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SECTION 1 Things to know about getting your medical care  and 
other services covered as a member of our plan 

This chapter tells things you need to know about using the plan to get your medical care 
and other services covered. It gives definitions of terms and explains the rules you will 
need to follow to get the medical treatments, services, and other medical care that are 
covered by the plan. 

For the details on what medical care and other services are covered by our plan, use 
the benefits chart in the next chapter, Chapter 4 (Benefits Chart, what is covered. 

Section 1.1 What are “network providers” and “covered services”? 

Here are some definitions that can help you understand how you get the care and 
services that are covered for you as a member of our plan: 

• “Providers” are doctors and other health care professionals licensed by the 
state to provide medical services and care. The term “providers” also includes 
hospitals and other health care facilities. 

• “Network providers” are the doctors and other health care professionals, 
medical groups, hospitals, and other health care facilities that have an agreement 
with us to accept our payment as payment in full. We have arranged for these 
providers to deliver covered services to members in our plan. The providers in 
our network generally bill us directly for care they give you. When you see a 
network provider, you usually pay nothing for covered services. 

• “Covered services” include all the medical care, health care services, supplies, 
and equipment that are covered by our plan. Your covered services for medical 
care are listed in the benefits chart in Chapter 4. 

Section 1.2 Basic rules for getting your medical care and other services 
covered by the plan 

As a Medicare health plan, Bridgeway must cover all services covered by Original 
Medicare and other services and must follow Original Medicare’s coverage rules for 
these services. 

Bridgeway will generally cover your medical care as long as: 

• The care you receive is included in the plan’s Benefits Chart (this chart is in 
Chapter 4 of this booklet). 
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• The care you receive is considered medically necessary. “Medically 
necessary” means that the services, supplies, or drugs are needed for the 
prevention, diagnosis, or treatment of your medical condition and meet accepted 
standards of medical practice. 

• You have a network primary care provider (a PCP) who is providing and 
overseeing your care. As a member of our plan, you must choose a network 
PCP (for more information about this, see Section 2.1 in this chapter). 

o In most situations, your PCP must give you approval in advance before 
you can use other providers in the plan’s network, such as specialists, 
hospitals, skilled nursing facilities, or home health care agencies. This is 
called giving you a “referral.” For more information about this, see Section 
2.3 of this chapter. 

o Referrals from your PCP are not required for emergency care or urgently 
needed care. There are also some other kinds of care you can get without 
having approval in advance from your PCP (for more information about 
this, see Section 2.2 of this chapter). 

• You must receive your care from a network provider (for more information 
about this, see Section 2 in this chapter). In most cases, care you receive from 
an out-of-network provider (a provider who is not part of our plan’s network) will 
not be covered. Here are three exceptions: 

o The plan covers emergency care or urgently needed care that you get 
from an out-of-network provider. For more information about this, and to 
see what emergency or urgently needed care means, see Section 3 in this 
chapter. 

o If you need medical care that Medicare requires our plan to cover and the 
providers in our network cannot provide this care, you can get this care 
from an out-of-network provider. However, an out of network authorization 
is always required prior to getting that care. This authorization must be 
obtained from the plan. Failure to obtain prior authorization when required 
for an out of network provider could result in you being responsible for the 
bill. In this situation, we will cover these services (if you obtain a prior 
authorization from us) as if you got the care from a network provider or at 
no cost to you. For information about getting approval to see an out-of-
network doctor, see Section 2.4 in this chapter. 

o Kidney dialysis services that you get at a Medicare-certified dialysis facility 
when you are temporarily outside the plan’s service area. 
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SECTION 2 Use providers in the plan’s network to get your 
medical care and other services 

Section 2.1 You must choose a Primary Care Provider (PCP) to provide 
and oversee your care 

What is a “PCP” and what does the PCP do for you? 

• What is a PCP? A primary care provider is responsible for your overall care and 
will direct your care and will refer you to any needed specialist. 

• What types of providers may act as a PCP?  A PCP is a family care physician, a 
general practitioner, a primary care clinic, or internal medicine physician 
practicing as primary care. 

• PCPs provide routine medical care and assist in coordinating covered services, 
in case you need to see a specialist, or have a procedure in a hospital or 
outpatient setting. 

• What is the role of the PCP in making decisions about or obtaining prior 
authorization, if applicable? The PCP should make the referral to in network 
specialist when needed or obtain prior authorization for out of network specialist. 

How do you choose your PCP? 

Please review our Provider/ Pharmacy Directory or call Member Services to choose 
your PCP. 

Changing your PCP 

You may change your PCP for any reason, at any time. Also, it’s possible that your PCP 
might leave our plan’s network of providers and you would have to find a new PCP. 

If you wish to change your PCP please call Member Services at (1-866-475-3129) 
Monday through Sunday 8:00AM to 8:00PM or TTY Users call (1-877-613-2076) and 
request a change.  You will be issued a new ID card showing the new PCP within 2 
weeks.  The change will be reflected in the system with a few days. 

Section 2.2 What kinds of medical care and other services can you get 
without getting approval in advance from your PCP? 

You can get the services listed below without getting approval in advance from your 
PCP. 
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• Routine woman’s health care, which includes breast exams, screening 
mammograms (x-rays of the breast), Pap tests, and pelvic exams as long as you 
get them from a network provider. 

• Flu shots and pneumonia vaccinations as long as you get them from a network 
provider. 

• Emergency services from network providers or from out-of-network providers. 

• Urgently needed care from in-network providers or from out-of-network providers 
when network providers are temporarily unavailable or inaccessible, e.g., when 
you are temporarily outside of the plan’s service area. 

• Kidney dialysis services that you get at a Medicare-certified dialysis facility when 
you are temporarily outside the plan’s service area. (If possible, please call 
Member Services before you leave the service area so we can help arrange for 
you to have maintenance dialysis while you are away.) 

Section 2.3 How to get care from specialists and other network providers 

A specialist is a doctor who provides health care services for a specific disease or part 
of the body. There are many kinds of specialists. Here are a few examples: 

• Oncologists, who care for patients with cancer. 

• Cardiologists, who care for patients with heart conditions. 

• Orthopedists, who care for patients with certain bone, joint, or muscle conditions. 

Your PCP will refer you to network specialists when appropriate.  In some instances, 
your PCPs referral will serve as the authorization to see a specialist.  In some 
instances, your PCP will need to forward a prior authorization request to Bridgeway for 
approval.  The Bridgeway Medical Management Department will review the referral and 
any medical records to make an organization determination. Refer to Chapter 4, Section 
2.1 for information about which services require prior authorization. 

• You can review a list of plan specialists in the Pharmacy/ Provider Directory and 
on our website.  You can contact Member Services for more information. 

What if a specialist or another network provider leaves our plan? 

Sometimes a specialist, clinic, hospital or other network provider you are using might 
leave the plan. If this happens you will have to switch to another provider who is part of 
our plan.  Member Services can assist you in finding and selecting another provider. 
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SECTION 3 How to get covered services when you have an 
emergency or urgent need for care 

Section 3.1 Getting care if you have a medical emergency 

What is a “medical emergency” and what should you do if you have one? 

A “medical emergency” is when you, or any other prudent layperson with an average 
knowledge of health and medicine, believe that you have medical symptoms that 
require immediate medical attention to prevent loss of life, loss of a limb, or loss of 
function of a limb.  The medical symptoms may be an illness, injury, severe pain, or a 
medical condition that is quickly getting worse. 

If you have a medical emergency: 

• Get help as quickly as possible. Call 911 for help or go to the nearest 
emergency room, hospital, or urgent care center. Call for an ambulance if you 
need it. You do not need to get approval or a referral first from your PCP. 

• As soon as possible, make sure that our plan has been told about your 
emergency. We need to follow up on your emergency care. You or someone 
else should call to tell us about your emergency care, usually within 48 hours. 
You can locate our number on the back the plan membership card. 

What is covered if you have a medical emergency? 

Our Advantage Plan does not provide for emergency medical care out the United States 
and its territories. 

You may get covered emergency medical care whenever you need it, anywhere in the 
United States or its territories. Our plan covers ambulance services in situations where 
getting to the emergency room in any other way could endanger your health. For more 
information, see the Benefits Chart in Chapter 4 of this booklet. 

If you have an emergency, we will talk with the doctors who are giving you emergency 
care to help manage and follow up on your care. The doctors who are giving you 
emergency care will decide when your condition is stable and the medical emergency is 
over. 

After the emergency is over you are entitled to follow-up care to be sure your condition 
continues to be stable. Your follow-up care will be covered by our plan. If your 
emergency care is provided by out-of-network providers, we will try to arrange for 
network providers to take over your care as soon as your medical condition and the 
circumstances allow. 
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What if it wasn’t a medical emergency? 

Sometimes it can be hard to know if you have a medical emergency. For example, you 
might go in for emergency care – thinking that your health is in serious danger – and the 
doctor may say that it wasn’t a medical emergency after all. If it turns out that it was not 
an emergency, as long as you reasonably thought your health was in serious danger, 
we will cover your care. 

However, after the doctor has said that it was not an emergency, we will cover 
additional care only if you get the additional care in one of these two ways: 

• You go to a network provider to get the additional care. 

o – or – the additional care you get is considered “urgently needed care” 
and you follow the rules for getting this urgent care (for more information 
about this, see Section 3.2 below). 

Section 3.2 Getting care when you have an urgent need for care 

What is “urgently needed care”? 

“Urgently needed care” is a non-emergency, unforeseen medical illness, injury, or 
condition, that requires immediate medical care, but the plan’s network of providers is 
temporarily unavailable or inaccessible. The unforeseen condition could, for example, 
be an unforeseen flare-up of a known condition that you have (for example, a flare-up of 
a chronic skin condition). 

What if you are in the plan’s service area when you have an urgent need for care? 

In most other situations, if you are in the plan’s service area, we will cover urgently 
needed care only if you get this care from a network provider and follow the other rules 
described earlier in this chapter. However, if the circumstances are unusual or 
extraordinary, and network providers are temporarily unavailable or inaccessible, we will 
cover urgently needed care that you get from an out-of-network provider. 

What if you are outside the plan’s service area when you have an urgent need for 
care? 

When you are outside the service area and cannot get care from a network provider, 
our plan will cover urgently needed care that you get from any provider. 

Our plan does not cover urgently needed care or any other non-emergency care if you 
receive the care outside of the United States. Emergency care is also not covered by 
our Plan outside of the Unites States or its territories. 
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SECTION 4 What if you are billed directly for the full cost of your 
covered services? 

Section 4.1 You can ask the plan to pay for your covered services 

If you have paid for your covered services, or if you have received a bill for covered 
medical services, go to Chapter 7 (Asking us to paya bill you have received for covered 
medical services or drugs) for information about what to do. 

Section 4.2 What should you do if services are not covered by our plan? 

Bridgeway covers all medical services that are medically necessary, are listed in the 
plan’s Benefits Chart (this chart is in Chapter 4 of this booklet), and are obtained 
consistent with plan rules. You are responsible for paying the full cost of services that 
aren’t covered by our plan, either because they are not plan covered services, or they 
were obtained out-of-network where not authorized. 

If you have any questions about whether we will pay for any medical service or care that 
you are considering, you have the right to ask us whether we will cover it before you get 
it. If we say we will not cover your services, you have the right to appeal our decision 
not to cover your care. 

Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals, 
complaints)) has more information about what to do if you want a coverage decision 
from us or want to appeal a decision we have already made. You may also call Member 
Services at the number on the back cover of this booklet to get more information about 
how to do this. 

For covered services that have a benefit limitation, you pay the full cost of any services 
you get after you have used up your benefit for that type of covered service. Paying for 
costs once a benefit limit has been reached will count toward an out-of-pocket 
maximum. You can call Member Services when you want to know how much of your 
benefit limit you have already used. 

SECTION 5 How are your medical services covered when you are 
in a “clinical research study”? 

Section 5.1 What is a “clinical research study”? 

A clinical research study is a way that doctors and scientists test new types of medical 
care, like how well a new cancer drug works. They test new medical care procedures or 
drugs by asking for volunteers to help with the study. This kind of study is one of the 
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final stages of a research process that helps doctors and scientists see if a new 
approach works and if it is safe. 

Not all clinical research studies are open to members of our plan. Medicare first needs 
to approve the research study. If you participate in a study that Medicare has not 
approved, you will be responsible for paying all costs for your participation in the study. 

Once Medicare approves the study, someone who works on the study will contact you 
to explain more about the study and see if you meet the requirements set by the 
scientists who are running the study. You can participate in the study as long as you 
meet the requirements for the study and you have a full understanding and acceptance 
of what is involved if you participate in the study. 

If you participate in a Medicare-approved study, Original Medicare pays most of the 
costs for the covered services you receive as part of the study. When you are in a 
clinical research study, you may stay enrolled in our plan and continue to get the rest of 
your care (the care that is not related to the study) through our plan. 

If you want to participate in a Medicare-approved clinical research study, you do not 
need to get approval from us or your PCP. The providers that deliver your care as part 
of the clinical research study do not need to be part of our plan’s network of providers. 

Although you do not need to get our plan’s permission to be in a clinical research study, 
you do need to tell us before you start participating in a clinical research study. 
Here is why you need to tell us: 

1. We can let you know whether the clinical research study is Medicare-approved. 

2. We can tell you what services you will get from clinical research study providers 
instead of from our plan. 

If you plan on participating in a clinical research study, contact Member Services (see 
Chapter 2, Section 1 of this Evidence of Coverage). 

Section 5.2 When you participate in a clinical research study, who pays 
for what? 

Once you join a Medicare-approved clinical research study, you are covered for routine 
items and services you receive as part of the study, including: 

a. Room and board for a hospital stay that Medicare would pay for even if you 
weren’t in a study. 

b. An operation or other medical procedure if it is part of the research study. 

c. Treatment of side effects and complications of the new care. 
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Original Medicare pays most of the cost of the covered services you receive as part of 
the study. After Medicare has paid its share of the cost for these services, our plan will 
pay the rest. Like for all covered services, you will pay nothing for the covered services 
you get in the clinical research study. After Medicare has paid its share of the cost for 
these services, our plan will also pay for part of the costs. We will pay the difference 
between the cost sharing in Original Medicare and your cost sharing as a member of 
our plan. This means you will pay the same amount for the services you receive as part 
of the study as you would if you received these services from our plan. 

In order for us to pay for our share of the costs, you will need to submit a request for 
payment. With your request, you will need to send us a copy of your Medicare Summary 
Notices or other documentation that shows what services you received as part of the 
study. Please see Chapter 7 for more information about submitting requests for 
payment. 

When you are part of a clinical research study, neither Medicare nor our plan will pay 
for any of the following: 

• Generally, Medicare will not pay for the new item or service that the study is 
testing unless Medicare would cover the item or service even if you were not in a 
study. 

• Items and services the study gives you or any participant for free. 

• Items or services provided only to collect data, and not used in your direct health 
care. For example, Medicare would not pay for monthly CT scans done as part of 
the study if your condition would usually require only one CT scan. 

Do you want to know more? 

You can get more information about joining a clinical research study by reading the 
publication “Medicare and Clinical Research Studies” on the Medicare website 
(http://www.medicare.gov). You can also call 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 1-877-486-2048. 

SECTION 6 Rules for getting care covered in a “religious non-
medical health care institution” 

Section 6.1 What is a religious non-medical health care institution? 

A religious non-medical health care institution is a facility that provides care for a 
condition that would ordinarily be treated in a hospital or skilled nursing facility care. If 
getting care in a hospital or a skilled nursing facility is against a member’s religious 
beliefs, we will instead provide coverage for care in a religious non-medical health care 

http://www.medicare.gov/
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institution. You may choose to pursue medical care at any time for any reason. This 
benefit is provided only for Part A inpatient services (non-medical health care services). 
Medicare will only pay for non-medical health care services provided by religious non-
medical health care institutions. 

Section 6.2 What care from a religious non-medical health care institution 
is covered by our plan? 

To get care from a religious non-medical health care institution, you must sign a legal 
document that says you are conscientiously opposed to getting medical treatment that 
is “non-excepted.” 

1. “Non-excepted” medical care or treatment is any medical care or treatment that is 
voluntary and not required by any federal, state, or local law. 

2. “Excepted” medical treatment is medical care or treatment that you get that is not 
voluntary or is required under federal, state, or local law. 

To be covered by our plan, the care you get from a religious non-medical health care 
institution must meet the following conditions: 

• The facility providing the care must be certified by Medicare. 

• Our plan’s coverage of services you receive is limited to non-religious aspects of 
care. 

• If you get services from this institution that are provided to you in your home, our 
plan will cover these services only if your condition would ordinarily meet the 
conditions for coverage of services given by home health agencies that are not 
religious non-medical health care institutions. 

• If you get services from this institution that are provided to you in a facility, the 
following conditions apply: 

o You must have a medical condition that would allow you to receive 
covered services for inpatient hospital care or skilled nursing facility care. 

o – and – you must get approval in advance from our plan before you are 
admitted to the facility or your stay will not be covered. 

Medicare Inpatient Hospital coverage limits apply refer to the benefits chart in Chapter 
4. 



2012 Evidence of Coverage for Bridgeway 
Chapter 3. Using the plan’s coverage for your medical  and other covered services 49

 
 

 

SECTION 7 Rules for ownership of durable medical equipment 

Section 7.1 Will you own your durable medical equipment after making a 
certain number of payments under our plan? 

Durable medical equipment includes items such as oxygen equipment and supplies, 
wheelchairs, walkers, and hospital beds ordered by a provider for use in the home. 
Certain items, such as prosthetics, are always owned by the enrollee. In this section, we 
discuss other types of durable medical equipment that must be rented. 

In Original Medicare, people who rent certain types of durable medical equipment own 
the equipment after paying co-payments for the item for 13 months. As a member of 
Bridgeway, however, you usually will not acquire ownership of rented durable medical 
equipment items no matter how many copayments you make for the item while a 
member of our plan. Under certain limited circumstances we will transfer ownership of 
the durable medical equipment item. Call member services (phone numbers are on the 
back cover of this booklet) to find out about the requirements you must meet and the 
documentation you need to provide. 

What happens to payments you have made for durable medical equipment if you 
switch to Original Medicare? 

If you switch to Original Medicare after being a member of our plan: If you did not 
acquire ownership of the durable medical equipment item while in our plan, you will 
have to make 13 new consecutive payments for the item while in Original Medicare in 
order to acquire ownership of the item. Your previous payments while in our plan do not 
count toward these new 13 consecutive payments. 

If you made payments for the durable medical equipment item under Original Medicare 
before you joined our plan, these previous Original Medicare payments also do not 
count toward the new 13 consecutive payments. You will have to make 13 new 
consecutive payments for the item under Original Medicare in order to acquire 
ownership. There are no exceptions to this case when you return to Original Medicare. 
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SECTION 1 Understanding covered services 

This chapter focuses on what services are covered. It includes a Benefits Chart that 
gives a list of your covered services as a member of Bridgeway. Later in this chapter, 
you can find information about medical services that are not covered. It also tells about 
limitations on certain services. 

Section 1.1 You pay nothing for your covered services” 

Because you get assistance from Medicaid, you pay nothing for your covered services 
as long as you follow the plans’ rules for getting your care. (See Chapter 3 for more 
information about the plans’ rules for getting your care.) 

Section 1.2 What is the most you will pay for covered medical services? 

Note: Because our members also get assistance from Medicaid, very few members 
ever reach this out-of-pocket maximum. 

Because you are enrolled in a Medicare Advantage Plan, there is a limit to how much 
you have to pay out-of-pocket each year for medical services that are covered by our 
plan (see the Medical Benefits Chart in Section 2, below). This limit is called the 
maximum out-of-pocket amount for medical services. 

• As a member of Bridgeway, the most you will have to pay out-of-pocket for 
covered Part A and Part B services in 2012 is $6,700. The amounts you pay for 
copayments for covered services count toward this maximum out-of-pocket 
amount. The amounts you pay for your Part D prescription drugs do not count 
toward your maximum out-of-pocket amount. If you reach the maximum out-of-
pocket amount of $6,700, you will not have to pay any out-of-pocket costs for the 
rest of the year for covered services. However, you must continue to pay the 
Medicare Part B premium (unless your Part B premium is paid for you by 
Medicaid or another third party). 

Section 1.6 Our plan does not allow providers to “balance bill” you 

As a member of Bridgeway, an important protection for you is that, after you meet any 
deductibles, you only have to pay the plan’s cost-sharing amount when you get services 
covered by our plan. We do not allow providers to add additional separate charges such 
as “balance billing.” This protection (that you never pay more than the plan cost-sharing 
amount) applies even if we pay the provider less than the provider charges for a service 
and even if there is a dispute and we don’t pay certain provider charges. 
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Here is how this protection works. 

• If your cost sharing is a copayment (a set amount of dollars, for example, 
$15.00), then you pay only that amount for any services from a network provider. 

• If your cost sharing is a coinsurance (a percentage of the total charges), then you 
never pay more than that percentage. However, your cost depends on which 
type of provider you see: 

o If you obtain covered services from a network provider, you pay the 
coinsurance percentage multiplied by the plan’s reimbursement rate (as 
determined in the contract between the provider and the plan). 

o If you obtain covered services from an out-of-network provider who 
participates with Medicare, you pay the coinsurance percentage multiplied 
by the Medicare payment rate for participating providers. (Remember, the 
plan covers services from out-of-network providers only in certain 
situations, such as when you get a referral.) 

o If you obtain covered services from an out-of-network provider who does 
not participate with Medicare, then you pay the coinsurance amount 
multiplied by the Medicare payment rate for non-participating providers. 
(Remember, the plan covers services from out-of-network providers only 
in certain situations, such as when you get a referral.) 

SECTION 2 Use the Benefits Chart to find out what is covered for 
you 

Section 2.1 Your medical benefits as a member of the plan 

The Benefits Chart on the following pages lists the services Bridgeway covers. The 
services listed in the Benefits Chart are covered only when the following coverage 
requirements are met: 

1. Your Medicare covered services must be provided according to the coverage 
guidelines established by Medicare. 

2. Your services (including medical care, services, supplies, and equipment) must 
be medically necessary. “Medically necessary” means that the services, supplies, 
or drugs are needed for the prevention, diagnosis, or treatment of your medical 
condition and meet accepted standards of medical practice. 
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3. You receive your care from a network provider. In most cases, care you receive 
from an out-of-network provider will not be covered. Chapter 3 provides more 
information about requirements for using network providers and the situations 
when we will cover services from an out-of-network provider. 

4. You have a primary care provider (a PCP) who is providing and overseeing your 
care. In most situations, your PCP must give you approval in advance before you 
can see other providers in the plan’s network. This is called giving you a 
“referral.” Chapter 3 provides more information about getting a referral and the 
situations when you do not need a referral. 

5. Some of the services listed in the Benefits Chart are covered only if your doctor 
or other network provider gets approval in advance (sometimes called “prior 
authorization”) from us. Covered services that need approval in advance are 
marked in the Benefits Chart by a footnote. 

6. For all preventive services that are covered at no cost under Original Medicare, 
we also cover the service at no cost to you. However, if you also are treated or 
monitored for an existing medical condition during the visit when you receive the 
preventive service, a copayment will apply for the care received for the existing 
medical condition. 

You do not pay anything for the services listed in the Benefits Chart, as long as you 
meet the coverage requirements described above. 
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Benefits Chart 

Services that are covered for you What you must pay 
when you get these 
services 

Inpatient Care  

Inpatient hospital care 
Covered services include: 

• Semi-private room (or a private room if medically 
necessary) 

• Meals including special diets 

• Regular nursing services 

• Costs of special care units (such as intensive care or 
coronary care units) 

• Drugs and medications 

• Lab tests 

• X-rays and other radiology services 

• Necessary surgical and medical supplies 

• Use of appliances, such as wheelchairs 

• Operating and recovery room costs 

• Physical, occupational, and speech language therapy 

• Inpatient substance abuse services 

• Under certain conditions, the following types of transplants 
are covered:  corneal, kidney, kidney-pancreatic, heart, 
liver, lung, heart/lung, bone marrow, stem cell, and 
intestinal/multivisceral. If you need a transplant, we will 
arrange to have your case reviewed by a Medicare-
approved transplant center that will decide whether you 
are a candidate for a transplant. 

• If Bridgeway provides transplant services at a distant 
location (farther away than the normal community patterns 
of care) and you chose to obtain transplants at this distant 
location, we will arrange or pay for appropriate lodging and 
transportation costs for you and a companion. 

The plan covers 90 
days each benefit 
period. 
$0 annual deductible 
$0 copay   
You will not be 
charged additional 
cost sharing for 
professional 
services. 
Except in an 
emergency, your 
doctor must tell the 
plan that you are 
going to be admitted 
to the hospital.  
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Services that are covered for you What you must pay 
when you get these 
services 

• Blood - including storage and administration. Coverage of 
whole blood and packed red cells begins only with the 
fourth pint of blood that you need - you pay for the first 3 
pints of unreplaced blood. All other components of blood 
are covered beginning with the first pint used.  

• Physician services 
Note: To be an inpatient, your provider must write an order to 
admit you to the hospital. Even if you stay in the hospital 
overnight, you might still be considered an “outpatient.” If you 
are not sure if you are an inpatient, you should ask the 
hospital staff. 
You can also find more information in a Medicare fact sheet 
called “Are You a Hospital Inpatient or Outpatient? If You 
Have Medicare – Ask!” This fact sheet is available on the Web 
at http://www.medicare.gov/Publications/Pubs/pdf/11435.pdf 
or by calling 1-800-MEDICARE (1-800-633-4227). TTY users 
call 1-877-486-2048. You can call these numbers for free, 24 
hours a day, 7 days a week. 

Inpatient mental health care 
• Covered services include mental health care services that 

require a hospital stay. There is a 190-day lifetime limit for 
inpatient services in a psychiatric hospital. The 190-day 
limit does not apply to Mental Health services provided in a 
psychiatric unit of a general hospital. 

$0 copay 
Except in an 
emergency, your 
doctor must tell the 
plan that you are 
going to be admitted 
to the hospital.  

Skilled nursing facility (SNF) care 
(For a definition of “skilled nursing facility care,” see Chapter 
12 of this booklet. Skilled nursing facilities are sometimes 
called “SNFs.”) 
Covered services include: 

• Semiprivate room (or a private room if medically 
necessary) 

• Meals, including special diets 

$0 annual deductible 
$0 copay for SNF 
services 
You will not be 
charged additional 
cost sharing for 
professional 
services.  
Authorization rules 
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Services that are covered for you What you must pay 
when you get these 
services 

• Regular nursing services 

• Physical therapy, occupational therapy, and speech 
therapy 

• Drugs administered to you as part of your plan of care 
(This includes substances that are naturally present in the 
body, such as blood clotting factors.)   

• Blood - including storage and administration. Coverage of 
whole blood and packed red cells begins only with the 
fourth pint of blood that you need - you pay for the first 3 
pints of unreplaced blood. All other components of blood 
are covered beginning with the first pint used.  

• Medical and surgical supplies ordinarily provided by SNFs 

• Laboratory tests ordinarily provided by SNFs 

• X-rays and other radiology services ordinarily provided by 
SNFs 

• Use of appliances such as wheelchairs ordinarily provided 
by SNFs 

• Physician services 
Generally, you will get your SNF care from plan facilities. 
However, under certain conditions listed below, you may be 
able to get your care from a facility that isn’t a plan provider, if 
the facility accepts our plan’s amounts for payment. 

• A nursing home or continuing care retirement community 
where you were living right before you went to the hospital 
(as long as it provides skilled nursing facility care). 

• A SNF where your spouse is living at the time you leave 
the hospital. 

may apply.  
Plan covers up to 
100 days each 
benefit period. 
No prior hospital stay 
is required.  
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Services that are covered for you What you must pay 
when you get these 
services 

Inpatient services covered during a non-covered inpatient 
stay 
If you have exhausted your inpatient benefits or if the inpatient 
stay is not reasonable and necessary, we will not cover your 
inpatient stay. However, in some cases, we will cover certain 
services you receive while you are in the hospital or the skilled 
nursing facility (SNF) stay. Covered services include but are 
not limited to: 

• Physician services 

• Diagnostic tests (like lab tests) 

• X-ray, radium, and isotope therapy including technician 
materials and services 

• Surgical dressings 

• Splints, casts and other devices used to reduce fractures 
and dislocations 

• Prosthetics and orthotics devices (other than dental) that 
replace all or part of an internal body organ (including 
contiguous tissue), or all or part of the function of a 
permanently inoperative or malfunctioning internal body 
organ, including replacement or repairs of such devices 

• Leg, arm, back, and neck braces; trusses, and artificial 
legs, arms, and eyes including adjustments, repairs, and 
replacements required because of breakage, wear, loss, or 
a change in the patient’s physical condition 

• Physical therapy, speech therapy, and occupational 
therapy 

For covered 
services, you must 
pay the standard co-
pay or coinsurance. 
For example, you 
must pay 20% of the 
costs for physician 
services (see later 
section, “Physician 
Services”).  
All costs are paid by 
Medicaid if you have 
full Medicaid.  

For all other 
services, you must 
pay 100% once the 
benefit period has 
been exhausted or if 
the service has been 
denied by the plan – 
unless the service is 
covered by Medicaid 
and has not been 
denied for medical 
necessity. 
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Services that are covered for you What you must pay 
when you get these 
services 

Home health agency care 
Covered services include: 

• Part-time or intermittent skilled nursing and home health 
aide services (To be covered under the home health care 
benefit, your skilled nursing and home health aide services 
combined must total fewer than 8 hours per day and 35 
hours per week) 

• Physical therapy, occupational therapy, and speech 
therapy 

• Medical and social services 
• Medical equipment and supplies 

 
$ copay for 
Medicare-covered 
home health visits. 
Authorization rules 
may apply. 
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Services that are covered for you What you must pay 
when you get these 
services 

Hospice care 
You may receive care from any Medicare-certified hospice 
program. Your hospice doctor can be a network provider or an 
out-of-network provider.  
Original Medicare (rather than our plan) will pay for your 
hospice services and any Part A and Part B services related 
to your terminal condition. While you are in the hospice 
program, your hospice provider will bill Original Medicare for 
the services that Original Medicare pays for. 
Covered services include: 

• Drugs for symptom control and pain relief  

• Short-term respite care  

• Home care 
You are still a member of our plan. If you need non-hospice 
care (care that is not related to your terminal condition), you 
have two options: 

• You can obtain your non-hospice care from plan providers. 
In this case, you only pay plan allowed cost sharing 

• --or-- You can get your care covered by Original Medicare. 
In this case, you must pay the cost-sharing amounts under 
Original Medicare, except for emergency or urgently 
needed care. However, after payment, you can ask us to 
pay you back for the difference between the cost sharing 
in our plan and the cost sharing under Original Medicare. 

Note: If you need non-hospice care (care that is not related to 
your terminal condition), you should contact us to arrange the 
services. Getting your non-hospice care through our network 
providers will lower your share of the costs for the services. 
Our plan covers hospice consultation services (one time only) 
for a terminally ill person who hasn’t elected the hospice 
benefit. 

You must get care 
form a Medicare- 
certified hospice.  
Bridgeway will pay 
for a consultative 
visit before you 
select hospice.  
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Services that are covered for you What you must pay 
when you get these 
services 

Outpatient Services  

Physician services, including doctor’s office visits 
Covered services include: 

• Medically-necessary medical or surgical services furnished 
in a physician’s office, certified ambulatory surgical center, 
hospital outpatient department, or any other location  

• Consultation, diagnosis, and treatment by a specialist 

• Basic hearing and balance exams performed by your  
PCP, if your doctor orders it to see if you need medical 
treatment  

• Tele-health office visits including consultation, diagnosis 
and treatment by a specialist 

• Second opinion   by another network provider prior to 
surgery 

• Non-routine dental care (covered services are limited to 
surgery of the jaw or related structures, setting fractures of 
the jaw or facial bones, extraction of teeth to prepare the 
jaw for radiation treatments of neoplastic cancer disease, 
or services that would be covered when provided by a 
physician) 

$0 copay for each 
primary care doctor 
visit for Medicare- 
covered benefits. 
$0 copay for the cost 
of each in-area, 
network urgent care 
Medicare- covered 
visit. 
$0 copay for each 
specialist doctor visit 
for Medicare-covered 
benefits. 
Authorization rules 
may apply. 
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Services that are covered for you What you must pay 
when you get these 
services 

Outpatient hospital services  
We cover medically-necessary services you get in the 
outpatient department of a hospital for diagnosis or treatment 
of an illness or injury.  
Covered services include: 

• Services in an emergency department or outpatient clinic, 
including same-day surgery 

• Laboratory tests billed by the hospital 

• Mental health care, including care in a partial-
hospitalization program, if a doctor certifies that inpatient 
treatment would be required without it  

• X-rays and other radiology services billed by the hospital 

• Medical supplies such as splints and casts 

• Certain screenings and preventive services 

• Certain drugs and biologicals that you can’t give yourself 
Note: Unless the provider has written an order to admit you 
as an inpatient to the hospital, you are an outpatient and pay 
the cost-sharing amounts for outpatient hospital services. 
Even if you stay in the hospital overnight, you might still be 
considered an “outpatient.” If you are not sure if you are an 
outpatient, you should ask the hospital staff. 
You can also find more information in a Medicare fact sheet 
called “Are You a Hospital Inpatient or Outpatient? If You 
Have Medicare – Ask!” This fact sheet is available on the Web 
at http://www.medicare.gov/Publications/Pubs/pdf/11435.pdf 
or by calling 1-800-MEDICARE (1-800-633-4227). TTY users 
call 1-877-486-2048. You can call these numbers for free, 24 
hours a day, 7 days a week. 

All costs are paid by 
Medicaid if you have 
full Medicaid. 
Authorization riles 
may apply.  
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Services that are covered for you What you must pay 
when you get these 
services 

Chiropractic services 
Covered services include: 

• We cover only manual manipulation of the spine to correct 
subluxation 

$0 copay for 
Medicare- covered 
chiropractic visits. 
Authorization rules 
may apply.  

Podiatry services 
Covered services include: 

• Treatment of injuries and diseases of the feet (such as 
hammer toe or heel spurs). 

• Routine foot care for members with certain medical 
conditions affecting the lower limbs 

$0 copay for 
Medicare- covered 
podiatry benefits. 
Medicare –covered 
podiatry benefits are 
for medically- 
necessary foot care.  

Outpatient mental health care 
Covered services include: 
Mental health services provided by a doctor, clinical 
psychologist, clinical social worker, clinical nurse specialist, 
nurse practitioner, physician assistant, or other Medicare-
qualified mental health care professional as allowed under 
applicable state laws.  

$0 copay for 
Medicare- covered 
mental health visits. 
Authorization rules 
may apply.  

Partial hospitalization services 
“Partial hospitalization” is a structured program of active 
psychiatric treatment provided in a hospital outpatient setting 
or by a community mental health center, that is more intense 
than the care received in your doctor’s or therapist’s office and 
is an alternative to inpatient hospitalization. 
Because there are no community mental health centers in our 
network, we cover partial hospitalization only in a hospital 
outpatient setting. 

All costs are paid by 
Medicaid if you have 
full Medicaid. 
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Services that are covered for you What you must pay 
when you get these 
services 

Outpatient substance abuse services $0 copay for 
Medicare- covered 
visits. 
Authorization rules 
may apply.  

Outpatient surgery, including services provided at 
hospital outpatient facilities and ambulatory surgical 
centers 
Note: If you are having surgery in a hospital, you should 
check with your provider about whether you will be an 
inpatient or outpatient. Unless the provider writes an order to 
admit you as an inpatient to the hospital, you are an 
outpatient and pay the cost-sharing amounts for outpatient 
surgery. Even if you stay in the hospital overnight, you might 
still be considered an “outpatient.” 

$0 copay for 
Medicare – covered 
outpatient hospital 
facility visit. 
$0 copay for each 
Medicare- covered 
ambulatory surgical 
center visit. 
Authorization rules 
may apply.   

Ambulance services 
• Covered ambulance services include fixed wing, rotary 

wing, and ground ambulance services, to the nearest 
appropriate facility that can provide care only if they are 
furnished to a member whose medical condition is such 
that other means of transportation are contraindicated 
(could endanger the person’s health) or if authorized by 
the plan. The member’s condition must require both the 
ambulance transportation itself and the level of service 
provided in order for the billed service to be considered 
medically necessary.   

• Non-emergency transportation by ambulance is 
appropriate if it is documented that the member’s condition 
is such that other means of transportation are 
contraindicated (could endanger the person’s health) and 
that transportation by ambulance is medically required.  

$0 copay for 
Medicare- covered 
ambulance benefits. 
Authorization rules 
may apply.  
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Services that are covered for you What you must pay 
when you get these 
services 

Emergency care 
Emergency care is care that is needed to evaluate or stabilize 
an emergency medical condition.  
A medical emergency is when you, or any other prudent 
layperson with an average knowledge of health and medicine, 
believe that you have medical symptoms that require 
immediate medical attention to prevent loss of life, loss of a 
limb, or loss of function of a limb. The medical symptoms may 
be an illness, injury, severe pain, or a medical condition that is 
quickly getting worse. 
Not covered outside the US except under limited 
circumstances.  Contact the plan for more details.  

$0 copay for 
Medicare- covered 
emergency room 
visits. 
If you are admitted to 
the hospital within 3 
days for the same 
condition, you pay $0 
for the emergency 
room visit. 

Urgently needed care 
Urgently needed care is care provided to treat a non-
emergency, unforeseen medical illness, injury, or condition, 
that requires immediate medical care, but the plan’s network 
of providers is temporarily unavailable or inaccessible. 
Not covered outside the US except under limited 
circumstances.  Contact the plan for more details.  
 

$0 copay for 
Medicare- covered 
urgently needed care 
visits. 

Outpatient rehabilitation services 
Covered services include: physical therapy, occupational 
therapy, and speech language therapy. 
Outpatient rehabilitation services are provided in various 
outpatient settings, such as hospital outpatient departments, 
independent therapist offices, and Comprehensive Outpatient 
Rehabilitation Facilities (CORFs). 

All costs are paid by 
Medicaid if you have 
full Medicaid. 
Authorization rules 
may apply.  
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Services that are covered for you What you must pay 
when you get these 
services 

Cardiac rehabilitation services 
Comprehensive programs that include exercise, education, 
and counseling are covered for members who meet certain 
conditions with a doctor’s referral. The plan also covers 
intensive cardiac rehabilitation programs that are typically 
more rigorous or more intense than cardiac rehabilitation 
programs. 

All costs are paid by 
Medicaid if you have 
full Medicaid. 
Authorization rules 
may apply. 

Pulmonary rehabilitation services 
Comprehensive programs of pulmonary rehabilitation are 
covered for members who have moderate to very severe 
chronic obstructive pulmonary disease (COPD) and a referral 
for pulmonary rehabilitation from the doctor treating their 
chronic respiratory disease. 

All costs are paid by 
Medicaid if you have 
full Medicaid. 
Authorization rules 
may apply. 

Durable medical equipment and related supplies 
(For a definition of “durable medical equipment,” see Chapter 
12 of this booklet.) 
Covered items include, but are not limited to: wheelchairs, 
crutches, hospital bed, IV infusion pump, oxygen equipment, 
nebulizer, and walker.  

$0 copay for 
Medicare- covered 
items. 
Authorization rules 
may apply. 

Prosthetic devices and related supplies 
Devices (other than dental) that replace a body part or 
function. These include, but are not limited to: colostomy bags 
and supplies directly related to colostomy care, pacemakers, 
braces, prosthetic shoes, artificial limbs, and breast 
prostheses (including a surgical brassiere after a 
mastectomy). Includes certain supplies related to prosthetic 
devices, and repair and/or replacement of prosthetic devices. 
Also includes some coverage following cataract removal or 
cataract surgery – see “Vision Care” later in this section for 
more detail.  

$0 copay for 
Medicare- covered 
items. 
Authorization rules 
may apply. 
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Services that are covered for you What you must pay 
when you get these 
services 

Diabetes self-management training, diabetic services and 
supplies 
For all people who have diabetes (insulin and non-insulin 
users). Covered services include: 

• Blood glucose monitor, blood glucose test strips, lancet 
devices and lancets, and glucose-control solutions for 
checking the accuracy of test strips and monitors.   

• For people with diabetes who have severe diabetic foot 
disease: One pair per calendar year of therapeutic custom-
molded shoes  (including inserts provided with such 
shoes) and two additional pairs of inserts, or one pair of 
depth shoes and three pairs of inserts (not including the 
non-customized removable inserts provided with such 
shoes). Coverage includes fitting. 

• Diabetes self-management training is covered under 
certain conditions. 

$0 copay for 
Diabetes self- 
management 
training. 
$0 copay for 
diabetes monitoring 
supplies. 
$0 copay for 
therapeutic shoes or 
inserts. 

Outpatient diagnostic tests and therapeutic services and 
supplies 
Covered services include, but are not limited to: 

• X-rays 

• Radiation (radium and isotope) therapy including 
technician materials and supplies  

• Surgical supplies, such as dressings   

• Splints, casts and other devices used to reduce fractures 
and dislocations 

• Laboratory tests 

• Blood. Coverage begins with the fourth pint of blood that 
you need – you pay for the first 3 pints of unreplaced 
blood. Coverage of storage and administration begins with 
the first pint of blood that you need. 

• Other outpatient diagnostic tests 

$0 copay for 
Medicare covered: 
Lab services 
Diagnostic 
procedures and tests 
x-rays 
diagnostic radiology 
services (not 
including x-rays) 
therapeutic radiology 
services 
Authorization rules 
may apply.  
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Services that are covered for you What you must pay 
when you get these 
services 

Vision care 
Covered services include: 

• Outpatient physician services for the diagnosis and 
treatment of diseases and conditions of the eye. Original 
Medicare doesn’t cover routine eye exams (eye 
refractions) for eyeglasses/contacts. 

• For people who are at high risk of glaucoma, such as 
people with a family history of glaucoma, people with 
diabetes, and African-Americans who are age 50 and 
older: glaucoma screening once per year. 

• One pair of eyeglasses or contact lenses after each 
cataract surgery that includes insertion of an intraocular 
lens. (If you have two separate cataract operations, you 
cannot reserve the benefit after the first surgery and 
purchase two eyeglasses after the second surgery.) 
Corrective lenses/frames (and replacements) needed after 
a cataract removal without a lens implant. 

$0 copay for 
diagnosis and 
treatment for 
diseases and 
conditions of the eye 
$0 copay for 
eyeglasses or 
contact lenses after 
cataract surgery. 
0% of the cost for up 
to 1 supplemental 
routine eye exam 
ever year. 
0% of the cost for up 
to 1 pair of eye 
glasses or contacts 
each year. 
$150 plan coverage 
limit for eyewear 
every year.  

Preventive Services  

For all preventive services that are covered at no cost under 
Original Medicare, we also cover the service at no cost to you.  

 

Abdominal aortic aneurysm screening 
A one-time screening ultrasound for people at risk. The plan 
only covers this screening if you get a referral for it as a result 
of your “Welcome to Medicare” physical exam. 

$0 copay 
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Services that are covered for you What you must pay 
when you get these 
services 

Bone mass measurement 
For qualified individuals (generally, this means people at risk 
of losing bone mass or at risk of osteoporosis), the following 
services are covered every 24 months or more frequently if 
medically necessary:  procedures to identify bone mass, 
detect bone loss, or determine bone quality, including a 
physician’s interpretation of the results.  

$0 copay 

Colorectal cancer screening 
For people 50 and older, the following are covered: 

• Flexible sigmoidoscopy (or screening barium enema as an 
alternative) every 48 months  

• Fecal occult blood test, every 12 months 
For people at high risk of colorectal cancer, we cover: 

• Screening colonoscopy (or screening barium enema as an 
alternative) every 24 months  

For people not at high risk of colorectal cancer, we cover: 

• Screening colonoscopy every 10 years (120 months), but 
not within 48 months of a screening sigmoidoscopy  

$0 copay 

HIV screening 
For people who ask for an HIV screening test or who are at 
increased risk for HIV infection, we cover: 

• One screening exam every 12 months 
For women who are pregnant, we cover:  

• Up to three screening exams during a pregnancy 

$0 copay 
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Services that are covered for you What you must pay 
when you get these 
services 

Immunizations 
Covered Medicare Part B services include: 

• Pneumonia vaccine  

• Flu shots, once a year in the fall or winter   
• Hepatitis B vaccine if you are at high or intermediate risk of 

getting Hepatitis B   
• Other vaccines if you are at risk and they meet Medicare 

Part B coverage rules 
We also cover some vaccines under our Part D prescription 
drug benefit. 

$0 copay 

Breast cancer screening (mammograms) 
Covered services include: 

• One baseline mammogram between the ages of 35 and 
39 

• One screening mammogram every 12 months for women 
age 40 and older 

• Clinical breast exams once every 24 months 

$0 copay 

Cervical and vaginal cancer screening 
Covered services include: 

• For all women: Pap tests and pelvic exams are covered 
once every 24 months 

• If you are at high risk of cervical cancer or have had an 
abnormal Pap test and are of childbearing age: one Pap 
test every 12 months 

 
$0 copay 
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Services that are covered for you What you must pay 
when you get these 
services 

Prostate cancer screening exams 
For men age 50 and older, covered services include the 
following - once every 12 months: 

• Digital rectal exam 

• Prostate Specific Antigen (PSA) test 

$0 copay 

Cardiovascular disease testing 
Blood tests for the detection of cardiovascular disease (or 
abnormalities associated with an elevated risk of 
cardiovascular disease) once every 5 years (60 months). 

$0 copay 

“Welcome to Medicare” physical exam 
The plan covers a one-time “Welcome to Medicare” physical 
exam, which includes a review of your health, as well as 
education and counseling about the preventive services you 
need (including certain screenings and shots), and referrals 
for other care if needed.  
Important: You must have the physical exam within the first 
12 months you have Medicare Part B. When you make your 
appointment, let your doctor’s office know you would like to 
schedule your “Welcome to Medicare” physical exam. 

There is no 
coinsurance, 
copayment, or 
deductible for the 
Welcome to 
Medicare exam. 

Annual wellness visit  
If you’ve had Part B for longer than 12 months, you can get an 
annual wellness visit to develop or update a personalized 
prevention plan based on your current health and risk factors. 
This is covered once every 12 months. 
Note: Your first annual wellness visit can’t take place within 
12 months of your “Welcome to Medicare” exam. However, 
you don’t need to have had a “Welcome to Medicare” exam to 
be covered for annual wellness visits after you’ve had Part B 
for 12 months. 

There is no 
coinsurance, 
copayment, or 
deductible for the 
annual wellness visit. 
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Services that are covered for you What you must pay 
when you get these 
services 

Diabetes screening 
We cover this screening (includes fasting glucose tests) if you 
have any of the following risk factors: high blood pressure 
(hypertension), history of abnormal cholesterol and 
triglyceride levels (dyslipidemia), obesity, or a history of high 
blood sugar (glucose). Tests may also be covered if you meet 
other requirements, like being overweight and having a family 
history of diabetes.  
Based on the results of these tests, you may be eligible for up 
to two diabetes screenings every 12 months. 

0% of the cost for 
Medicare covered 
benefits 

Medical nutrition therapy 
This benefit is for people with diabetes, renal (kidney) disease 
(but not on dialysis), or after a transplant when referred by 
your doctor. 
We cover 3 hours of one-on-one counseling services during 
your first year that you receive medical nutrition therapy 
services under Medicare (this includes our plan, any other 
Medicare Advantage plan, or Original Medicare), and 2 hours 
each year after that. If your condition, treatment, or diagnosis 
changes, you may be able to receive more hours of treatment 
with a physician’s referral. A physician must prescribe these 
services and renew their referral yearly if your treatment is 
needed into another calendar year. 

0% of the cost for 
Medicare covered 
benefits 
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Services that are covered for you What you must pay 
when you get these 
services 

Smoking and tobacco use cessation (counseling to stop 
smoking) 
If you use tobacco, but do not have signs or symptoms of 
tobacco-related disease: we cover two counseling quit 
attempts within a 12-month period. Each counseling attempt 
includes up to four face-to-face visits.  
If you use tobacco and have been diagnosed with a tobacco-
related disease or are taking medicine that may be affected 
by tobacco: we cover cessation counseling services. We 
cover two counseling quit attempts within a 12-month period. 
Each counseling attempt includes up to four face-to-face 
visits, however, you will pay the applicable inpatient or 
outpatient cost sharing. 
 
 

If you haven’t been 
diagnosed with an 
illness caused or 
complicated by 
tobacco use: 
0% of the cost for 
Medicare covered 
benefits. 
If you have been 
diagnosed with an 
illness caused or 
complicated by 
tobacco use, or you 
take a medicine that 
is affected by 
tobacco: 
0% of the cost for 
Medicare covered 
benefits. 
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Services that are covered for you What you must pay 
when you get these 
services 

Other Services  

Services to treat kidney disease and conditions 
Covered services include: 

• Kidney disease education services to teach kidney care 
and help members make informed decisions about their 
care. For members with stage IV chronic kidney disease 
when referred by their doctor, we cover up to six sessions 
of kidney disease education services per lifetime. 

• Outpatient dialysis treatments (including dialysis 
treatments when temporarily out of the service area, as 
explained in Chapter 3)  

• Inpatient dialysis treatments (if you are admitted as an 
inpatient to a hospital for special care) 

• Self-dialysis training (includes training for you and anyone 
helping you with your home dialysis treatments) 

• Home dialysis equipment and supplies 

• Certain home support services (such as, when necessary, 
visits by trained dialysis workers to check on your home 
dialysis, to help in emergencies, and check your dialysis 
equipment and water supply) 

Certain drugs for dialysis are covered under your Medicare 
Part B drug benefit. For information about coverage for Part B 
Drugs, please go to the section below, “Medicare Part B 
prescription drugs.” 

$0 copay for renal 
dialysis 
$0 copay for kidney 
disease education 
services.  
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Services that are covered for you What you must pay 
when you get these 
services 

Medicare Part B prescription drugs 
These drugs are covered under Part B of Original Medicare. 
Members of our plan receive coverage for these drugs 
through our plan. Covered drugs include: 

• Drugs that usually aren’t self-administered by the patient 
and are injected or infused while you are getting physician, 
hospital outpatient, or ambulatory surgical center services   

• Drugs you take using durable medical equipment (such as 
nebulizers) that was authorized by the plan   

• Clotting factors you give yourself by injection if you have 
hemophilia 

• Immunosuppressive drugs, if you were enrolled in 
Medicare Part A at the time of the organ transplant 

• Injectable osteoporosis drugs, if you are homebound, have 
a bone fracture that a doctor certifies was related to post-
menopausal osteoporosis, and cannot self-administer the 
drug 

• Antigens 
• Certain oral anti-cancer drugs and anti-nausea drugs 
• Certain drugs for home dialysis, including heparin, the 

antidote for heparin when medically necessary, topical 
anesthetics, and erythropoisis-stimulating agents (such as 
Epogen, Procrit, Epoetin Alfa, Aranesp, or 
Darbepoetin Alfa)  

• Intravenous Immune Globulin for the home treatment of 
primary immune deficiency diseases 

Chapter 5 explains the Part D prescription drug benefit, 
including rules you must follow to have prescriptions covered. 
What you pay for your Part D prescription drugs through our 
plan is listed in Chapter 6. 

$ annual deductible 
for Part B covered 
drugs. 
$0 copay for Part B 
covered 
chemotherapy drugs 
and other Part B 
covered drugs.   
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Services that are covered for you What you must pay 
when you get these 
services 

Additional Medicare Benefits  

Dental services 
In general, preventive dental services (such as cleaning, 
routine dental exams, and dental x-rays) are not covered by 
Original Medicare.  
 

$0 copay for 
Medicare covered 
dental benefits. 
$0 copay for the 
following preventive 
benefits: 
(1) oral exam ever 
year 
(2) cleanings every 
year 
(1) fluoride treatment 
every year 
(1) dental x-ray every 
year 
$1,250 pan coverage 
limit for 
comprehensive 
dental benefits for 
year  
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Services that are covered for you What you must pay 
when you get these 
services 

Hearing services 
Basic hearing evaluations performed by your PCP are 
covered as outpatient care when furnished by a physician, 
audiologist, or other qualified provider.  
 

$0 copay for 
Medicare- covered 
diagnostic hearing 
exams. 
$0 copay for up to 1 
hearing aid(s) every 
year 
0% of the cost for up 
to 1 supplemental 
routine hearing 
exam(s) every year 
0% of the cost for up 
to 1 hearing aid 
fitting-evaluation(s) 
every year 
$600 plan coverage 
limit for hearing aids 
every year. 
Authorization rules 
may apply.  

Over the Counter (OTC) Items Please visit our 
website to see our 
list of covered OTC 
items. 
OTC items may be 
purchased only for 
the enrollee. 
Please contact the 
plan for specific 
instructions for using 
this benefit.  
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SECTION 3 What benefits are not covered by the plan? 

Section 3.1 Benefits not covered by the plan (exclusions) 

This section tells you what kinds of benefits are “excluded”. Excluded means that the 
plan doesn’t cover these benefits. In some cases, we cover items or services that are 
excluded by Medicare under our plan’s Medicaid benefits. For more information about 
Medicaid benefits, call Member Services (phone numbers are on the back cover of this 
booklet). 

The list below describes some services and items that aren’t covered by the plan under 
any conditions and some that are excluded by the plan only under specific conditions. 

We won’t pay for the excluded medical benefits listed in this section (or elsewhere in 
this booklet), and neither will Original Medicare. The only exception: If a benefit on the 
exclusion list is found upon appeal to be a medical benefit that we should have paid for 
or covered because of your specific situation. (For information about appealing a 
decision we have made to not cover a medical service, go to Chapter 9, Section 6.3 in 
this booklet.) 

In addition to any exclusions or limitations described in the Benefits Chart, or anywhere 
else in this Evidence of Coverage, the following items and services aren’t covered 
under Original Medicare: 

• Services considered not reasonable and necessary, according to the standards 
of Original Medicare, unless these services are listed by our plan as covered 
services. 

• Experimental medical and surgical procedures, equipment and medications, 
unless covered by Original Medicare or under a Medicare-approved clinical 
research study. (See Chapter 3, Section 5 for more information on clinical 
research studies.) Experimental procedures and items are those items and 
procedures determined by our plan and Original Medicare to not be generally 
accepted by the medical community. 

• Surgical treatment for morbid obesity, except when it is considered medically 
necessary and covered under Original Medicare. 

• Private room in a hospital, except when it is considered medically necessary. 

• Private duty nurses. 

• Personal items in your room at a hospital or a skilled nursing facility, such as a 
telephone or a television. 
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• Full-time nursing care in your home. 

• Custodial care, unless it is provided with covered skilled nursing care and/or 
skilled rehabilitation services. Custodial care, or non-skilled care, is care that 
helps you with activities of daily living, such as bathing or dressing. Note, this 
benefit may be covered by Medicaid, contact your Medicaid plan for more 
information. 

• Homemaker services include basic household assistance, including light 
housekeeping or light meal preparation. 

• Fees charged by your immediate relatives or members of your household. 

• Meals delivered to your home. 

• Elective or voluntary enhancement procedures or services (including weight loss, 
hair growth, sexual performance, athletic performance, cosmetic purposes, anti-
aging and mental performance), except when medically necessary. 

• Cosmetic surgery or procedures, unless because of an accidental injury or to 
improve a malformed part of the body. However, all stages of reconstruction are 
covered for a breast after a mastectomy, as well as for the unaffected breast to 
produce a symmetrical appearance. 

• Chiropractic care, other than manual manipulation of the spine consistent with 
Medicare coverage guidelines. 

• Routine foot care, except for the limited coverage provided according to 
Medicare guidelines. 

• Orthopedic shoes unless the shoes are part of a leg brace and are included in 
the cost of the brace or the shoes are for a person with diabetic foot disease. 

• Supportive devices for the feet, except for orthopedic or therapeutic shoes for 
people with diabetic foot disease. 

• Reversal of sterilization procedures, sex change operations, and non-prescription 
contraceptive supplies. 

• Acupuncture. 

• Naturopath services (uses natural or alternative treatments). 
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• Services provided to veterans in Veterans Affairs (VA) facilities. However, when 
emergency services are received at VA hospital and the VA cost sharing is more 
than the cost sharing under our plan, we will reimburse veterans for the 
difference. Members are still responsible for our cost-sharing amounts. 

The plan will not cover the excluded services listed above. Even if you receive the 
services at an emergency facility, the excluded services are still not covered. 
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Chapter 5. Using the plan’s coverage for your Part D prescription 
drugs 
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? How can you get information about your drug costs? 

Because you are eligible for Medicaid, you qualify for and are getting “Extra Help” 
from Medicare to pay for your prescription drug plan costs. Because you are in 
the Extra Help program, some information in this Evidence of Coverage 
about the costs for Part D prescription drugs does not apply to you. We 
have included a separate insert, called the “Evidence of Coverage Rider for 
People Who Get Extra Help Paying for Prescription Drugs” (LIS Rider), which 
tells you about your drug coverage. If you don’t have this insert, please call 
Member Services and ask for the “Evidence of Coverage Rider for People Who 
Get Extra Help Paying for Prescription Drugs” (LIS Rider). Phone numbers for 
Member Services are on the back cover of this booklet. 

SECTION 1 Introduction 

Section 1.1 This chapter describes your coverage for Part D drugs 

This chapter explains rules for using your coverage for Part D drugs. The next chapter 
tells what you pay for Part D drugs (Chapter 6, What you pay for your Part D 
prescription drugs). 

In addition to your coverage for Part D drugs, Bridgeway also covers some drugs under 
the plan’s medical benefits: 

1. The plan covers drugs you are given during covered stays in the hospital or in a 
skilled nursing facility. Chapter 4 (Benefits Chart, what is covered and what you 
pay) tells about the benefits and costs for drugs during a covered hospital or 
skilled nursing facility stay. 

2. Medicare Part B also provides benefits for some drugs. Part B drugs include 
certain chemotherapy drugs, certain drug injections you are given during an 
office visit, and drugs you are given at a dialysis facility. Chapter 4 (Benefits 
Chart, what is covered and what you pay) tells about the coverage and costs for 
Part B drugs. 

In addition to the drugs covered by Medicare, some prescription drugs are covered for 
you under your Medicaid benefits. Contact your Medicaid plan for more information on 
drugs covered under your Medicaid plan. 
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This chapter explains rules for using your coverage for Medicare Part D drugs. 

The next chapter tells what you pay for Part D drugs (Chapter 6, What you pay for your 
Part D prescription drugs). 

Section 1.2 Basic rules for the plan’s Part D drug coverage 

The plan will generally cover your drugs as long as you follow these basic rules: 

• You must have a network provider (a doctor or other prescriber) write your 
prescription. For more information, see Section 2, (Your prescriptions should be 
written by a network provider.) 

• You must use a network pharmacy to fill your prescription. (See Section 3, Fill 
your prescriptions at a network pharmacy or through the plan’s mail-order 
service.) 

• Your drug must be on the plan’s List of Covered Drugs (Formulary) (we call it the 
“Drug List” for short). (See Section 4, our drugs need to be on the plan’s “Drug 
List.”) 

• Your drug must be used for a medically accepted indication. A “medically 
accepted indication” is a use of the drug that is either approved by the Food and 
Drug Administration or supported by certain reference books. (See Section 4 for 
more information about a medically accepted indication.) 

SECTION 2 Fill your prescription at a network pharmacy or 
through the plan’s mail-order service 

Section 2.1 To have your prescription covered, use a network pharmacy 

In most cases, your prescriptions are covered only if they are filled at the plan’s network 
pharmacies. (See Section 3.5 for information about when we would cover prescriptions 
filled at out-of-network pharmacies.) 

A network pharmacy is a pharmacy that has a contract with the plan to provide your 
covered prescription drugs. The term “covered drugs” means all of the Part D 
prescription drugs that are covered on the plan’s Drug List. 
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Section 2.2 Finding network pharmacies 

How do you find a network pharmacy in your area? 

To find a network pharmacy, you can look in your Provider/Pharmacy Directory, visit our 
website (http://advantage.bridgewayhs.com), or call Member Services (phone numbers 
are on the back cover of this booklet). Choose whatever is easiest for you. 

You may go to any of our network pharmacies. 

What if the pharmacy you have been using leaves the network? 

If the pharmacy you have been using leaves the plan’s network, you will have to find a 
new pharmacy that is in the network. To find another network pharmacy in your area, 
you can get help from Member Services (phone numbers are on the back cover of this 
booklet) or use the Provider/Pharmacy Directory. You can also find information on our 
website at http://advantage.bridgewayhs.com. 

What if you need a specialized pharmacy? 

Sometimes prescriptions must be filled at a specialized pharmacy. Specialized 
pharmacies include: 

• Pharmacies that supply drugs for home infusion therapy. 

• Pharmacies that supply drugs for residents of a long-term care facility. Usually, a 
long-term care facility (such as a nursing home) has its own pharmacy. 
Residents may get prescription drugs through the facility’s pharmacy as long as it 
is part of our network. If your long-term care pharmacy is not in our network, 
please contact Member Services. 

• Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health 
Program (not available in Puerto Rico). Except in emergencies, only Native 
Americans or Alaska Natives have access to these pharmacies in our network. 

• Pharmacies that dispense drugs that are restricted by the FDA to certain 
locations or that require special handling, provider coordination, or education on 
their use. (Note: This scenario should happen rarely.) 

To locate a specialized pharmacy, look in your Pharmacy Directory or call Member 
Services. 

Section 2.3 Using the plan’s mail-order services 

For certain kinds of drugs, you can use the plan’s network mail-order services. 
Generally, the drugs available through mail order are drugs that you take on a regular 

http://advantage.bridgewayhs.com/
http://advantage.bridgewayhs.com/
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basis, for a chronic or long-term medical condition. Our plan’s mail-order service 
requires you to order a 90-day supply. 

To get order forms and information about filling your prescriptions by mail call Member 
Services at (1-866-475-3129 or TTY Users (1-877-613-2076) 8:00AM to 8:00PM, 7 
days a week. 

Usually a mail-order pharmacy order will get to you in no more than 16 days. Contact 
Member services is the order is delayed. 

Section 2.4 How can you get a long-term supply of drugs? 

When you get a long-term supply of drugs, your cost sharing may be lower. The plan 
offers two ways to get a long-term supply of “mail-order” drugs on our plan’s Drug List. 
(Mail-order drugs are drugs that you take on a regular basis, for a chronic or long-term 
medical condition.) 

• Some retail pharmacies in our network allow you to get a long-term supply of 
mail-order drugs. Some of these retail pharmacies may agree to accept a lower 
cost-sharing amount for a long-term supply of mail-order drugs. Other retail 
pharmacies may not agree to accept the lower cost-sharing amounts for a long-
term supply of mail-order drugs. In this case you will be responsible for the 
difference in price. Your Provider/Pharmacy Directory tells you which pharmacies 
in our network can give you a long-term supply of mail-order drugs. You can also 
call Member Services for more information. 

• For certain kinds of drugs, you can use the plan’s network mail-order services. 
Our plan’s mail-order service requires you to order at least a 90-day supply of the 
drug. See Section 3.3 for more information about using our mail-order services. 

Section 2.5 When can you use a pharmacy that is not in the plan’s 
network? 

Your prescription may be covered in certain situations 

We have network pharmacies outside of our service area where you can get your 
prescriptions filled as a member of our plan. Generally, we cover drugs filled at an out-
of-network pharmacy only when you are not able to use a network pharmacy. Here are 
the circumstances when we would cover prescriptions filled at an out-of-network 
pharmacy: 

• When you are out of the area, require a prescription filled, and are unable to 
obtain medications at local in-network pharmacy. 



2012 Evidence of Coverage for Bridgeway 
Chapter 5. Using the plan’s coverage for your Part D prescription drugs 86

 
 

 

• Generally, we only cover drugs filled at an out-of-network pharmacy in limited, 
non-routine circumstances when a network pharmacy is not available. 

In these situations, please check first with Member Services to see if there is a 
network pharmacy nearby. 

How do you ask for reimbursement from the plan? 

If you must use an out-of-network pharmacy, you will generally have to pay the full cost 
rather than your normal share of the cost when you fill your prescription. You can ask us 
to reimburse you for our share of the cost. (Chapter 7, Section 2.1 explains how to ask 
the plan to pay you back.) 

SECTION 3 Your drugs need to be on the plan’s “Drug List” 

Section 3.1 The “Drug List” tells which Part D drugs are covered 

The plan has a “List of Covered Drugs (Formulary).” In this Evidence of Coverage, we 
call it the “Drug List” for short. 

The drugs on this list are selected by the plan with the help of a team of doctors and 
pharmacists. The list must meet requirements set by Medicare. Medicare has approved 
the plan’s Drug List. 

We will generally cover a drug on the plan’s Drug List as long as you follow the other 
coverage rules explained in this chapter and the use of the drug is a medically accepted 
indication. A “medically accepted indication” is a use of the drug that is either: 

• approved by the Food and Drug Administration. (That is, the Food and Drug 
Administration has approved the drug for the diagnosis or condition for which it is 
being prescribed.) 

• — or — supported by certain reference books. (These reference books are the 
American Hospital Formulary Service Drug Information, the DRUGDEX 
Information System, and the USPDI or its successor.) 

The Drug List includes both brand name and generic drugs 

A generic drug is a prescription drug that has the same active ingredients as the brand 
name drug. Generally, it works just as well as the brand name drug and usually costs 
less. There are generic drug substitutes available for many brand name drugs. 

What is not on the Drug List? 

The plan does not cover all prescription drugs. 



2012 Evidence of Coverage for Bridgeway 
Chapter 5. Using the plan’s coverage for your Part D prescription drugs 87

 
 

 

• In some cases, the law does not allow any Medicare plan to cover certain types 
of drugs (for more information about this, see Section 8.1 in this chapter). 

• In other cases, we have decided not to include a particular drug on the Drug List. 

Section 3.2 There are 4 “cost-sharing tiers” for drugs on the Drug List 

Every drug on the plan’s Drug List is in one of four cost-sharing tiers. In general, the 
higher the cost-sharing tier, the higher your cost for the drug: 

Tier Level Centene Tier Name Co-Pay 

1 Generic $0.00 

2 Preferred Brand $3.30 to $6.50 

3 Non-Preferred Brand $3.30 to $6.50 

4 Injectable $3.30 to $6.50 unless generic 
(if generic then $0 co-pay would apply) 

To find out which cost-sharing tier your drug is in, look it up in the plan’s Drug List. 

The amount you pay for drugs in each cost-sharing tier is shown in Chapter 6 (What you 
pay for your Part D prescription drugs). 

Section 3.3 How can you find out if a specific drug is on the Drug List? 

You have 3 ways to find out: 

1. Check the most recent Drug List we sent you in the mail. 

2. Visit the plan’s website (http://advantage.bridgewayhs.com). The Drug List on the 
website is always the most current. 

3. Call Member Services to find out if a particular drug is on the plan’s Drug List or 
to ask for a copy of the list. Phone numbers for Member Services are on the back 
cover of this booklet. 

http://advantage.bridgewayhs.com/
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SECTION 4 There are restrictions on coverage for some drugs 

Section 4.1 Why do some drugs have restrictions? 

For certain prescription drugs, special rules restrict how and when the plan covers them. 
A team of doctors and pharmacists developed these rules to help our members use 
drugs in the most effective ways. These special rules also help control overall drug 
costs, which keeps your drug coverage more affordable. 

In general, our rules encourage you to get a drug that works for your medical condition 
and is safe and effective. Whenever a safe, lower-cost drug will work medically just as 
well as a higher-cost drug, the plan’s rules are designed to encourage you and your 
provider to use that lower-cost option. We also need to comply with Medicare’s rules 
and regulations for drug coverage and cost sharing. 

If there is a restriction for your drug, it usually means that you or your provider 
will have to take extra steps in order for us to cover the drug. If you want us to 
waive the restriction for you, you will need to use the formal appeals process and ask us 
to make an exception. We may or may not agree to waive the restriction for you. (See 
Chapter 9, Section 7.2 for information about asking for exceptions.) 

Section 4.2 What kinds of restrictions? 

Our plan uses different types of restrictions to help our members use drugs in the most 
effective ways. The sections below tell you more about the types of restrictions we use 
for certain drugs. 

Restricting brand name drugs when a generic version is available 

Generally, a “generic” drug works the same as a brand name drug and usually costs 
less. In most cases, when a generic version of a brand name drug is available, our 
network pharmacies will provide you the generic version. We usually will not cover 
the brand name drug when a generic version is available. However, if your provider has 
told us the medical reason that neither the generic drug nor other covered drugs that 
treat the same condition will work for you, then we will cover the brand name drug. 
(Your share of the cost may be greater for the brand name drug than for the generic 
drug.) 

Getting plan approval in advance 

For certain drugs, you or your provider need to get approval from the plan before we will 
agree to cover the drug for you. This is called “prior authorization.” Sometimes the 
requirement for getting approval in advance helps guide appropriate use of certain 
drugs. If you do not get this approval, your drug might not be covered by the plan. 
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Quantity limits 

For certain drugs, we limit the amount of the drug that you can have. For example, the 
plan might limit how many refills you can get, or how much of a drug you can get each 
time you fill your prescription. For example, if it is normally considered safe to take only 
one pill per day for a certain drug, we may limit coverage for your prescription to no 
more than one pill per day. 

Section 4.3 Do any of these restrictions apply to your drugs? 

The plan’s Drug List includes information about the restrictions described above. To find 
out if any of these restrictions apply to a drug you take or want to take, check the Drug 
List. For the most up-to-date information, call Member Services (phone numbers are on 
the back cover of this booklet) or check our website: http://advantage.bridgewayhs.com. 

If there is a restriction for your drug, it usually means that you or your provider 
will have to take extra steps in order for us to cover the drug. If there is a restriction 
on the drug you want to take, you should contact Member Services to learn what you or 
your provider would need to do to get coverage for the drug. If you want us to waive the 
restriction for you, you will need to use the formal appeals process and ask us to make 
an exception. We may or may not agree to waive the restriction for you. (See Chapter 9, 
Section 7.2 for information about asking for exceptions.) 

SECTION 5 What if one of your drugs is not covered in the way 
you’d like it to be covered? 

Section 5.1 There are things you can do if your drug is not covered in the 
way you’d like it to be covered 

Suppose there is a prescription drug you are currently taking, or one that you and your 
provider think you should be taking. We hope that your drug coverage will work well for 
you, but it’s possible that you might have a problem. For example: 

• What if the drug you want to take is not covered by the plan? For example, 
the drug might not be covered at all. Or maybe a generic version of the drug is 
covered but the brand name version you want to take is not covered. 

http://advantage.bridgewayhs.com/
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• What if the drug is covered, but there are extra rules or restrictions on 
coverage for that drug?  As explained in Section 5, some of the drugs covered 
by the plan have extra rules to restrict their use. For example, you might be 
required to try a different drug first, to see if it will work, before the drug you want 
to take will be covered for you. Or there might be limits on what amount of the 
drug (number of pills, etc.) is covered during a particular time period. In some 
cases, you may want us to waive the restriction for you. For example, you might 
want us to cover a certain drug for you without having to try other drugs first. Or 
you may want us to cover more of a drug (number of pills, etc.) than we normally 
will cover. 

• What if the drug is covered, but it is in a cost-sharing tier that makes your 
cost sharing more expensive than you think it should be? The plan puts 
each covered drug into one of four different cost-sharing tiers. How much you 
pay for your prescription depends in part on which cost-sharing tier your drug is 
in. 

There are things you can do if your drug is not covered in the way that you’d like it to be 
covered. Your options depend on what type of problem you have: 

• If your drug is not on the Drug List or if your drug is restricted, go to Section 5.2 
to learn what you can do. 

• If your drug is in a cost-sharing tier that makes your cost more expensive than 
you think it should be, go to Section 5.3 to learn what you can do. 

Section 5.2 What can you do if your drug is not on the Drug List or if the 
drug is restricted in some way? 

If your drug is not on the Drug List or is restricted, here are things you can do: 

• You may be able to get a temporary supply of the drug (only members in certain 
situations can get a temporary supply). This will give you and your provider time 
to change to another drug or to file a request to have the drug covered. 

• You can change to another drug. 

• You can request an exception and ask the plan to cover the drug or remove 
restrictions from the drug. 

You may be able to get a temporary supply 

Under certain circumstances, the plan can offer a temporary supply of a drug to you 
when your drug is not on the Drug List or when it is restricted in some way. Doing this 
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gives you time to talk with your provider about the change in coverage and figure out 
what to do. 

To be eligible for a temporary supply, you must meet the two requirements below: 

1. The change to your drug coverage must be one of the following types of 
changes: 

1. The drug you have been taking is no longer on the plan’s Drug List. 

2. or — the drug you have been taking is now restricted in some way 
(Section 5 in this chapter tells about restrictions). 

2. You must be in one of the situations described below: 

• For those members who were in the plan last year and aren’t in a 
long-term care facility: 

We will cover a temporary supply of your drug one time only during the 
first 90 days of the calendar year. This temporary supply will be for a 
maximum of a 30-day supply, or less if your prescription is written for 
fewer days. The prescription must be filled at a network pharmacy. 

• For those members who are new to the plan and aren’t in a long-term 
care facility: 

We will cover a temporary supply of your drug one time only during the 
first least 90 days of your membership in the plan. This temporary 
supply will be for a maximum of a 30-day supply, or less if your 
prescription is written for fewer days. The prescription must be filled at a 
network pharmacy. 

• For those members who are new to the plan and reside in a long-
term care facility: 

We will cover a temporary supply of your drug during the first 90 days of 
your membership in the plan. The first supply will be for a maximum of a 
31-day supply, or less if your prescription is written for fewer days. If 
needed, we will cover additional refills during your first 90 days in the plan. 

• For those members who have been in the plan for more than 90 days 
and reside in a long-term care facility and need a supply right away: 

We will cover one a 31-day supply supply, or less if your prescription is 
written for fewer days. This is in addition to the above long-term care 
transition supply. 
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To ask for a temporary supply, call Member Services (phone numbers are on the back 
cover of this booklet). 

During the time when you are getting a temporary supply of a drug, you should talk with 
your provider to decide what to do when your temporary supply runs out. You can either 
switch to a different drug covered by the plan or ask the plan to make an exception for 
you and cover your current drug. The sections below tell you more about these options. 

You can change to another drug 

Start by talking with your provider. Perhaps there is a different drug covered by the plan 
that might work just as well for you. You can call Member Services to ask for a list of 
covered drugs that treat the same medical condition. This list can help your provider find 
a covered drug that might work for you. 

You can ask for an exception 

You and your provider can ask the plan to make an exception for you and cover the 
drug in the way you would like it to be covered. If your provider says that you have 
medical reasons that justify asking us for an exception, your provider can help you 
request an exception to the rule. For example, you can ask the plan to cover a drug 
even though it is not on the plan’s Drug List. Or you can ask the plan to make an 
exception and cover the drug without restrictions. 

If you are a current member and a drug you are taking will be removed from the 
formulary or restricted in some way for next year, we will allow you to request a 
formulary exception in advance for next year. We will tell you about any change in the 
coverage for your drug for the following year. You can then ask us to make an exception 
and cover the drug in the way you would like it to be covered for the following year. We 
will give you an answer to your request for an exception before the change takes effect. 

If you and your provider want to ask for an exception, Chapter 9, Section 7.4 tells what 
to do. It explains the procedures and deadlines that have been set by Medicare to make 
sure your request is handled promptly and fairly. 

Section 5.3 What can you do if your drug is in a cost-sharing tier you 
think is too high? 

If your drug is in a cost-sharing tier you think is too high, here are things you can do: 

You can change to another drug 

If your drug is in a cost-sharing tier you think is too high, start by talking with your 
provider. Perhaps there is a different drug in a lower cost-sharing tier that might work 
just as well for you. You can call Member Services to ask for a list of covered drugs that 
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treat the same medical condition. This list can help your provider find a covered drug 
that might work for you. 

You can ask for an exception 

For drugs in two through four, you and your provider can ask the plan to make an 
exception in the cost-sharing tier for the drug so that you pay less for it. If your provider 
says that you have medical reasons that justify asking us for an exception, your provider 
can help you request an exception to the rule. 

If you and your provider want to ask for an exception, Chapter 9, Section 7.4 tells what 
to do. It explains the procedures and deadlines that have been set by Medicare to make 
sure your request is handled promptly and fairly. 

Drugs in some of our cost-sharing tiers are not eligible for this type of exception. We do 
not lower the cost-sharing amount for drugs in Injectables. . 

SECTION 6 What if your coverage changes for one of your 
drugs? 

Section 6.1 The Drug List can change during the year 

Most of the changes in drug coverage happen at the beginning of each year (January 
1). However, during the year, the plan might make many kinds of changes to the Drug 
List. For example, the plan might: 

• Add or remove drugs from the Drug List. New drugs become available, 
including new generic drugs. Perhaps the government has given approval to a 
new use for an existing drug. Sometimes, a drug gets recalled and we decide not 
to cover it. Or we might remove a drug from the list because it has been found to 
be ineffective. 

• Move a drug to a higher or lower cost-sharing tier. 

• Add or remove a restriction on coverage for a drug (for more information 
about restrictions to coverage, see Section 5 in this chapter). 

• Replace a brand name drug with a generic drug. 

In almost all cases, we must get approval from Medicare for changes we make to the 
plan’s Drug List. 
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Section 6.2 What happens if coverage changes for a drug you are taking? 

How will you find out if your drug’s coverage has been changed? 

If there is a change to coverage for a drug you are taking, the plan will send you a 
notice to tell you. Normally, we will let you know at least 60 days ahead of time. 

Once in a while, a drug is suddenly recalled because it’s been found to be unsafe or 
for other reasons. If this happens, the plan will immediately remove the drug from the 
Drug List. We will let you know of this change right away. Your provider will also know 
about this change, and can work with you to find another drug for your condition. 

Do changes to your drug coverage affect you right away? 

If any of the following types of changes affect a drug you are taking, the change will not 
affect you until January 1 of the next year if you stay in the plan: 

• If we move your drug into a higher cost-sharing tier. 

• If we put a new restriction on your use of the drug. 

• If we remove your drug from the Drug List, but not because of a sudden recall or 
because a new generic drug has replaced it. 

If any of these changes happens for a drug you are taking, then the change won’t affect 
your use or what you pay as your share of the cost until January 1 of the next year. Until 
that date, you probably won’t see any increase in your payments or any added 
restriction to your use of the drug. However, on January 1 of the next year, the changes 
will affect you. 

In some cases, you will be affected by the coverage change before January 1: 

• If a brand name drug you are taking is replaced by a new generic drug, the 
plan must give you at least 60 days’ notice or give you a 60-day refill of your 
brand name drug at a network pharmacy. 

o During this 60-day period, you should be working with your provider to 
switch to the generic or to a different drug that we cover. 

o Or you and your provider can ask the plan to make an exception and 
continue to cover the brand name drug for you. For information on how to 
ask for an exception, see Chapter 9 (What to do if you have a problem or 
complaint (coverage decisions, appeals, complaints)). 
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• Again, if a drug is suddenly recalled because it’s been found to be unsafe or for 
other reasons, the plan will immediately remove the drug from the Drug List. We 
will let you know of this change right away. 

o Your provider will also know about this change, and can work with you to 
find another drug for your condition. 

SECTION 7 What types of drugs are not covered by the plan? 

Section 7.1 Types of drugs we do not cover 

This section tells you what kinds of prescription drugs are “excluded.” This means 
neither Medicare nor Medicaid pays for these drugs. 

We won’t pay for the drugs that are listed in this section. The only exception: If the 
requested drug is found upon appeal to be a drug that is not excluded under Part D and 
we should have paid for or covered it because of your specific situation. (For information 
about appealing a decision we have made to not cover a drug, go to Chapter 9, Section 
7.5 in this booklet.) If the drug excluded by our plan is also excluded by Medicaid, you 
must pay for it yourself. 

Here are three general rules about drugs that Medicare drug plans will not cover under 
Part D: 

• Our plan’s Part D drug coverage cannot cover a drug that would be covered 
under Medicare Part A or Part B. 

• Our plan cannot cover a drug purchased outside the United States and its 
territories. 

• Our plan usually cannot cover off-label use. “Off-label use” is any use of the drug 
other than those indicated on a drug’s label as approved by the Food and Drug 
Administration. 

o Generally, coverage for “off-label use” is allowed only when the use is 
supported by certain reference books. These reference books are the 
American Hospital Formulary Service Drug Information, the DRUGDEX 
Information System, and the USPDI or its successor. If the use is not 
supported by any of these reference books, then our plan cannot cover its 
“off-label use.” 

Also, by law, the categories of drugs listed below are not covered by Medicare: 

• Non-prescription drugs (also called over-the-counter drugs) 
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• Drugs when used to promote fertility 

• Drugs when used for the relief of cough or cold symptoms 

• Drugs when used for cosmetic purposes or to promote hair growth 

• Prescription vitamins and mineral products, except prenatal vitamins and fluoride 
preparations 

• Drugs when used for the treatment of sexual or erectile dysfunction, such as 
Viagra, Cialis, Levitra, and Caverject 

• Drugs when used for treatment of anorexia, weight loss, or weight gain 

• Outpatient drugs for which the manufacturer seeks to require that associated 
tests or monitoring services be purchased exclusively from the manufacturer as a 
condition of sale 

• Barbiturates and Benzodiazepines 

SECTION 8 Show your plan membership card when you fill a 
prescription 

Section 8.1 Show your membership card 

To fill your prescription, show your plan membership card at the network pharmacy you 
choose. When you show your plan membership card, the network pharmacy will 
automatically bill the plan for our share of the costs of your covered prescription drug. 
You will need to pay the pharmacy your share of the cost when you pick up your 
prescription. 

Section 8.2 What if you don’t have your membership card with you? 

If you don’t have your plan membership card with you when you fill your prescription, 
ask the pharmacy to call the plan to get the necessary information. 

If the pharmacy is not able to get the necessary information, you may have to pay the 
full cost of the prescription when you pick it up. (You can then ask us to reimburse 
you for our share. See Chapter 7, Section 2.1 for information about how to ask the plan 
for reimbursement.) 
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SECTION 9 Part D drug coverage in special situations 

Section 9.1 What if you’re in a hospital or a skilled nursing facility for a 
stay that is covered by the plan? 

If you are admitted to a hospital or to a skilled nursing facility for a stay covered by the 
plan, we will generally cover the cost of your prescription drugs during your stay. Once 
you leave the hospital or skilled nursing facility, the plan will cover your drugs as long as 
the drugs meet all of our rules for coverage. See the previous parts of this section that 
tell about the rules for getting drug coverage. Chapter 6 (What you pay for your Part D 
prescription drugs) gives more information about drug coverage and what you pay. 

Section 9.2 What if you’re a resident in a long-term care facility? 

Usually, a long-term care facility (such as a nursing home) has its own pharmacy, or a 
pharmacy that supplies drugs for all of its residents. If you are a resident of a long-term 
care facility, you may get your prescription drugs through the facility’s pharmacy as long 
as it is part of our network. 

Check your Provider/Pharmacy Directory to find out if your long-term care facility’s 
pharmacy is part of our network. If it isn’t, or if you need more information, please 
contact Member Services. 

What if you’re a resident in a long-term care facility and become a new member of 
the plan? 

If you need a drug that is not on our Drug List or is restricted in some way, the plan will 
cover a temporary supply of your drug during the first 90 days of your membership. 
The first supply will be for a maximum of 31-day supply, or less if your prescription is 
written for fewer days. If needed, we will cover additional refills during your first 90 days 
in the plan. 

If you have been a member of the plan for more than 90 days and need a drug that is 
not on our Drug List or if the plan has any restriction on the drug’s coverage, we will 
cover one a 31-day supply, or less if your prescription is written for fewer days. 

During the time when you are getting a temporary supply of a drug, you should talk with 
your provider to decide what to do when your temporary supply runs out. Perhaps there 
is a different drug covered by the plan that might work just as well for you. Or you and 
your provider can ask the plan to make an exception for you and cover the drug in the 
way you would like it to be covered. If you and your provider want to ask for an 
exception, Chapter 9, Section 7.4 tells what to do. 
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SECTION 10 Programs on drug safety and managing medications 

Section 10.1 Programs to help members use drugs safely 

We conduct drug use reviews for our members to help make sure that they are getting 
safe and appropriate care. These reviews are especially important for members who 
have more than one provider who prescribes their drugs. 

We do a review each time you fill a prescription. We also review our records on a 
regular basis. During these reviews, we look for potential problems such as: 

• Possible medication errors 

• Drugs that may not be necessary because you are taking another drug to treat 
the same medical condition 

• Drugs that may not be safe or appropriate because of your age or gender 

• Certain combinations of drugs that could harm you if taken at the same time 

• Prescriptions written for drugs that have ingredients you are allergic to 

• Possible errors in the amount (dosage) of a drug you are taking. 

If we see a possible problem in your use of medications, we will work with your provider 
to correct the problem. 

Section 10 .2 Programs to help members manage their medications 

We have programs that can help our members with special situations. For example, 
some members have several complex medical conditions or they may need to take 
many drugs at the same time, or they could have very high drug costs. 

These programs are voluntary and free to members. A team of pharmacists and doctors 
developed the programs for us. The programs can help make sure that our members 
are using the drugs that work best to treat their medical conditions and help us identify 
possible medication errors. 

If we have a program that fits your needs, we will automatically enroll you in the 
program and send you information.  If you decide not to participate, please notify us and 
we will withdraw you from the program. If you have any questions about these 
programs, please contact Member Services (phone numbers are on the back cover of 
this booklet). 


	Chapter 3. Using the plan’s coverage for your medical  and other covered services
	SECTION 1 Things to know about getting your medical care  and other services covered as a member of our plan
	Section 1.1 What are “network providers” and “covered services”?
	Section 1.2 Basic rules for getting your medical care and other services covered by the plan

	SECTION 2 Use providers in the plan’s network to get your medical care and other services
	Section 2.1 You must choose a Primary Care Provider (PCP) to provide and oversee your care
	Section 2.2 What kinds of medical care and other services can you get without getting approval in advance from your PCP?
	Section 2.3 How to get care from specialists and other network providers

	SECTION 3 How to get covered services when you have an emergency or urgent need for care
	Section 3.1 Getting care if you have a medical emergency
	Section 3.2 Getting care when you have an urgent need for care

	SECTION 4 What if you are billed directly for the full cost of your covered services?
	Section 4.1 You can ask the plan to pay for your covered services
	Section 4.2 What should you do if services are not covered by our plan?

	SECTION 5 How are your medical services covered when you are in a “clinical research study”?
	Section 5.1 What is a “clinical research study”?
	Section 5.2 When you participate in a clinical research study, who pays for what?

	SECTION 6 Rules for getting care covered in a “religious non-medical health care institution”
	Section 6.1 What is a religious non-medical health care institution?
	Section 6.2 What care from a religious non-medical health care institution is covered by our plan?

	SECTION 7 Rules for ownership of durable medical equipment
	Section 7.1 Will you own your durable medical equipment after making a certain number of payments under our plan?


	Chapter 4. Benefits Chart (what is covered)
	SECTION 1 Understanding covered services
	Section 1.1 You pay nothing for your covered services”
	Section 1.2 What is the most you will pay for covered medical services?
	Section 1.6 Our plan does not allow providers to “balance bill” you

	SECTION 2 Use the Benefits Chart to find out what is covered for you
	Section 2.1 Your medical benefits as a member of the plan

	SECTION 3 What benefits are not covered by the plan?
	Section 3.1 Benefits not covered by the plan (exclusions)


	Chapter 5. Using the plan’s coverage for your Part D prescription drugs
	SECTION 1 Introduction
	Section 1.1 This chapter describes your coverage for Part D drugs
	Section 1.2 Basic rules for the plan’s Part D drug coverage

	SECTION 2 Fill your prescription at a network pharmacy or through the plan’s mail-order service
	Section 2.1 To have your prescription covered, use a network pharmacy
	Section 2.2 Finding network pharmacies
	Section 2.3 Using the plan’s mail-order services
	Section 2.4 How can you get a long-term supply of drugs?
	Section 2.5 When can you use a pharmacy that is not in the plan’s network?

	SECTION 3 Your drugs need to be on the plan’s “Drug List”
	Section 3.1 The “Drug List” tells which Part D drugs are covered
	Section 3.2 There are 4 “cost-sharing tiers” for drugs on the Drug List
	Section 3.3 How can you find out if a specific drug is on the Drug List?

	SECTION 4 There are restrictions on coverage for some drugs
	Section 4.1 Why do some drugs have restrictions?
	Section 4.2 What kinds of restrictions?
	Section 4.3 Do any of these restrictions apply to your drugs?

	SECTION 5 What if one of your drugs is not covered in the way you’d like it to be covered?
	Section 5.1 There are things you can do if your drug is not covered in the way you’d like it to be covered
	Section 5.2 What can you do if your drug is not on the Drug List or if the drug is restricted in some way?
	Section 5.3 What can you do if your drug is in a cost-sharing tier you think is too high?

	SECTION 6 What if your coverage changes for one of your drugs?
	Section 6.1 The Drug List can change during the year
	Section 6.2 What happens if coverage changes for a drug you are taking?

	SECTION 7 What types of drugs are not covered by the plan?
	Section 7.1 Types of drugs we do not cover

	SECTION 8 Show your plan membership card when you fill a prescription
	Section 8.1 Show your membership card
	Section 8.2 What if you don’t have your membership card with you?

	SECTION 9 Part D drug coverage in special situations
	Section 9.1 What if you’re in a hospital or a skilled nursing facility for a stay that is covered by the plan?
	Section 9.2 What if you’re a resident in a long-term care facility?

	SECTION 10 Programs on drug safety and managing medications
	Section 10.1 Programs to help members use drugs safely
	Section 10 .2 Programs to help members manage their medications





