bravo Rx I S5998 002 • $27.70

CDPHP CDPHP Medicare RxCare S9176 002 • $28.10

CDPHP Medicare Basic RxCare S9176 001 • $28.40

CDPHP Medicare Extended RxCare S9176 003 • $44.70

CIGNA CIGNATURE Rx Value Plan S5617 013 • • • $36.61 $17.40
CIGNATURE Rx Plus Plan S5617 015 • • $41.86 $25.20

CIGNATURE Rx Complete Plan S5617 173 • • $50.77 $34.10

Coventry AdvantraRx AdvantraRx Value S0197 002 • • $18.24 $23.20

AdvantraRx Premier S0197 003 • • $29.44 $34.20

AdvantraRx Premier Plus S0197 005 • • $40.36 $46.30

EnvisionRx Plus EnvisionRxPlus Standard S7694 003 • $40.50

EnvisionRxPlus Gold S7694 037 • $55.50

First Health First Health Select S5569 004 • $39.60

First Health Premier S5569 003 • • • • $22.23 $24.60 No reassignment
First United American First UA Medicare Part D Rx Covg - Silver S5580 004 • $28.70

First UA Medicare Part D Prescription Drug S5580 003 • • $30.28 $37.90

GHI GHI Medicare Prescription Drug Plan S5966 001 • • • $17.15 $27.50 $3.00 HIP Part D Standard (S5741-001)
 (2)

Health Net Health Net Orange Health Net Orange Option 1 S5678 003 • • • • $20.02 $25.40 No reassignment
Health Net Orange Health Net Orange Option 2 S5678 009 • • • $24.56 $27.90 $3.40 Health Net Orange Option 1 (S5678-003)

Health Net Orange Option 3 S5678 071 • $43.10

HealthNow SmartHealth RX S5585 001 • • $85.02 $36.00

HealthSpring HealthSpring Prescription Drug Plan -Reg 3 S5932 004 • • $23.50
HIP Part D Standard S5741 001 • • • $40.70 $9.50

HIP Enhanced Part D New York S5741 003 • $25.60

Humana Humana PDP Standard S5552 003 • • • • $4.10 $14.80 No reassignment
Humana PDP Enhanced S5552 001 • • $9.42 $29.60

Humana PDP Complete S5552 002 • • $47.93 $82.10

Medco YOURx PLAN S5983 001 • • $32.27 $34.70

MEMBERHEALTH Community Care Rx BASIC S5803 072 • • • $32.06 $24.80
Community Care Rx CHOICE S5803 140 • • $40.16 $31.90

Community Care Rx GOLD S5803 106 • • $44.01 $38.20

Community Care Rx GOLD S5803 220 •
NMHC Group Solutions NMHC Medicare PDP Gold S8841 003 • $31.40

PacifiCare PacifiCare Saver Plan UnitedHealth Rx Basic S5921 207 • • • $19.78 $29.10 $4.60 AARP MedicareRx Plan - Saver (S5921-203)
 (3)

PacifiCare Select Plan AARP MedicareRx Plan - Saver S5921 203 • • • • $29.64 $16.40 No reassignment
PacifiCare Comprehensive Plan AARP MedicareRx Plan - Enhanced S5921 213 • • $33.91 $45.80

$0 Premium for Full Extra HelpPlan Offered? Full Premium

Plans in bold have $0 premium for those with Full Extra Help. 1 of 2



PDP Changes from 2006 to 2007
Data as of September 12, 2006.  Includes all contracts/plans regardless of 2007 approval status.  Employer sponsored plans (800 series) are excluded. (Version 4)

Plan Name
Premium Liability for 

Full Extra Help

Company Name 2006 2007
Contract 
ID Plan ID 2006 2007

Benchmark 
in 2006

Benchmark 
in 2007

De Minimis 
in 2007 2006 2007

Enrollees Who Remain 
in 2007 Reassignment To: (1)

$0 Premium for Full Extra HelpPlan Offered? Full Premium

RxAmerica Advantage Allegiance Plan Advantage Star Plan by RxAmerica S5644 004 • • • $33.66 $23.00
Advantage Freedom Plan S5644 048 • • $34.77 $27.80

SAMAscript SAMAScript S7950 003 • $44.60

SilverScript SilverScript S5601 006 • • • $26.85 $26.80 $2.30 Random
 (4)

SilverScript Plus S5601 007 • • $54.19 $35.30

SilverScript Complete S5601 074 • $40.40

Simply Prescriptions Rx 1 S3521 001 • • • • $27.61 $22.40 No reassignment
Rx 2 S3521 002 • • $30.71 $36.00

Rx 3 S3521 003 • • $41.54 $38.40

Sterling Sterling Prescription Drug Plan Sterling Rx S4802 024 • • • $58.46 $23.20
Sterling Rx Plus S4802 036 • $47.80

Unicare Medicare RX Rewards MedicareRx Rewards Value S5960 003 • • • • $20.84 $21.40 No reassignment
Medicare RX Rewards Plus S5960 039 • • $29.20 $27.60

Medicare RX Rewards Premier S5960 073 • • $38.92 $41.20

United Healthcare United HealthRx S5805 005 • • $22.38 AARP MedicareRx Plan - Saver (S5921-203)
 (3)

AARP MedicareRx Plan S5805 001 • • • $24.96 $27.40 $2.90 AARP MedicareRx Plan - Saver (S5921-203)
 (3)

United Medicare MedAdvance UnitedHealth Rx Extended S5805 004 • • • $28.03 $41.70 $17.20 AARP MedicareRx Plan - Saver (S5921-203)
 (3)

WellCare WellCare Signature S5967 037 • • • • $17.13 $22.70 No reassignment
WellCare Complete S5967 071 • • $33.34 $39.10

WellCare Premier S5967 106 • $35.49

WellCare Classic S5967 140 • • $14.90

(1) Unless otherwise indicated, members will only be reassigned if they had Full Extra Help in 2006, continue to have it in 2007, were auto- or facilitated-enrolled by CMS, and did not affirmatively change plans.

(2) GHI and HIP are in the midst of merging.  As a result, all GHI members who need to be reassigned will be reassigned into the HIP Standard plan.  However, notices of this have not yet been sent out.

(3) All Full Extra Help recipients who are in a United Healthcare or PacifiCare benchmark plan in 2006 will be reassigned to AARP Medicare Rx Plan - Saver, even if they affirmatively selected their plan.
(4) Silverscript members subject to the CMS reassignment policy are the only ones who will be randomly assigned to one of the benchmark or de minimis plans offered in 2007.
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