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Our CareAdvantage Unit Is Available to Help You

(all us at 1-866-880-0606 (toll free) or 650-616-2174
Hearing Impaired: TTY 1-800-735-2929 or dial 7-1-1.

« (all Center Hours are Monday through Sunday
8:00a.m. to 8:00 p.m.

« Office Hours are Monday through Friday 8:00 a.m. to 5:00 p.m.

Large-print Request
If you would like a large-print copy of this book, please call the CareAdvantage Unit.

Privacy Statement

Health Plan of San Mateo ensures the privacy of your medical record. For questions
and more information, please call the CareAdvantage Unit.

Nuestro Departamento de CareAdvantage esta a su disposicion para ayudarle

LIdmenos al 1-866-880-0606 (ntimero telefonico gratuito) o al
650-616-2174. Miembros con dificultades auditivas:
TTY 1-800-855-3000 0 marque el 7-1-1.

« El'horario de nuestro centro de atencion telefonica es
de lunes a domingo, de 8:00 a.m. a 8:00 p.m.

- El'horario de oficina es de lunes a viernes,
de 8:00a.m. a 5:00 p.m.
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Solicitud de impresion en caracteres grandes
Si desea un ejemplar de este manual en letra grande, por favor llame al
Departamento de CareAdvantage.

Declaracion de privacidad

Health Plan of San Mateo asequra la privacidad de su expediente médico.

Si tiene alguna prequnta o desea obtener mds informacion, por favor llame al
Departamento de CareAdvantage.
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Handa kayong Tulungan ng aming Yunit para sa mga Serbisyo sa mga Miyembro

Tawagan kami sa 1-866-880-0606 (walang bayad) o
sa650-616-2174. May Kapansanan sa Pandinig:
TTY 1-800-735-2929 o i-dial ang 7-1-1.

« Bukas ang aming mga call center mula Lunes hanggang
Linggo, 8:00 a.m. hanggang 8:00 p.m.

« Bukas ang aming opisina mula Lunes hanggang Biyernes,
8:00 a.m. hanggang 5:00 p.m.

Humiling ng Libro na Malalaki ang Pagkakalimbag ng mga Letra
Kung gusto ninyong makakuha ng librong ito na malalaki ang mga letra sa
pagkakalimbag, pakitawagan ang Yunit ng CareAdvantage.

Pahayag sa Pagiging Pribadong ng Impormasyon

Tinitiyak ng Health Plan of San Mateo ang pagiging pribado ng inyong medikal na
rekord. Para sa karagdagang katanungan at impormasyon, pakitawagan ang Mga
Serbisyo para sa mga Miyembro.
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Ecnm Bbl xoTenM 6bl NoNYYMTb 3K3EMNAAP SAHHOTO CMPABOYHIKA, HAOPaHHbIN
KpynHbIM WpndTOM, N03BOHUTE B noapa3zeneHue (areAdvantage Unit.
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Health Plan of San Mateo rapaHTupyeT obecneueHne KoHOUAEHLMANbHOCTY BaLLeii
MeAMLMHCKOI A0KyMeHTaLuu. Ecnu y Bac BO3HUKAN BOMPOCHI ki Bam TpebyeTca
AONONHUTeNbHAA MHPOpMaLA, No3BoHMTe B noapaszenerue (areAdvantage Unit.
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If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. The call is free. For
more information, visit www.hpsm.org/careadvantage. 1
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Your Health and Drug Coverage under CareAdvantage Dual Eligible
Special Needs Plan (HMO D-SNP)

CareAdvantage Dual Eligible Special Needs Plan (HMO D-SNP) is a health plan that contracts
with both Medicare and Medi-Cal to provide benefits of both programs to enrollees. Enrollment
in CareAdvantage depends on contract renewal.

Member Handbook Introduction

This Member Handbook, otherwise known as the Evidence of Coverage, tells you about your
coverage under our plan through December 31, 2027. It explains health care services,
behavioral health (mental health and substance use disorder) services, drug coverage, and
long-term services and supports. Key terms and their definitions appear in alphabetical order in
Chapter 12 of this Member Handbook.

This is an important legal document. Keep it in a safe place.

When this Member Handbook says “we,” “us,” “our,” or “our plan,” it means CareAdvantage
(HMO D-SNP).

This document is available for free in English, Spanish, Chinese and Tagalog.

You can get this document for free in other formats, such as large print, braille, and/or audio by
calling the CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-2929 or dial 7-1-1, Monday
through Sunday, 8:00 a.m. to 8:00 p.m. The call is free.

To obtain materials in a language other than English and/or in an alternative format now and in
the future, email CareAdvantageSupport@hpsm.org or call the CareAdvantage Unit at 1-866-
880-0606, TTY 1-800-735-2929 or dial 7-1-1. Monday through Sunday, 8:00 a.m. to 8:00 p.m.
The call is free. Or send a request in writing to:

Health Plan of San Mateo

Attn: CareAdvantage Unit

801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

Your preferred language and format will be kept on file for future mailings and communications,
so you do not need to make a separate request each time.

To change or cancel your preferences, please contact the CareAdvantage Unit.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 2
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English
ATTENTION: If you need help in your language, call 1-

866-880-0606 (TTY: 1-800-735-2929). Aids and services
for people with disabilities, like documents in braille and
large print, are also available. Call 1-866-880-0606 (TTY:
1-800-735-2929). These services are free of charge.

(Arabic)is »
1-866-880-0606 - Josils ccslial 52 Lusall ) unvial 13) 1oLV o
gl lesall g clasluall U 855 (TTY: (1-800-735-2929)
o el sl daddl g s 48y ylay 4 sl ot Jie d8le Y (5 5
1-866-880-0606
Alae claxall s (TTY: (1-800-735-2929)

Sw)tGptu (Armenian)

NhcuUNkhE3NRL: Gph 2tq ogunipinit £ hupjuynp
2t 1Eqyny, quuquhwuptp 1-866-880-0606 (TTY: 1-800-
735-2929): Gut twl odwinul] Uhongubtp nt
dSwnwjnipnLhibp hwydwtnuunipinit niikgnn wbhdwg
hwdwp, ophttwll” Fpwyih gqpuinhyny nt junsnputnun
wnywugpyws ynipkp: Quitquhwptp 1-866-880-0606
(TTY: 1-800-735-2929): Ujn dwnwjnipjniutbpnt wgdwp
Ll

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 3
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121 (Cambodian)

Gam: 1I0HM 81 MINSW M IUIHA gy
giedpisiiue 1-866-880-0606 (TTY: 1-800-735-2929)
NSW SH 1UNAY U NSO

S G M AM I HAHIN Y OB URS OIS ™
YRR NI HAPINYE SEGISNc SNETN
SIUNEMIUE 1-866-880-0606 (TTY: 1-800-735-2929)1
HUNMUSIHISBSARIBIS|WY

3 (Chinese)

IR NREBEZELERIAEIREEER), 1532 1-866-
880-0606 (TTY: 1-800-735-2929), S NI HLE X IREA
TR RS, Pl E XMNEERKFMHRHEE, BEAE
AR, 152 1-866-880-0606 (TTY: 1-800-735-2929),
LR SJED = 2 TR Y,

& (Farsi)

1-866-880-0606 L 1S il j0 SueS 253 () 4 ) 3 e Rl 1an i
e sadae Clard 5 LSS 3,80 (ila (TTY: 1-800-735-2929)

e Epn G bgly s dip s laai mile cul glaa (5 yla ol
ol 1-866-880-0606 (TTY: 1-800-735-2929)L .ol 35 5
g e 431 81 cleas o) 2,50

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 4
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{8l (Hindi)

T ¢ 3R TTDT U HIST H eI &1 MaLIHdl g dl
1-866-880-0606 (TTY: 1-800-735-2929) WR HIc b |
amwmmmﬁﬂ$ﬁmmeﬁhﬁm€ﬁﬁmﬁN@
fiic & +ff TTads IUT &1 1-866-880-0606 (TTY: 1-800-
735-2929) R Hid B | I JATE 7 Yeb g |

Hmoob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus
hu rau 1-866-880-0606 (TTY: 1-800-735-2929). Muaj cov
kev pab txhawb thiab kev pab cuam rau cov neeg xiam
oob ghab, xws li puav leej muaj ua cov ntawv su thiab
luam tawm ua tus ntawv loj. Hu rau 1-866-880-0606 (TTY:
1-800-735-2929). Cov kev pab cuam no yog pab dawb
Xwb.

Elili (Japanese)

FEAARZETONRDLELIGE (T 1-866-880-0606
(TTY: 1-800-735-2929)~ & %nﬁ {TZ& LW, RFDOERY
NFEDIARERRLE, BHAWEBELOFDI-HDOY —E
AHHELTWEY, 1-866-880-0606 (TTY: 1-800-735-
2929~ B BEEELTEI L, INH DY —E R IFER TRMH
LTWEd, ex0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or

w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more

information, visit www.hpsm.org/careadvantage. 5
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(Korean)

FoAte: ot PIOE E2S 21 4 O A ™ 1-866-880-
0606 (TTY: 1-800-735-2929) tHO 2 2 O|5 A A| 2. A XIL}
= X2 E ZAF 0] Hof7F U= 2= et =24
MH|AE 0|8 7Hs2tL|Ct. 1-866-880-0606 (TTY: 1-800-
735-2929) HHO 2 2O|SIAA|Q. 0|33t MH|ALE 22 &
SECE=1mn

(@3 — |

w239290 (Laotian) ' o '
UM 0:09U90089NI06090808c019 (LWIFI2e9 UL
B lymacy 1-866-880-0606 (TTY: 1-800-735-2929).
©9D00IVFOYCYDCCIENIVVINIVIIIVOVWNIV
c3UCONTFIVHCTLENTOVVVIAEDIOVL LE
lovmach 1-866-880-0606 (TTY: 1-800-735-2929).
NIVVINIVCHIVVOIDYCIONI (998 (0).

Mien
LONGC HNYOUV JANGX LONGX OC: Beiv taux meih
giemx longc mienh tengx faan benx meih nyei waac nor
ouc waac daaih lorx taux 1-866-880-0606 (TTY: 1-800-
735-2929). Liouh lorx jauv-louc tengx aengx caux nzie
ong bun taux ninh mbuo wuaaic fangx mienh, beiv taux
ongc benx nzangc-pokc bun hluo mbiutc aengx caux
aamz mborqv benx domh sou se mbenc nzoih bun Iongc.
Douc waac daaih lorx 1-866-880-0606 (TTY: 1-800-735-
2929). Naaiv deix nzie weih gong-bou jauv-louc se benx
wang-henh tengx mv zuqc cuotv nyaanh oc.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 6
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ATl (Punjabi) § .

& 188: 7 307 WU ST iR HEee S I J 3T I8 o
1-866-880-0606 (TTY: 1-800-735-2929). "I B Bt
AJTEST W3 A, {1 fd 98 w3 Nl gurel fed wrsed, &
S J&| 9% JJ 1-866-880-0606 (TTY: 1-800-735-
2929).f&g HIST HE3 I

Pycckumn (Russian)

BHUAMAHWE! Ecnu Bam Hy>XHa nomMoLlb Ha Ballem
pPOAHOM A3blke, 3BOHMUTE o Homepy 1-866-880-0606
(nuHMA TTY: 1-800-735-2929). Takke npeoCTaBnAlTCS
cpeacTtBa v ycnyru gng nogen ¢ orpaHNyYeHHbIMU
BO3MO>XHOCTSMUW, HANpumep AOKYMEHTbl KPYMHbIM
lpndToM Unu wpudTtom bpanna. 3soHnTe no Homepy 1-
866-880-0606 (yinHma TTY:1-800-735-2929). Takue
yCnyru npegocrtaBnsoTca decnnaTHo.

Espaiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-
866-880-0606 (TTY: 1-800-735-3000). También
ofrecemos asistencia y servicios para personas con
discapacidades, como documentos en braille y con letras
grandes. Llame al 1-866-880-0606 (TTY: 1-800-735-
2929). Estos servicios son gratuitos.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 7
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Tagalog (Filipino)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika,
tumawag sa 1-866-880-0606 (TTY: 1-800-735-2929).
Mayroon ding mga tulong at serbisyo para sa mga taong
may kapansanan,tulad ng mga dokumento sa braille at
malaking print. Tumawag sa 1-866-880-0606 (TTY: 1-
800-735-2929). Libre ang mga serbisyong ito.

M e (Thai)

Tdsanau: wnaasasnsanuthawdallluasuasnou
AT TnsAwWIT LNy 1-866-880-0606 (TTY: 1-800-
735-2929) u anannil dewsanlianudiunanasuiniseng
91 §1MTUUAARTIIAIUNATT LUU LANFTITEN 9
Mdludnwsiusaduasiandsnanwemafmanesaualng]
AT TnsAwWITllNvuneLay 1-866-880-0606 (TTY: 1-800-
735-2929) il Tdna81nTuusnstniail

YKkpaiHcbka (Ukrainian)

YBAI'A! Akwo Bam noTpidbHa gonomMora BaLLoOK PiaHO
MOBOIO, TenedoHynte Ha Homep 1-866-880-0606 (TTY:
1-800-735-2929). Jltoan 3 06MEXEHMMU MOXKINBOCTAMM
TaKOX MOXYTb CKOpPUCTATUCA OOMNOMPKHUMUM 3acobamu Ta
nocrnyramum, Hanpuknag, oTpuMaTi JOKYMEHTH,
HagpyKkoBaHi WwpudTomM bpanna ta Benuknm wpndTom.
TenedoHynte Ha Homep 1-866-880-0606 (TTY: 1-800-
735-2929). Lli nocnyry 6€3KOLTOBHI.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 8
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Tlenq Viét (Vietnamese)CHU Y: Néu quy Vi can tro giup
bang ngén nglr ctia minh, vui 16ng goi s6 1-866-880-0606
(TTY: 1-800-735-2929). Chung téi ciing hé tror va cung
cap céac dich vu danh cho ngwdi khuyét tat, nhw tai liéu
bang chir ndi Braille va chi¥ khd 1&n (ch® hoa). Vui ldng
goi s6 1-866-880-0606 (TTY: 1-800-735-2929). Cac dich
vu nay déu mién phi.

Other languages

You can get this Member Handbook and other plan
materials in other languages for free.
CareAdvantage provides written translations from
qualified translators. Call 1-866-880-0606 (TTY 1-
800-735-2929 or 7-1-1). The call is free. Read this
Member Handbook to learn more about health care
language assistance services such as interpreter
and translation services.

Other formats

You can get this information, in a timely manner, in
other formats such as braille, 20-point font large
print, audio format, and accessible electronic formats
(data CD) at no cost to you. Call 1-866-880-0606 (TTY
1-800-735-2929 or 7-1-1) The call is free.

Language Access Services

CareAdvantage provides oral interpretation services,
as well as sign language, from a qualified interpreter,

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 9
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on a 24-hour basis, at no cost to you. You don’t have
to use a family member or friend as an interpreter.
We discourage the use of family or friends,
especially minors, as interpreters unless it's an
emergency. Language access services, including
interpreter services, are available for free. Interpreter
services are available 24 hours a day, 7 days a
week. For help in your language, or to get this
handbook in a different language, call 1-866-880-
0606 (TTY 1-800-735-2929 or 7-1-1). The call is free.
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=2 information, visit www.hpsm.org/careadvantage. 10
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Disclaimers

+ CareAdvantage Dual Eligible Special Needs Plan (HMO D-SNP) is a health plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to
enrollees. Enroliment in CareAdvantage (HMO D-SNP) depends on contract
renewal. Limitations, copays and restrictions may apply. For more information, call
the CareAdvantage Unit or read the Member Handbook. This means that you may
have to pay for some services and that you need to follow certain rules to have
CareAdvantage pay for your services. Benefits and/or copayments may change on
January 1, 2028.

+«»+ Our covered drugs, pharmacy network, and/or provider network may change at any
time. You'll get a notice about any changes that may affect you at least 30 days in
advance.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 11
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Chapter 1: Getting started as a member

Introduction

This chapter includes information about CareAdvantage, a health plan that covers all of your
Medicare services and coordinates all of your Medicare and Medi-Cal services, and your
membership in it. It also tells you what to expect and what other information you’ll get from us.
Key terms and their definitions appear in alphabetical order in the last chapter of this Member
Handbook.
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If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 12
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J3. LiSt OF COVEIEA DIUQGS .....veeeeiiieieeiee ettt ettt e e e et e e e e e e e e e annnes 22
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K. Keeping your member record up to date ..o 22
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If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more

=2 information, visit www.hpsm.org/careadvantage. 13
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A. Welcome to our plan

Our plan provides Medicare and Medi-Cal services to individuals who are eligible for both
programs. Our plan includes doctors, hospitals, pharmacies, providers of long-term services and
supports, behavioral health providers, and other providers. We also have care managers and
care teams to help you manage your providers and services. They all work together to provide
the care you need.

With CareAdvantage, HPSM will help you manage your health care by:

Paying for your health care services and prescription drugs

e Giving you access to a large provider network with primary care physicians (PCPs),
dentists, specialists, clinics, pharmacies, and hospitals

e Helping you find other health care services you may qualify for and need like behavioral
health and long-term services and supports

e Providing care coordination to help you manage your providers and services making

sure they all work together to help meet your health goals

B. Information about Medicare and Medi-Cal

B1. Medicare

Medicare is the federal health insurance program for:
e people 65 years of age or over,
e some people under age 65 with certain disabilities, and

e people with end-stage renal disease (kidney failure).

B2. Medi-Cal

Medi-Cal is the name of California’s Medicaid program. Medi-Cal is run by the state and is paid
for by the state and the federal government. Medi-Cal helps people with limited incomes and
resources pay for Long-Term Services and Supports (LTSS) and medical costs. It covers extra
services and drugs not covered by Medicare.

Each state decides:
e Wwhat counts as income and resources,
e whois eligible,

e Wwhat services are covered, and

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 14
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e the cost for services.
States can decide how to run their programs, as long as they follow the federal rules.

Medicare and the state of California approved our plan. You can get Medicare and Medi-Cal
services through our plan as long as:

e we choose to offer the plan, and

e Medicare and the state of California allow us to continue to offer this plan.

Even if our plan stops operating in the future, your eligibility for Medicare and Medi-Cal services
isn’'t affected.

C. Advantages of our plan

You'll now get all your covered Medicare and Medi-Cal services from our plan, including drugs.
You don’t pay extra to join this health plan.

We help make your Medicare and Medi-Cal benefits work better together for you. Some of the
advantages include:

e You can work with us for most of your health care needs.

e You have a care team that you help put together. Your care team may include
yourself, your caregiver, doctors, nurses, counselors, or other health
professionals.

e You have access to a care manager. This is a person who works with you, with
our plan, and with your care team to help make a care plan.

e You’re able to direct your own care with help from your care team and care
manager.

e Your care team and care manager work with you to make a care plan designed
to meet your health needs. The care team helps coordinate the services you
need. For example, this means that your care team makes sure:

o Your doctors know about all the medicines you take so they can make sure
you're taking the right medicines and can reduce any side effects that you
may have from the medicines.

o Your test results are shared with all of your doctors and other providers, as
appropriate.

e New members to CareAdvantage: In most instances you'll be enrolled in
CareAdvantage for your Medicare benefits the 1st day of the month after you
If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or

w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 15
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request to be enrolled in CareAdvantage. You may still receive your Medi-Cal
services from your previous Medi-Cal health plan for up to two months. After that,
you’ll receive your Medi-Cal services through CareAdvantage. There will be no
gap in your Medi-Cal coverage. Please call us at the number at the bottom of the
page if you have any questions.

New members to CareAdvantage: In most instances you'll be enrolled in CareAdvantage for
your Medicare benefits the 1st day of the month after you request to be enrolled in
CareAdvantage. You may still receive your Medi-Cal services from your previous Medi-Cal
health plan for one additional month. After that, you’ll receive your Medi-Cal services through
CareAdvantage. There will be no gap in your Medi-Cal coverage. Please call us at 1-866-880-
0606, TTY 1-800-735-2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. if you
have any questions.

D. Our plan’s service area

Only people who live in our service area can join our plan.

You can’t stay in our plan if you move outside of our service area. Refer to Chapter 8 of
this Member Handbook for more information about the effects of moving out of our service area.

E. What makes you eligible to be a plan member
You're eligible for our plan as long as you:

e live in our service area (incarcerated individuals aren’t considered living in the
service area even if they're physically located in it), and

e are age 21 and older at the time of enroliment, and

e have both Medicare Part A and Medicare Part B, and

e are a United States citizen or national, or an eligible non-citizen, and
e are currently eligible for Medi-Cal.

e If you lose your Medi-Cal eligibility but can be expected to regain it within 4
month(s), we’ll continue to provide all Medicare benefits covered by
CareAdvantage. When your Medi-Cal coverage ends, we won'’t pay for your
Medi-Cal benefits.

We’'ll assist you to regain your Medi-Cal eligibility. If your Medi-Cal eligibility is
restored while you're still enrolled with us for your Medicare coverage, we'll
resume paying for your Medi-Cal benefits and your enroliment with us will

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 16
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continue. If you can’t regain Medi-Cal within 4-months, we’ll disenroll you from
CareAdvantage. If you regain Medi-Cal eligibility after being disenrolled, you'll
need to contact us to reenroll in the plan.

If you lose your Medi-Cal eligibility but can be expected to regain it within 4
months, we’ll continue to provide all Medicare and Medi-Cal covered benefits.
During this time, we’ll assist you to regain Medi-Cal eligibility. If you can’t regain
Medi-Cal within 4 months, we’ll disenroll you from CareAdvantage. If you regain
Medi-Cal eligibility after being disenrolled, you'll need to contact us to reenroll in
the plan.

Call the CareAdvantage Unit for more information.

F. What to expect when you first join our health plan

When you first join our plan, you get a health risk assessment (HRA) within 90 days before or
after your enrollment effective date.

We must complete an HRA for you. This HRA is the basis for developing your care plan. The
HRA includes questions to identify your medical, behavioral health, and functional needs.

We reach out to you to complete the HRA. We can complete the HRA by an in-person visit,
telephone call, or mail. We’ll reach out to you annually to see if any of your needs have
changed.

We’ll send you more information about this HRA.

If our plan is new for you, you can keep using the doctors you use now for a certain amount of
time, even if they’re not in our network. We call this continuity of care. If they’re not in our
network, you can keep your current providers and service authorizations at the time you enroll
for up to 12 months if all of the following conditions are met:

e You, your representative, or your provider asks us to let you keep using your
current provider.

e We establish that you had an existing relationship with a primary or specialty
care provider, with some exceptions. When we say “existing relationship,” it
means that you saw an out-of-network provider at least once for a non-
emergency visit during the 12 months before the date of your initial enroliment in
our plan.

o We determine an existing relationship by reviewing your available health
information or information you give us.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 17
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o We have 30 days to respond to your request. You can ask us to make a
faster decision, and we must respond in 15 days. You can make this request
by calling 1-866-880-0606. If you’re at risk of harm, we must respond within
three days.

o You or your provider must show documentation of an existing relationship
and agree to certain terms when you make the request.

Note: You can make this request for providers of Durable Medical Equipment (DME) for at least
90 days until we authorize a new DME rental and have a network provider deliver the rental.
Although you can’t make this request for providers of transportation or other ancillary providers,
you can make a request for services of transportation or other ancillary services not included in
our plan.

After the continuity of care period ends, you'll need to use doctors and other providers in the
CareAdvantage network, unless we make an agreement with your out-of-network doctor. A
network provider is a provider who works with the health plan Refer to Chapter 3 of this
Member Handbook for more information on getting care.

G. Your care team and care plan

G1. Care team
A care team can help you keep getting the care you need. A care team may include your doctor,
a care manager, your specialists, or other health professionals that you choose.

A care manager is a person trained to help you manage the care you need. You get a care
manager when you enroll in our plan. This person also refers you to other community resources
that our plan may not provide and will work with your care team to help coordinate your care.
Call us at the numbers at the bottom of the page for more information about your care manager
and care team.

G2. Care plan

Your care team works with you to make a care plan. A care plan tells you and your doctors what
services you need and how to get them. It includes your medical, behavioral health, and LTSS
or other services.

Your care plan includes:
e your health care goals, and
e atimeline for getting the services you need.

Your care team meets with you after your HRA. They ask you about services you need. They
also tell you about services you may want to think about getting. Your care plan is created

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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based on your needs and goals. Your care team works with you to update your care plan at
least every year.

H. Summary of Important Costs
Our plan has no premium.

Your costs may include the following:
e Medicare Prescription Payment Plan Amount (Section H1)

H1. Medicare Prescription Payment Amount

If you're participating in the Medicare Prescription Payment Plan, you'll get a bill from our plan
for your drugs (instead of paying the pharmacy). Your monthly bill is based on what you owe for
any prescriptions you get, plus your previous month’s balance, divided by the number of months
left in the year.

Chapter 2 Section N3 tells more about the Medicare Prescription Payment Plan. If you
disagree with the amount billed as part of this payment option, you can follow the steps in
Chapter 9 to make a complaint or appeal.

l. This Member Handbook

This Member Handbook is part of our contract with you. This means that we must follow all rules
in this document. If you think we’ve done something that goes against these rules, you may be
able to appeal our decision. For information about appeals, refer to Chapter 9 of this Member
Handbook or call 1-800-MEDICARE (1-800-633-4227).

You can ask for a Member Handbook by the CareAdvantage Unit at the numbers at the bottom
of the page. You can also refer to the Member Handbook found on our website at the web
address at the bottom of the page.

The contract is in effect for the months you're enrolled in our plan between January 1, 2027 and
December 31, 2027.

J. Other important information you get from us

Other important information we provide to you includes your Member ID Card, information about
how to access a Provider and Pharmacy Directory, and information about how to access a List
of Covered Drugs, also known as a Drug List or Formulary.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 19
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J1. Your Member ID Card

Under our plan, you have one card for your Medicare and Medi-Cal services, including Long-
Term Services and Supports (LTSS), certain behavioral health services, and prescriptions. You
show this card when you get any services or prescriptions. Here is a sample Member ID Card:

“ HedalthPlan CareAdvantage In case of emergency, call 9-1-1 or seek appropriate emergency care.

OF SANMATEO Dual Eligible Special Needs Plan (D-SNP CareAdvantage Unit: 1-866-880-0606 (toll free) or 650-616-2174
CareAdvantage Unit TTY: 1-800-735-2929 (toll free) or 7-1-1

Member Name; 1ear
e — Medicar cRe Pharmacy Help Desk: 1-888-635-8362
O Sp ' ' Behavioral Health: 1-800-686-0101 (toll free)
Member ID: 123456784 RxBine 012353 24-Hour Nurse Adyise: 1-§33,846,8722,/toll frge)
Date of Birth: MMBD Y Rxf€1v 06850000 Website: www.hpsm, ofeicarvadyi ntagn
Plan Effective Date; MM/DDIYYY
Care Manager Phone #: 650-616-2174 Submit pharmacy manual claims to: - Submit medical claims to:
55&C Health HPSM Claims Department
Attn: Dept Customer #586 801 Gateway Blvd, Suite 100
For information about your state-regulated medical and dental benefits P.O. Box 419019 South San Francisco, CA 94080
call the CareAdvantage Unit at 1-866-880-0606 or visit www.hpsm.org, Kansas City, MO 64141 HPSM Provider Line: 650-616-2106
HE019-001 1-888-635-8362 Toll-free: 1-833-MY-HPSM-1 (694-7761)

If your Member ID Card is damaged, lost, or stolen, call the CareAdvantage Unit at the number
at the bottom of the page right away. We’'ll send you a new card.

As long as you’re a member of our plan, you don’t need to use your red, white, and blue
Medicare card or your Medi-Cal card to get most services. Keep those cards in a safe place, in
case you need them later. If you show your Medicare card instead of your Member ID Card, the
provider may bill Medicare instead of our plan, and you may get a bill. You may be asked to
show your Medicare card if you need hospital services, hospice services, or participate in
Medicare-approved clinical research studies (also called clinical trials). Refer to Chapter 7 of
this Member Handbook to find out what to do if you get a bill from a provider.

Remember, you need your Medi-Cal card or Benefits Identification Card (BIC) to access the
following services:

e specialty mental health services that you may get from the County Mental health plan,
Behavioral Health and Recovery Services. Please also share your HPSM ID card.

e drugs that are not coverable through CareAdvantage but are instead covered through Medi-
Cal Rx such as some over-the-counter drugs and certain vitamins. Visit the Medi-Cal Rx
website (medi-calrx.dhcs.ca.gov) for a list of Medi-Cal Rx network pharmacies. You can also
call the Medi-Cal Rx Customer Service Center at 1-800-977-2273. When the Medi-Cal BIC
card is used to get medications not covered by CareAdvantage, Medi-Cal Rx is responsible
for processing the prescription. Visit the Medi-Cal Rx website (www.medi-calrx.dhcs.ca.gov)
for a list of Medi-Cal Rx network pharmacies.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=¥ information, visit www.hpsm.org/careadvantage. 20
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J2. Provider and Pharmacy Directory

The Provider and Pharmacy Directory lists the providers and pharmacies in our plan’s network.
While you’re a member of our plan, you must use network providers to get covered services.

You can ask for a Provider and Pharmacy Directory (electronically or in hard copy form) by
calling the CareAdvantage Unit at the numbers at the bottom of the page. Requests for hard
copy Provider and Pharmacy Directories will be mailed to you within three business days.

You can also refer to the Provider and Pharmacy Directory at the web address at the bottom of
the page.

The Provider and Pharmacy Directory lists the different types of doctors, nurses, and health
care professionals by their specialty (for example, allergy or radiology). Each listing will show
the basic information about the provider or pharmacy’s location, hours, and phone number, and
if new patients are being accepted. The listings will also show which language(s) a provider or
pharmacy’s staff speaks besides English, handicap accessibility, if the location is near public
transportation, and have completed cultural competency training.

Definition of network providers

e Our network providers include:

o doctors, nurses, and other health care professionals that you can use as a
member of our plan;

o clinics, hospitals, nursing facilities, and other places that provide health
services in our plan; and,

o LTSS, behavioral health services, home health agencies, durable medical
equipment (DME) suppliers, and others who provide goods and services that
you get through Medicare or Medi-Cal.

Network providers agree to accept payment from our plan for covered services as payment in
full.

Definition of network pharmacies

o Network pharmacies are pharmacies that agree to fill prescriptions for our plan
members. Use the Provider and Pharmacy Directory to find the network
pharmacy you want to use.

e Except during an emergency, you must fill your prescriptions at one of our
network pharmacies if you want our plan to help you pay for them.

Call the CareAdvantage Unit at the numbers at the bottom of the page for more information.
Both the CareAdvantage Unit and our website can give you the most up-to-date information
about changes in our network pharmacies and providers.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more

=2 information, visit www.hpsm.org/careadvantage. 21
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J3. List of Covered Drugs

Our plan has a List of Covered Drugs. We call it the Drug List for short. It tells you which drugs
our plan covers. The drugs on this list are selected by our plan with the help of doctors and
pharmacists. The Drug List must meet Medicare’s requirements. Drugs with negotiated prices
under the Medicare Drug Price Negotiation Program will be included on your Drug List unless
they’ve been removed and replaced as described in Chapter 5, Section B. Medicare approved
the CareAdvantage Drug List.

The Drug List also tells you if there are any rules or restrictions on any drugs, such as a limit on
the amount you can get. Refer to Chapter 5 of this Member Handbook for more information.

Each year, we send you information about how to access the Drug List, but some changes may
occur during the year. To get the most up-to-date information about which drugs are covered,
call the CareAdvantage Unit or visit our website at the address at the bottom of the page.

J4. The Explanation of Benefits

When you use your Medicare Part D drug benefits, we send you a summary to help you
understand and keep track of payments for your Medicare Part D drugs. This summary is called
the Explanation of Benefits (EOB).

The EOB tells you the total amount you, or others on your behalf, spent on your Medicare

Part D drugs and the total amount we paid for each of your Medicare Part D drugs during the
month. This EOB isn’t a bill. The EOB has more information about the drugs you take such as
increases in price and other drugs with lower cost-sharing that may be available. You can talk to
your prescriber about these lower cost options. Chapter 6 of this Member Handbook gives more
information about the EOB and how it helps you track your drug coverage.

You can also ask for an EOB. To get a copy, contact the CareAdvantage Unit at the numbers at
the bottom of the page.

K. Keeping your member record up to date

You can keep your member record up to date by telling us when your information changes.

We need this information to make sure that we have your correct information in our records. The
doctors, hospitals, pharmacists, and other providers in our plan’s network use your member
record to know what services and drugs are covered and your cost-sharing amounts. Because
of this, it's very important to help us keep your information up to date.

Tell us right away about the following:

e changes to your name, address, or phone number;

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 22
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e changes to any other health insurance coverage, such as from your employer,
your spouse’s employer, or your domestic partner’'s employer, or workers’
compensation;

e any liability claims, such as claims from an automobile accident;
e admission to a nursing facility or hospital;
e care from a hospital or emergency room;
e changes in your caregiver (or anyone responsible for you); and,

e if you participate in a clinical research study. (Note: You’re not required to tell us
about a clinical research study you intend to participate in, but we encourage you
to do so.)

If any information changes, call the CareAdvantage Unit at the numbers at the bottom of the
page.
K1. Privacy of personal health information (PHI)

Information in your membership record may include personal health information (PHI). Federal
and state laws require that we keep your PHI private. We protect your PHI. For more details
about how we protect your PHI, refer to Chapter 8 of this Member Handbook.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 23
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Chapter 2: Important phone numbers and resources

Introduction

This chapter gives you contact information for important resources that can help you answer
your questions about our plan and your health care benefits. You can also use this chapter to
get information about how to contact your manager and others to advocate on your behalf. Key
terms and their definitions appear in alphabetical order in the last chapter of this Member
Handbook.
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A. The CareAdvantage Unit

CALL 1-866-880-0606. This call is free.
Monday through Sunday, 8:00 a.m. to 8:00 p.m.

We have free interpreter services for people who don’t speak English.

TTY 1-800-735-2929 or dial 7-1-1. This call is free.

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

Monday through Sunday, 8:00 a.m. to 8:00 p.m.

FAX 650-616-2190
Health Plan of San Mateo
WRITE Attn: CareAdvantage Unit
801 Gateway Blvd., Suite 100
South San Francisco, CA 94080
EMAIL CareAdvantagesupport@hpsm.org
WEBSITE www.hpsm.org/careadvantage

Contact the CareAdvantage Unit to get help with:
e Questions about the plan
e Questions about claims or billing
o Coverage decisions about your health care
o A coverage decision about your health care is a decision about:
— your benefits and covered services or
— the amount we pay for your health services.

o Call us if you have questions about a coverage decision about your health
care.

o To learn more about coverage decisions, refer to Chapter 9 of this Member
Handbook.

e Appeals about your health care

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o An appeal is a formal way of asking us to review a decision we made about
your coverage and asking us to change it if you think we made a mistake or
disagree with the decision.

o To learn more about making an appeal, refer to Chapter 9 of this Member
Handbook or contact the CareAdvantage Unit.

e Complaints about your health care

o You can make a complaint about us or any provider (including a non-network
or network provider). A network provider is a provider who works with our
plan. You can also make a complaint to us or to the Quality Improvement
Organization (QIO) about the quality of the care you received (refer to
Section F.

o You can call us and explain your complaint at 1-866-880-0606.

o If your complaint is about a coverage decision about your health care, you
can make an appeal (refer to the section above).

o You can send a complaint about our plan to Medicare. You can use an online
form at www.medicare.gov/my/medicare-complaint. Or you can call 1-800-
MEDICARE (1-800-633-4227) to ask for help.

o You can make a complaint about our plan to the Medicare Medi-Cal
Ombudsperson Program by calling 1-855-501-3077.

o To learn more about making a complaint about your health care, refer to
Chapter 9 of this Member Handbook.

o Coverage decisions about your drugs
o A coverage decision about your drugs is a decision about:
— your benefits and covered drugs or
— the amount we pay for your drugs.

o Non-Medicare covered drugs, such as over-the-counter (OTC) medications
and certain vitamins, may be covered by Medi-Cal Rx. Please visit the Medi-
Cal Rx website (www.medi-calrx.dhcs.ca.gov) for more information. You can
also call the Medi-Cal Rx Customer Service Center at 800-977-2273.

o For more on coverage decisions about your drugs, refer to Chapter 9 of this
Member Handbook.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Appeals about your drugs
o An appeal is a way to ask us to change a coverage decision.

o For more on making an appeal about your drugs, refer to Chapter 9 of this
Member Handbook.

¢ Complaints about your drugs

o You can make a complaint about us or any pharmacy. This includes a
complaint about your drugs.

o If your complaint is about a coverage decision about your drugs, you can
make an appeal. (Refer to the section above.)

o You can send a complaint about our plan to Medicare. You can use an online
form at www.medicare.gov/my/medicare-complaint. Or you can call 1-800-
MEDICARE (1-800-633-4227) to ask for help.

o For more on making a complaint about your drugs, refer to Chapter 9 of this
Member Handbook.

o Payment for health care or drugs you already paid for

o For more on how to ask us to pay you back, or to pay a bill you got, refer to
Chapter 7 of this Member Handbook.

o If you ask us to pay a bill and we deny any part of your request, you can
appeal our decision. Refer to Chapter 9 of this Member Handbook.

o CareAdvantage is not responsible for paying you back for a drug that is only
coverable under Medi-Cal Rx. If you pay the full cost of a prescription that is
covered by Medi-Cal Rx and not CareAdvantage, you may be able to be
reimbursed by the pharmacy once Medi-Cal Rx pays for the prescription.
Alternatively, you may ask Medi-Cal Rx to pay you back by submitting the
“Medi-Cal Out-of-Pocket Expense Reimbursement (Conlan)” claim. More
information can be found on the Medi-Cal Rx website: www.medi-
calrx.dhcs.ca.gov.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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B. Your Care Manager

The HPSM Care Management program proactively coordinates complex care to

help facilitate the best clinical and functional outcomes for our members. Program staff is
knowledgeable of each member’s benefits and work to facilitate optimal use of those benefits. A
Care Manager is a clinician or other trained person who works for our plan to provide care
coordination services for you.

CALL 650-616-2060. This call is free.

Monday through Friday, 8:00 a.m. to 5:00 p.m.

We have free interpreter services for people who don’t speak English.

TTY 1-800-735-2929 or dial 7-1-1. This call is free.

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

Monday through Friday, 8:00 a.m. to 5:00 p.m.

FAX 650-829-2047

Health Plan of San Mateo

WRITE

Attn: Integrated Care Management
801 Gateway Blvd, Suite 100
South San Francisco, CA 94080

WEBSITE www.hpsm.org/careadvantage

Contact Integrated Care Management to get help with:

Questions about your health care

Questions about getting behavioral health (mental health and substance use
disorder) services

Questions about dental benefits
Questions about transportation to medical appointments

Questions about Long-term Services and Supports (LTSS), including Community-
Based Adult Services (CBAS) and Nursing Facilities (NF)

You might be able to get these services:

Community-Based Adult Services (CBAS)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Skilled nursing care

e Physical therapy

e Occupational therapy

e Speech therapy

e Medical social services

e Home health care

e In-Home Supportive Services (IHSS) through your county social service agency

e Sometimes you can get help with your daily health care and living needs. You
must be 18 years older, and you must be enrolled in a Medi-Cal Managed Care
Plan like the Health Plan of San Mateo (HPSM).

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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C. Health Insurance Counseling and Advocacy Program (HICAP)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state that offers free help, information, and answers to your Medicare
questions. In California, the SHIP is called the Health Insurance Counseling and Advocacy
Program (HICAP). HICAP counselors can answer your questions and help you understand what
to do to handle your problem. HICAP has trained counselors in every county, and services are
free.

HICAP is an independent state program (not connected with any insurance company or health
plan) that gets money from the federal government to give free local health insurance
counseling to people with Medicare.

CALL 1-800-434-0222 Monday through Friday, 8:30 a.m. to 4:30 p.m.

HICAP San Mateo County
1710 S. Amphlett Blvd., Suite 100
San Mateo, CA 94402

WRITE

WEBSITE www.hicapsanmateocounty.org or

www.cahealthadvocates.org/hicap/san-mateo

Contact HICAP for help with:
e Questions about Medicare

e HICAP counselors can answer your questions about changing to a new plan and
help you:

o understand your rights,

o understand your plan choices,

o answer questions about switching plans,

o make complaints about your health care or treatment, and

o assist with billing or claims issues.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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D. Nurse Advice Call Line

If you are worried about your health, HPSM has a Nurse Advice Line available at no cost to
members. Call 1-833-846-8773 if your healthcare provider is not available. Please have your
HPSM Member ID card ready when you call.

Registered nurses are ready to answer questions about your symptoms. They can tell you:

¢ How soon to see a healthcare provider.
e What to do if your symptoms get worse.

e What you can do at home to start feeling better.

For questions about prescribed medicines or refills, call your healthcare provider or local
pharmacy.

For emergencies, call 911 or go to the nearest emergency room.

For questions about HPSM, your benefits or covered services, call the CareAdvantage Unit.

CALL HPSM’s Nurse Advice Line: 1-833-846-8773. This call is free.

24 hours a day, 7 days a week. We have free interpreter services for
people who don’t speak English.

TTY 1-800-735-2929 or dial 7-1-1. This call is free.

This number is for people who have hearing or speaking limitations. You
must have special telephone equipment to call it.

24 hours a day, 7 days a week.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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E. Behavioral Health Crisis Line

If you are experiencing a behavioral health emergency or thoughts of suicide, call the San
Mateo County Crisis Line (650) 579-0350 or call/text 988 for help.

For assistance in finding mental health and/or substance use services for someone who may be
experiencing a mental iliness and/or substance use condition, or for someone you are
concerned about, call the San Mateo County Behavioral Health and Recovery Services (BHRS)
Access Call Center for information, a screening and a referral based on individual needs. The
Access Call Center is the main entry point for HPSM’s member seeking mental health and/or
substance use treatment services.

CALL Crisis Hotline: (650) 579-0350 or call/text 988. This call is free.
BHRS Access Call Center 1-800-686-0101.

24 hours a day, 7 days a week. BHRS Access Call Center staff speak
English, Spanish, and Chinese.

We have free interpreter services for people who do speak other
languages.

TTY 1-800-735-2929 or dial 7-1-1. This call is free.

This number is for people who have hearing or speaking problems. You
must have special telephone equipment to call it.

24 hours a day, 7 days a week

Contact the San Mateo County BHRS Access Call Center for help. A trained professional will
help answer:

e questions about behavioral health and substance abuse services

to request or be screened for Mental health services including some outpatient mental health
care and outpatient substance use disorder services. For questions about your county specialty
mental health services, refer to Section K.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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F. Quality Improvement Organization (QIO)

Our state has an organization called Commence Health. This is a group of doctors and other
health care professionals who help improve the quality of care for people with Medicare.
Commence Health is an independent organization. It's not connected with our plan.

CALL 1-877-588-1123

TTY 1-800-735-2929 or dial 7-1-1

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

WRITE BFCC-QIO Program
Commence Health
PO Box 2687
Virginia Beach, VA 23454

WEBSITE www.commencehealthqgio.cms.gov/en

Contact Commence Health for help with:
e questions about your health care rights
e making a complaint about the care you got if you:

o have a problem with the quality of care such as getting the wrong medication,
unnecessary tests or procedures, or a misdiagnosis,

o think your hospital stay is ending too soon, or

o think your home health care, skilled nursing facility care, or comprehensive
outpatient rehabilitation facility (CORF) services are ending too soon.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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G. Medicare

Medicare is the federal health insurance program for people 65 years of age or over, some
people under age 65 with disabilities, and people with end-stage renal disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services, or
CMS. This agency contracts with Medicare Advantage organizations including our plan.

CALL

TTY

CHAT
LIVE

WRITE

1-800-MEDICARE (1-800-633-4227)

Calls to this number are free, 24 hours a day, 7 days a week.

1-877-486-2048. This call is free.

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

Chat live at www.Medicare.gov/talk-to-someone

Write to Medicare at PO Box 1270, Lawrence, KS 66044

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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WEBSITE www.medicare.gov

¢ Get information about the Medicare health and drug plans in your
area, including what they cost and what services they provide.

e Find Medicare-participating doctors or other health care providers
and suppliers.

¢ Find out what Medicare covers, including preventive services (like
screenings, shots, or vaccines, and yearly “wellness” visits).

o Get Medicare appeals information and forms.

¢ Get information about the quality of care provided by plans, nursing
homes, hospitals, doctors, home health agencies, dialysis facilities,
hospice centers, inpatient rehabilitation facilities, and long-term care
hospitals.

e Look up helpful websites and phone numbers.

To submit a complaint to Medicare, go to
www.medicare.gov/my/medicare-complaint. Medicare takes your
complaints seriously and will use this information to help improve the
quality of the Medicare program.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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H. Medi-Cal

Medi-Cal is California's Medicaid program. This is a public health insurance program which
provides needed health care services for low-income individuals, including families with
children, seniors, persons with disabilities, children and youth in foster care, and pregnant
women. Medi-Cal is financed by state and federal government funds.

Medi-Cal benefits include medical, dental, behavioral health, and long-term services and
supports.

You're enrolled in Medicare and in Medi-Cal. If you have questions about your Medi-Cal
benefits, call your plan care manager. If you have questions about Medi-Cal plan enrollment,
call Health Care Options.

CALL 1-800-223-8383 Monday through Friday, 8 a.m. to 5 p.m.

TTY 1-800-735-2929 or dial 7-1-1

This number is for people who have hearing or speaking problems. You
must have special telephone equipment to call it.

WRITE San Mateo County Human Services Agency
400 Harbor Boulevard, Building ‘B”
Belmont, CA 94002

WEBSITE https://www.smcgov.org/hsa/contact-us

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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. Medi-Cal Managed Care and Mental Health Office of the
Ombudsman

The Office of the Ombudsman helps solve problems from a neutral standpoint to ensure that our
members receive all medically necessary covered services. They will listen, answer your
questions, analyze your situation, explain policies and procedures, provide information, advice,
and options, and suggest appropriate referrals. It's their job to help develop fair solutions to
health care access problems. They aren’t connected with our plan or with any insurance
company or health plan. Their services are free.

CALL 1-888-452-8609
Monday through Friday, 8 a.m. to 5 p.m.

TTY 1-800-430-7077

This number is for people who have hearing or speaking problems. You
must have special telephone equipment to call it.

WRITE CA Department of Health Care Services
Health Care Options
P.O. Box 989009
West Sacramento, CA 95798-9850

EMAIL MMCDOmbudsmanOffice@dhcs.ca.gov

WEBSITE www.dhcs.ca.gov/services/MH/Pages/mh-ombudsman.aspx

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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J. County Social Services

If you need help with your In-Home Supportive Servies (IHSS) benefits, contact your local
County Social Services agency (San Mateo County Aging and Disability Services).

Contact San Mateo County Aging and Disability Services to apply for In Home Supportive
Services, which will help pay for services provided to you so that you can remain safely in your
own home. Types of services may include help with preparing meals, bathing, dressing, laundry
shopping or transportation.

Contact San Mateo County Aging and Disability Services for any questions about your Medi-Cal

eligibility.

CALL 1-844-868-0938
This call is free.
24 hours, 7 days a week

TTY 1-800-735-2929 or dial 7-1-1
This number is for people who have hearing or speaking problems. You
must have special telephone equipment to call it.

WRITE San Mateo County Aging and Disability Services
PO Box 5892
San Mateo, CA 94402

WEBSITE www.smchealth.org/aging-and-adult-services

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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K. County Behavioral Health Services Agency

Medi-Cal specialty mental health services and substance use disorder services are available to
you through the county if you meet access criteria.

CALL 1-800-686-0101
This call is free.

24 hours a day, 7 days a week. We have free interpreter services for
people who don’t speak English.

TTY 7-1-1 TDD: 1-800-943-2833 This call is free.

This number is for people who have hearing or speaking problems. You
must have special telephone equipment to call it.

Monday through Friday, 8:00 a.m. to 5:00 p.m.

In San Mateo County, the County Behavioral Health Services Agency is called Behavioral
Health and Recovery Services (BHRS). Contact the county Behavioral Health agency for help
with:

e Questions about specialty mental health services provided by the county
e Questions about substance use disorder services provided by the county

e Requests to be screened for behavioral health services, including outpatient
mental health care and outpatient substance use disorder services

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 40



http://www.hpsm.org/careadvantage

CareAdvantage MEMBER HANDBOOK Chapter 2: Important phone numbers and resources

L. California Department of Managed Health Care

The California Department of Managed Health Care (DMHC) is responsible for regulating health
plans. The DMHC Help Center can help you with appeals and complaints about Medi-Cal

services.

CALL

TDD

WRITE

FAX

WEBSITE

1-888-466-2219

DMHC representatives are available between the hours of 8 a.m. and 6
p.m., Monday through Friday.

1-877-688-9891

This number is for people who have hearing or speaking problems. You
must have special telephone equipment to call it.

Help Center

California Department of Managed Health Care
980 Ninth Street, Suite 500

Sacramento, CA 95814-2725

1-916-255-5241

www.dmhc.ca.gov

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 41



http://www.hpsm.org/careadvantage
http://www.dmhc.ca.gov/

CareAdvantage MEMBER HANDBOOK Chapter 2: Important phone numbers and resources

M. Health Consumer Alliance (HCA)

The Health Consumer Alliance (HCA) is a statewide partnership that offers free on-line, over-
the-phone, or in-person legal assistance to help California residents struggling to get or maintain
health coverage and resolve problems with their health plans. To learn more about the HCA or
to get possible assistance, call 1-888-804-3536 or visit www.healthconsumer.org

N. Programs to Help People Pay for Drugs

The Medicare website (www.medicare.gov/basics/costs/help/drug-costs) provides information
on how to lower your drug costs. For people with limited incomes, there are also other programs
to assist, as described below.

N1. Extra Help from Medicare

Because you're eligible for Medi-Cal, you qualify for and are getting “Extra Help” from Medicare
to pay for your drug plan costs. You don’t need to do anything to get this “Extra Help.”

CALL 1-800-MEDICARE (1-800-633-4227)

Calls to this number are free, 24 hours a day, 7 days a week.

TTY 1-877-486-2048 This call is free.

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

WEBSITE www.medicare.gov

If you think you’re paying an incorrect amount for your prescription at a pharmacy, our plan has
a process to help get evidence of your correct copayment amount. If you already have evidence
of the right amount, we can help you share this evidence with us.

¢ You can contact the CareAdvantage Unit if you want to request assistance in
obtaining evidence of your correct copayment level, or if you already have the
evidence and you want to provide this evidence to us.

e When we get the evidence showing the right copayment level, we’'ll update our
system so you can pay the right copayment amount when you get your next
prescription. If you overpay your copayment, we’ll pay you back by check. If the
pharmacy didn’t collect your copayment and you owe them debt, we may make
the payment directly to the pharmacy. If the state paid on your behalf, we may
make payment directly to the state. Call the CareAdvantage Unit at the number
at the bottom of the page if you have questions.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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N2. AIDS Drug Assistance Program (ADAP)

ADAP helps ADAP-eligible people living with HIV/AIDS have access to life-saving HIV drugs.
Medicare Part D drugs that are also on the ADAP formulary qualify for prescription cost-sharing
help through the California Department of Public Health (CDPH). Note: To be eligible for the
ADAP in your state, people must meet certain criteria, including proof of the state residence and
HIV status, low income (as defined by the state), and uninsured/under-insured status. If you
change plans, notify your local ADAP enrollment worker so you can continue to receive
assistance for information on eligibility criteria, covered drugs, or how to enroll in the program,
please call the ADAP call center at 1-844-421-7050, Monday through Friday, 8:00 a.m. to 5:00
p.m. (excluding holidays).

N3. The Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a payment option that works with your current drug
coverage to help you manage your out-of-pocket costs for drugs covered by our plan by
spreading them across the calendar year (January-December). Anyone with a Medicare drug
plan or Medicare health plan with drug coverage (like a Medicare Advantage plan with drug
coverage) can use this payment option. This payment option might help you manage your
expenses, but it doesn’t save you money or lower your drug costs. If you’re participating
in the Medicare Prescription Payment Plan and stay in the same plan, you don’t need to
do anything to continue this option. “Extra Help” from Medicare and help from your SPAP
and ADAP, for those who qualify, is more advantageous than participation in this payment
option, no matter your income level, and plans with drug coverage must offer this payment
option. To learn more about this payment option, call the CareAdvantage Unit at the phone
number at the bottom of the page or visit www.medicare.gov.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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O. Social Security
Social Security determines Medicare eligibility and handles Medicare enroliment.

If you move or change your mailing address, it's important that you contact Social Security to let
them know.

CALL 1-800-772-1213
Calls to this number are free.
Available 8 a.m. to 7 p.m., Monday through Friday.

You can use their automated telephone services to get recorded
information and conduct some business 24 hours a day.

TTY 1-800-325-0778

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

WEBSITE WWW.Ssa.gov

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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P. Railroad Retirement Board (RRB)

The RRB is an independent Federal agency that administers comprehensive benefit programs
for the nation’s railroad workers and their families. If you get Medicare through the RRB, let
them know if you move or change your mailing address. For questions about your benefits from
the RRB, contact the agency.

CALL 1-877-772-5772
Calls to this number are free.

Press “0” to speak with a RRB representative from 9 a.m. to 3:30 p.m.,
Monday, Tuesday, Thursday and Friday, and from 9 a.m. to 12 p.m. on
Wednesday.

Press “1” to access the automated RRB Help Line and get recorded
information 24 hours a day, including weekends and holidays.

TTY 1-312-751-4701

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

Calls to this number aren’t free.

WEBSITE www.rrb.gov

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Q. Medicare Medi-Cal Ombudsperson Program

The Medicare Medi-Cal Ombudsperson Program offers FREE assistance to help people who
are struggling to get or maintain health coverage and resolve problems with their health plans.

If you have problems with:

e Medi-Cal

e Medicare

e your health plan

e accessing medical services

e appealing denied services, drugs, durable medical equipment (DME), mental
health services, etc.

e medical billing

e |HSS (In-Home Supportive Services)

The Medicare Medi-Cal Ombudsperson Program assists with complaints, appeals, and
hearings. The phone number for the Ombudsperson Program is 1-855-501-3077.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 46
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R. Medi-Cal Dental

Dental services include, but are not limited to, services such as:

¢ initial examinations, X-rays, cleanings, sealants, and fluoride treatments;
e restorations and crowns;

e root canal therapy; and

o partial and complete dentures, adjustments, repairs, and relines

Dental benefits are available through Health Plan of San Mateo.

CALL 1-800-322-6384
The call is free.

Medi-Cal Dental FFS representatives are available to assist you from 8
a.m. to 5 p.m., Monday through Friday.

TTY 1-800-735-2922

This number is for people who have difficulty with hearing or speaking.
You must have special telephone equipment to call it.

WEBSITE www.dental.dhcs.ca.qgov

smilecalifornia.org

You may get dental services from HPSM.For help finding a dentist, or for help getting dental
services, you can call 1-866-880-0606 (toll-free) (TTY 1-800-735-2929 or 711). You may also
visit the HPSM’s website at www.hpsm.org/dental for more information.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 3: Using our plan’s coverage for your health care
and other covered services

Introduction

This chapter has specific terms and rules you need to know to get health care and other
covered services with our plan. It also tells you about your care manager, how to get care from
different kinds of providers and under certain special circumstances (including from out-of-
network providers or pharmacies), what to do if you're billed directly for services we cover, and
the rules for owning Durable Medical Equipment (DME). Key terms and their definitions appear
in alphabetical order in the last chapter of this Member Handbook.
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A. Information about services and providers

Services are health care, long-term services and supports (LTSS), supplies, behavioral health
services, prescription and over-the-counter drugs, equipment, and other services. Covered
services are any of these services that our plan pays for. Covered health care, behavioral
health, and LTSS are in Chapter 4 of this Member Handbook. Your covered services for
prescription and over-the-counter drugs are in Chapter 5 of this Member Handbook.

Providers are doctors, nurses, and other people who give you services and care and are
licensed by the state. Providers also include hospitals, home health agencies, clinics, and other
places that give you health care services, behavioral health services, medical equipment, and
certain LTSS.

Network providers are providers who work with our plan. These providers agree to accept our
payment as full payment. Network providers bill us directly for care they give you. When you use
a network provider, you usually pay nothing for covered services.

B. Rules for getting services our plan covers

Our plan covers all services covered by Medicare, and most Medi-Cal services. This includes
certain behavioral health and LTSS.

Our plan will generally pay for health care services, behavioral health services, and many LTSS
you get when you follow our rules. To be covered by our plan:

e The care you get must be included in our Medical Benefits Chart in Chapter 4 of
this Member Handbook.

e The care must be medically necessary. By medically necessary, we mean
services that are reasonable and necessary to diagnose and treat your medical
condition. Medically necessary care is needed to keep individuals from getting
seriously ill or becoming disabled and reduces severe pain by treating disease,
illness, or injury.

e For medical services, you must have a network primary care provider (PCP)
providing and overseeing your care. As a plan member, you must choose a
network provider to be your PCP (go to Section D1 for more information).

o In most cases, your network PCP or our plan must give you approval
before you can use a provider that isn’t your PCP or use other providers
in our plan’s network. This is called a referral. If you don’t get approval,
we may not cover the services.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o You don’t need referrals from your PCP for emergency care or urgently
needed care, to use a woman’s health provider, or any other services
listed in Section D1.

¢ You must get your care from network providers (for more information, go to
Section D in this chapter). Usually, we won’t cover care from a provider who
doesn’t work with our health plan. This means that you’ll have to pay the provider
in full for services you get. Here are some cases when this rule doesn’t apply:

o If you need emergency or urgently needed care from an out-of-network
provider (for more information, go to Section H).

o If you need care that our plan covers and our network providers can’t
provide it, you can get care from an out-of-network provider. You must
obtain an authorization from our plan prior to a visit with an out-of-network
provider. In this situation, we cover the care as if you got it from a network
provider or at no cost to you. For information about getting approval to
use an out-of-network provider, go to Section D4.

o If you need kidney dialysis services when you’re outside our plan’s
service area for a short time or when your provider is temporarily
unavailable or not accessible, you can get care from an out-of-network
provider. The cost-sharing you pay for dialysis can never be higher than
the cost-sharing in Original Medicare. If you're outside our plan’s service
area and get dialysis from a provider outside the plan’s network, your
cost-sharing can’t be higher than the cost-sharing you pay in-network.
However, if your usual in-network provider for dialysis is temporarily
unavailable and you choose to get services inside our service area from
an out-of-network provider, your cost-sharing for the dialysis may be
higher. If possible, call the CareAdvantage Unit at the number at the
bottom of the page before you leave the service area so we can help
arrange for you to have maintenance dialysis while you’re away.

o If you’re a new member to our plan, you can ask to continue using your
current providers. With some exceptions, we must approve this request if
we can establish that you had an existing relationship with the providers.
Refer to Chapter 1 of this Member Handbook. If we approve your
request, you can continue using the providers you use now for up to 12
months for services. During that time, your care manager will contact you
to help you find providers in our network. After 12 months, we’ll no longer
cover your care if you continue to use providers that aren’t in our network.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Other Health Coverage: You must utilize all other health coverage prior to Medi-Cal when the
same service is available under your primary health coverage since Medi-Cal is the payer of last
resort. This means that in most cases, Medi-Cal will be the secondary payer to Medicare,
covering allowable costs not paid by Medicare or other health coverage up to the Medi-Cal rate.

New members to CareAdvantage: In most instances, you'll be enrolled in CareAdvantage for
your Medicare benefits the 1st day of the month after you request to be enrolled in
CareAdvantage. You may still receive your Medi-Cal services from your previous Medi-Cal
health plan for up to two months. After that, you’ll receive your Medi-Cal services through
CareAdvantage. There will be no gap in your Medi-Cal coverage. Please call the number at the
bottom of the page if you have any questions.

C. Your Care Manager

The HPSM Care Coordination benefit helps you manage and navigate your health care so that
you can reach your health care goals. Care Management staff are knowledgeable about your
benefits and work to facilitate optimal use of those benefits. Contact HPSM Integrated Care
Management to learn more.

C1. What a Care Manager is

A Care Manager is a trained person who works for our plan to provide care coordination and/or
care management services for you.

C2. How you can contact your Care Manager

e You can call 650-616-2060. The hours are Monday through Friday, 8:00 a.m. to 5:00 p.m.
This call is free.

e TTY users can call 1-800-735-2929 or dial 7-1-1. This call is free.

We have free interpreter services for people who do not speak English.
C3. How you can change your Care Manager

e You can call 1-866-880-0606 to request to change your Care Manager.

D. Care from providers

D1. Care from a primary care provider (PCP)

You must choose a PCP to provide and manage your care.

Definition of a PCP and what a PCP does for you

When you become a CareAdvantage member, you are expected to choose a contracted plan
provider to be your PCP. Your PCP is a pediatrician, a general practitioner, a family practitioner,

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 52
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an internist, or in some cases, an OB/GYN doctor, a nurse practitioner or physician’s assistant,
who meets state requirements and is trained to give you basic medical care. As we explain
below, you will get your routine or basic care from your PCP. Your PCP will also coordinate the
rest of the covered services you get as a CareAdvantage member. Your PCP will provide most
of your care and will help you arrange or coordinate the rest of the covered services you get as
a CareAdvantage member. This includes:

e X-rays

e Laboratory tests

e Therapies

e Care from doctors who are specialists
e Hospital admissions, and

e Follow-up care

“Coordinating” your services includes checking or consulting with other CareAdvantage
providers about your care and how it is going. In addition, there are special programs and
services in CareAdvantage that may be appropriate for you. Your PCP will know best whether to
recommend these programs to you. Coordination of your care and taking care of you when you
are sick or are doing well is part of providing patient centered care in a “medical home.” That is
what we want to provide for each CareAdvantage member. In some cases, your PCP may need
to get prior authorization (prior approval) from us for certain services. Since your PCP will
provide and coordinate your medical care, you should have all of your past medical records sent
to your PCP’s office. Chapter 8 tells you how we will protect the privacy of your medical records
and personal health information.

Your choice of PCP

You may choose your current PCP if you see his or her name in the Provider Directory.
You may also choose a new provider from the Provider Directory. The Provider Directory
has helpful information about each provider and the offices and clinics where they

work. To receive more information to help you make a PCP choice, you can call the
provider’s office. If there is a particular hospital that you want to use, check first to make
sure your PCP uses that hospital. A CareAdvantage Navigator, a representative of the
CareAdvantage Unit, can also give you information to help you make a PCP choice. You
can change your PCP as explained later in this section.

Option to change your PCP

You can change your PCP for any reason, at any time. It's also possible that your PCP may
leave our plan’s network. If your PCP leaves our network, we can help you find a new PCP in
our network.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 53
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You can change your PCP using the HPSM Member Portal available on our website

at www.hpsm.org/member-portal-login. Choose “Change PCP” from the menu. You can search
for a new PCP by name, location, gender and language. Check the “New Patients” box for
PCPs who are accepting new patients. To start searching, click the “Search” button to see a list
of PCPs that meet your needs.

You can also call the CareAdvantage Unit for help changing your PCP or finding a new PCP
who meets your needs. A CareAdvantage Navigator will make sure the PCP you want is
accepting new patients. If they are not, you can call the PCP to ask if they will accept you.

If you see specialists or get other covered services that need your PCP’s approval (such as
home health services or durable medical equipment), tell the CareAdvantage Navigator. The
CareAdvantage Navigator will help make sure that you can continue with the specialty care and
other services.

The CareAdvantage Unit will change your membership record to show the name of your new
PCP and tell you when the change to your new PCP will take effect. You will receive a
confirmation letter informing you of the name and contact information of your new PCP.

A PCP change is effective the first day of the following month. Some of our plan’s PCPs are
affiliated with medical groups. If you change your PCP, you may also be changing medical
groups. When you ask for a change, tell the CareAdvantage Unit if you use a specialist or get
other covered services that must have PCP approval. The CareAdvantage Unit helps you
continue your specialty care and other services when you change your PCP.

Services you can get without approval from your PCP

In most cases, you need approval from your PCP before using other providers. This approval is
called a referral. You can get services like the ones listed below without getting approval from
your PCP first:

e Emergency services from network providers or out-of-network providers

e Urgently needed covered services that require immediate medical attention (but
not an emergency) if you're either temporarily outside our plan’s service area, or if
it's unreasonable given your time, place, and circumstances to get this service
from network providers. Examples of urgently needed services are unforeseen
medical illnesses and injuries or unexpected flare-ups of existing conditions.
Medically necessary routine provider visits (like annual checkups) aren’t
considered urgently needed even if you're outside our plan’s service area or our
network is temporarily unavailable.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o Kidney dialysis services that you get at a Medicare-certified dialysis facility when
you’re outside our plan’s service area. If you call the CareAdvantage Unit before
you leave the service area, we can help you receive dialysis while you're away.

¢ Flu shots and COVID-19 vaccine as well as hepatitis B vaccines and pneumonia
vaccines as long as you get them from a network provider.

¢ Routine women’s health care and family planning services. This 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.

Additionally, if you’re an American Indian Member, you may get Covered Services from
an Indian Health Care Provider of your choice, without requiring a referral from a
Network PCP or Prior Authorization.

e Podiatry services provided by a network provider
e Acupuncture provided by a network provider

¢ Vision exams provided by a network provider

e Hearing exams provided by a network provider

e Chiropractic services for adjustments of the spine to correct alignment provided by
a network provider.
D2. Care from specialists and other network providers
A specialist is a doctor who provides health care for a specific disease or part of the body. There
are many kinds of specialists, such as:
e Oncologists who care for patients with cancer.
e Cardiologists who care for patients with heart problems.

e Orthopedists who care for patients with bone, joint, or muscle problems.

For some types of referrals, your PCP may need to get approval in advance from
CareAdvantage’s Medical Director (this is called getting “prior authorization” (PA). Please refer
to Chapter 4 for information about which services require PA.

Because your PCP is there to take care of your overall health, he/she should be aware of all
of your health concerns. That is why we strongly recommend that you talk to your PCP first
before you go to a specialist. There are some services that you will always be able to get
without a written referral.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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We explain these previously in Section D. If the specialist wants you to come back for more
care, check with your PCP first to be sure that your PCP wants you to have more visits with the
specialist.

If there are specific specialists you want to use, find out whether your PCP sends patients to
these specialists. Each plan PCP has certain specialists they use for referrals. This means that
the PCP you may select may determine the specialists you use. You may generally change your
PCP at any time if you want to use a Plan specialist whom your current PCP doesn’t refer you
to. Under “Option to change your PCP,” we tell you how to change your PCP. If there are
specific hospitals you want to use, you must first find out whether your PCP uses these
hospitals.

A written referral may be for a single visit or it may be a standing referral for more than one visit
if you need ongoing services. We must give you a standing referral to a qualified specialist for
any of these conditions:

e a chronic (ongoing) condition;
e a life-threatening mental or physical iliness;

e adegenerative disease or disability; any other condition or disease that is serious or
complex enough to require treatment by a specialist.

If you do not get a written referral when needed, the bill may not be paid. For more information,
call the CareAdvantage Unit at the number at the bottom of this page.

If we are unable to find you a qualified plan network provider, we must give you a standing
service authorization for a qualified specialist for any of these conditions:

¢ a chronic (ongoing) condition;

e a life-threatening mental or physical iliness;

e adegenerative disease or disability;

e any other condition or disease that is serious or complex enough to require treatment by

a specialist.

If you do not get a service authorization from us when needed, the bill may not be paid. For
more information, call the CareAdvantage Unit at the phone number printed at the bottom of this

page.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 56
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D3. When a provider leaves our plan

A network provider you use may leave our plan. If one of your providers leaves our plan, you
have these rights and protections that are summarized below:

e Even if our network of providers changes during the year, we must give you
uninterrupted access to qualified providers.

o We'll notify you that your provider is leaving our plan so that you have time to
select a new provider.

o If your primary care or behavioral health provider leaves our plan, we’ll
notify you if you visited that provider within the past three years.

o If any of your other providers leave our plan, we’ll notify you if you're
assigned to the provider, currently get care from them, or visited them
within the past three months.

o We’'ll help you select a new qualified in-network provider to continue managing
your health care needs.

e If you're currently undergoing medical treatment or therapies with your current
provider, you have the right to ask to continue getting medically necessary
treatment or therapies from another provider in our network. We'll work with you
S0 you can continue to get care.

o We'll give you information about available enrollment periods and options you
may have for changing plans.

¢ If we can’t find a qualified network specialist accessible to you, we must arrange
an out-of-network specialist to provide your care when an in-network provider or
benefit is unavailable or inadequate to meet your medical needs. Prior
authorization from the plan is needed before you get care from an out-of-network
specialist, or the services may not be covered.

¢ If you find out one of your providers is leaving our plan, contact us. We can help
you choose a new provider to manage your care.

¢ If you think we haven’t replaced your previous provider with a qualified provider or
that we aren’t managing your care well, you have the right to file a quality of care
complaint to the Quality Improvement Organization (QIO), a quality of care
grievance, or both. (Refer to Chapter 9 for more information.)

D4. Out-of-network providers

Your PCP may refer you to an out-of-network provider when your medical needs cannot be met
through the CareAdvantage provider network. In some cases, your PCP will need to get

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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authorization from CareAdvantage. Your PCP can request authorization from HPSM by
completing a Prior Authorization Form and faxing it to HPSM.

For referrals out-of-network your PCP can submit a Request for Authorization Form and fax it to
HPSM.

If you use an out-of-network provider, the provider must accept Medicare and/or Medi-Cal.

e We can't pay a provider who isn’t eligible to participate in Medicare and/or Medi-
Cal.

e If you use a provider who isn’t eligible to participate in Medicare, you must pay the
full cost of the services you get.

e Providers must tell you if they aren’t eligible to participate in Medicare.

E. Long-term services and supports (LTSS)

LTSS can help you stay at home and avoid a hospital or skilled nursing facility stay. You have
access to certain LTSS through our plan, including skilled nursing facility care, Community
Based Adult Services (CBAS), and Community Supports. Another type of LTSS, the In-Home
Supportive Services program, is available through your county social service agency. To be
eligible for LTSS, generally, you must be 18 years old or older and you must be enrolled in a
Medi-Cal Managed Care Plan like the Health Plan of San Mateo (HPSM). Other eligibility
requirements include having functional, physical and behavioral limitations, that without long
term services and supports, you would be unable to remain safely in your own home.
Sometimes you can get help with your daily health care and living needs. Members must meet
certain eligibility requirements to qualify for each of these programs. Call your HPSM Integrated
Care Management at 650-616-2060, Monday through Friday, 8:00 a.m. to 5:00 p.m. for
information on eligibility requirements.

F. Behavioral health (mental health and substance use disorder)
services

You have a right to access medically necessary behavioral health services that Medicare and
Medi-Cal cover. We provide access to behavioral health services covered by Medicare and
Medi-Cal managed care. Our plan doesn’t provide Medi-Cal specialty mental health or county
substance use disorder services, but these services are available to you through San Mateo
County Behavioral Health and Recovery Services (BHRS).

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 58
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F1. Medi-Cal behavioral health services provided outside our plan

Medi-Cal specialty mental health services are available to you through the county mental health
plan (MHP) if you meet criteria to access specialty mental health services. Medi-Cal specialty
mental health services provided by San Mateo County BHRS include:

e Adult Residential Treatment Services

e Assertive Community Treatment Services

e Clubhouse Services

e Coordinated Specialty Case (CSC) for First Episode Psychosis (FEP)
e Crisis Intervention

e Crisis Intervention Residential Treatment Services
e Crisis Stabilization

e Day Rehabilitation

e Day Treatment Intensive

e Forensic Assertive Community Treatment (FACT)
e |PS Supported Employment

e Justice-Involved Reentry

e Mental Health Services

e Medication Support Services

e Mobile Crisis Services

e Psychiatric Health Facility Services

e Psychiatric Inpatient Hospital Services

e Peer Support Services

e Targeted Case Management

e Functional Family Therapy for individuals (only available for age under 21)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 59
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High Fidelity Wraparound for individuals (only available for age under 21)
Intensive Care Coordination for individuals (only available for age under 21)

Intensive Home-based Services for individuals (only available for age under 21)
Multisystemic Therapy for individuals (only available for age under 21)
Parent-Child Interaction Therapy for individuals (only available for age under 21)
Therapeutic Behavioral Services for individuals (only available for age under 21)

Therapeutic Foster Care for individuals (only available for age under 21)

Drug Medi-Cal Organized Delivery System (DMC-ODS) services are available to you through
San Mateo County BHRS if you meet criteria to receive these services. DMC-ODS Services
include:

Outpatient treatment services

Intensive outpatient treatment services

Medications for addiction treatment (also called Medication Assisted Treatment)
Residential treatment services

Withdrawal management services

Narcotic treatment program

Recovery services

Care coordination

Peer support services

Community-based mobile crisis intervention services
Contingency management services

Early intervention services (for members under age 21)

Early periodic screening, diagnosis, and treatment (for members under age 21)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 60
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In addition to the services listed above, you may have access to voluntary inpatient
detoxification services if you meet the criteria.

You can call the San Mateo County BHRS ACCESS Call Center at 1-800-686-0101 (TYY: 7-1-
1) for more information 24 hours a day, 7 days a week.

You should contact the San Mateo County BHRS ACCESS Call Center if you need help getting
behavioral health services. BHRS is responsible for initial behavioral health screening to ensure
the appropriate level of care and appropriate network of providers. HPSM and BHRS work
together to transition referrals across systems of care.

BHRS is responsible for the specialty mental health and substance use treatment services listed
above and is responsible for the availability of these services and any medical necessity
determinations. Any disputes will be managed by the plans in accordance with their
Memorandum of Understanding agreement.

If you have a problem with a San Mateo County BHRS provider, you can contact the San Mateo
County BHRS ACCESS Call Center at the number listed above, OR you can call the
CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-2929, Monday through Sunday, 8:00
a.m. to 8:00 p.m. to file a grievance.

G. Transportation services

G1. Non-Emergency Medical Transportation

You're entitled to non-emergency medical transportation (NEMT) if you have medical needs that
don’t allow you to use a car, bus, or taxi to your appointments. NEMT can be provided for all
Medi-Cal covered services such as medical, dental, mental health, substance use, and
pharmacy appointments. If you need NEMT, you can talk to your PCP or specialist and ask for
it. Your PCP or specialist will decide the best type of transportation to meet your needs. If you
need NEMT, they’ll prescribe it by completing a form and submitting it to CareAdvantage for
approval. Depending on your medical need, you may be able to get approval for up to 12
months. Your PCP or specialist will reassess your need for NEMT as necessary or upon the
expiration of your prescription, and may re-approve the NEMT for up to 12 months.

NEMT is an ambulance, litter van, wheelchair van, or air transport. CareAdvantage allows the
lowest cost covered transportation mode and most appropriate NEMT for your medical needs
when you need a ride to your appointment. For example, if you can physically or medically be
transported by a wheelchair van, CareAdvantage won’t pay for an ambulance. You're only
entitled to air transport if your medical condition makes any form of ground transportation
impossible.

NEMT must be used when:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 61
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¢ You physically or medically need it as determined by written authorization from
your PCP or specialist because you aren’t able to use a bus, taxi, car, or van to
get to your appointment.

¢ You need help from the driver to and from your residence, vehicle, or place of
treatment due to a physical or mental disability.

To ask for medical transportation that your doctor has prescribed for non-urgent routine
appointments, call CareAdvantage at 1-866-880-0606 at least five (5) to seven (7) business
days (Monday-Friday) before your appointment. For appointments, call as soon as possible.
Have your Member ID Card ready when you call. You can also call if you need more
information.

Medical transportation limits

CareAdvantage covers the lowest cost medical transportation that meets your medical needs
from your home to the closest provider where an appointment is available. Medical
transportation won'’t be provided if Medicare or Medi-Cal doesn’t cover the service. If the
appointment type is covered by Medi-Cal, but not through the health plan, CareAdvantage will
help you schedule your transportation. A list of covered services is in Chapter 4 of this
handbook. Transportation isn’'t covered outside CareAdvantage’s network or service area unless
pre-authorized.

G2. Non-medical transportation

Non-medical transportation (NMT) benefits include traveling to and from your appointments for a
service authorized by your provider. You can get a ride, at no cost to you, when you’re:

e Traveling to and from an appointment for a service authorized by your provider, or

e Picking up prescriptions and medical supplies.

CareAdvantage allows you to use a car, taxi, bus, or other public/private way of getting to your
appointment for services authorized by your provider. CareAdvantage uses American Logistics
(AL) to arrange for NMT. We cover the lowest cost, NMT type that meets your needs.

Sometimes, you can be reimbursed for rides in a private vehicle that you arrange.
CareAdvantage must approve this before you get the ride, and you must tell us why you can’t
get a ride in another way, like taking the bus. You can tell us by calling or emailing, or in person.
You can’t be reimbursed for driving yourself.

Mileage reimbursement requires all of the following:
e The driver’s license of the driver.
e The vehicle registration of the driver.

e Proof of car insurance for the driver.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 62
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To ask for a ride for services that have been authorized, call American Logistics (AL) at 1-877-
356-1080 at least two (2) business days (Monday-Friday) before your appointment. For urgent
appointments, call as soon as possible. Have your Member ID Card ready when you call. You
can also call if you need more information.

Note: American Indian Members may contact their local Indian Health Clinic to ask for non-
medical transportation.

Non-medical transportation limits

CareAdvantage provides the lowest cost NMT that meets your needs from your home to the
closest provider where an appointment is available. You can’t drive yourself or be
reimbursed directly.

NMT doesn’t apply if:

An ambulance, litter van, wheelchair van, or other form of non-emergency medical
transportation is needed to get to a service.

¢ You need assistance from the driver to and from the residence, vehicle, or place
of treatment due to a physical or medical condition.

e You're in a wheelchair and are unable to move in and out of the vehicle without
help from the driver.

o The service isn’'t covered by Medicare or Medi-Cal.

H. Covered services in a medical emergency, when urgently needed,
or during a disaster

H1. Care in a medical emergency

A medical emergency is a medical condition with symptoms such as illness, severe pain,
serious injury, or a medical condition that’s quickly getting worse. The condition is so serious
that, if it doesn’t get immediate medical attention, you or anyone with an average knowledge of
health and medicine could expect it to result in:

serious risk to your life or to that of your unborn child; or

loss of or serious harm to bodily functions; or

serious dysfunction of any bodily organ or part; or

In the case of a pregnant woman in active labor, when:

o There isn’'t enough time to safely transfer you to another hospital before
delivery.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 63
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o A transfer to another hospital may pose a threat to your health or safety
or to that of your unborn child.

If you have a medical emergency:

o Get help as fast as possible. Call 911 or use the nearest emergency room or
hospital. Call for an ambulance if you need it. You don’t need approval or a
referral from your PCP. You don’t need to use a network provider. You can get
covered emergency medical care whenever you need it, anywhere in the U.S. or
its territories, from any provider with an appropriate state license, even if they're
not part of our network.

As soon as possible, tell our plan about your emergency. We follow up on your
emergency care. You or someone else should call to tell us about your emergency care,
usually within 48 hours. Call the CareAdvantage Unit at 1-866-880-0606, TTY 1-800-
735-2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m._ However, you
won’t pay for emergency services if you delay telling us. You may find our contact phone
number on the back of your CareAdvantage Member ID card. Covered services in a
medical emergency

You may get covered emergency care whenever you need it, anywhere in the United States or
its territories.

Medicare covers medical services and drugs that you get in the United States and its territories
(for example, Puerto Rico, Guam, etc.). Medicare does not cover medical services or drugs that
you get outside of the United States and its territories (for example, Puerto Rico, Guam,

etc.) except for emergency services as described below.

If you travel to Canada or Mexico and need emergency services and are admitted to the
hospital, you will be covered through our worldwide emergency coverage. If you pay for
emergency services requiring hospitalization anywhere in the world, you can ask HPSM to pay
you back. HPSM will review your request. If HPSM agrees to pay you back, you will be paid the
amount that you requested up to $25,000.

Our plan covers ambulance services in situations when getting to the emergency room in any
other way could endanger your health. We also cover medical services during the emergency.
To learn more, refer to the Benefits Chart in Chapter 4 of this Member Handbook.

The providers who give you emergency care decide when your condition is stable and the
medical emergency is over. They’ll continue to treat you and will contact us to make plans if you
need follow-up care to get better.

Our plan covers your follow-up care. If you get your emergency care from out-of-network
providers, we’ll try to get network providers to take over your care as soon as possible.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 64
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Once your emergency medical condition has been treated at a hospital and an emergency no
longer exists because your condition is stabilized, the doctor who is treating you may want you
to stay in the hospital for a while longer before you can safely leave the hospital. The services
you receive after an emergency condition is stabilized are called “post-stabilization services.”

If the hospital where you received emergency services is not part of the CareAdvantage
network, the non-contracted hospital will contact us to get approval for your post-stabilization
care in the non-contracted hospital. It is important that you always carry your CareAdvantage
Member ID Card so the non-contracted hospital can contact us. If the non-contracted hospital
does not know you are a CareAdvantage member, you may receive a written notice regarding
payment.

If you can safely be moved to a network hospital, we will consult with your physician to arrange
and pay for you to be moved from the non-contracted hospital to a CareAdvantage network
hospital or nursing facility.

If we decide that a network hospital or nursing facility can provide the care you need and you do
not agree to being transferred, the non-contracted hospital may give you a written notice stating
that you will have to pay for all of the post-stabilization services provided to you at the
noncontracted hospital after your emergency condition was stabilized. CareAdvantage may not
pay for unauthorized post-stabilization care or related transport provided by the non-contracted
hospital and providers.

Getting emergency care if it wasn’t an emergency

Sometimes it can be hard to know if you have a medical or behavioral health emergency. You
may go in for emergency care and the doctor says it wasn’t really an emergency. As long as you
reasonably thought your health was in serious danger, we cover your care.

However, after the doctor says it wasn’t an emergency, we cover your additional care only if:
e You use a network provider or

e The additional care you get is considered “urgently needed care” and you follow
the rules for getting it. Refer to the next section.
H2. Urgently needed care

Urgently needed care is care you get for a situation that isn’t an emergency but needs care right
away. For example, you might have a flare-up of an existing condition or an unforeseen illness
or injury.

Urgently needed care in our plan’s service area

We cover urgently needed care only if:

¢ You get this care from a network provider and

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 65
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¢ You follow the rules described in this chapter.

If it isn’'t possible or reasonable to get to a network provider, given your time, place or
circumstances, we cover urgently needed care you get from an out-of-network provider.

For a non-emergency, unforeseen medical iliness, injury, or a condition that requires immediate
medical care, you should contact your primary care physician. Your PCP will give you
instructions on how best to access care. You may also access urgently needed services by
going to an urgent care center. If an in-network urgent care center is not accessible, you may go
to an urgent care center that is not in our network.

Urgently needed care outside our plan’s service area

When you’re outside our plan’s service area, you may not be able to get care from a network
provider. In that case, our plan covers urgently needed care you get from any provider.
However, medically necessary routine provider visits, such as annual checkups, aren’t
considered urgently needed, even if you’re outside our plan’s service area or our plan network is
temporarily unavailable.

Our plan doesn’t cover urgently needed care or any other non-emergency care that you get
outside the United States and its territories.

Our plan covers worldwide emergency services outside the United States and its territories
through the worldwide emergency benefit.

H3. Care during a disaster

If the governor of California, the U.S. Secretary of Health and Human Services, or the president
of the United States declares a state of disaster or emergency in your geographic area, you're
still entitled to care from our plan.

Visit our website for information on how to get care you need during a declared disaster:
https://www.hpsm.org/emergency-preparedness-and-response-plan.

During a declared disaster, if you can’t use a network provider, you can get care from out-of-
network providers at no cost to you. If you can’t use a network pharmacy during a declared
disaster, you can fill your drugs at an out-of-network pharmacy. Refer to Chapter 5 of this
Member Handbook for more information.

. What if you’re billed directly for covered services

CareAdvantage is not responsible for paying you back for a drug that is only coverable under
Medi-Cal Rx. If you pay the full cost of a prescription that is covered by Medi-Cal Rx and not
CareAdvantage, you may be able to be reimbursed by the pharmacy once Medi-Cal Rx pays for
the prescription. Alternatively, you may ask Medi-Cal Rx to pay you back by submitting the

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 66
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“Medi-Cal Out-of-Pocket Expense Reimbursement (Conlan)” claim. More information can be
found on the Medi-Cal Rx website: medi-calrx.dhcs.ca.gov/home/.

If you paid for your covered services or if you got a bill for covered medical services, refer to
Chapter 7 of this Member Handbook to find out what to do.

You shouldn’t pay the bill yourself. If you do, we may not be able to pay you back.

I1. What to do if our plan doesn’t cover services

Our plan covers all services:
o that are determined medically necessary, and

o that are listed in our plan’s Benefits Chart (refer to Chapter 4 of this Member
Handbook), and

e that you get by following plan rules.

If you get services that our plan doesn’t cover, you pay the full cost yourself, unless it's
covered by another Medi-Cal program outside our plan.

If you want to know if we pay for any medical service or care, you have the right to ask us. You
also have the right to ask for this in writing. If we say we won’t pay for your services, you have
the right to appeal our decision.

Chapter 9 of this Member Handbook explains what to do if you want us to cover a medical
service or item. It also tells you how to appeal our coverage decision. Call the CareAdvantage
Unit to learn more about your appeal rights.

We pay for some services up to a certain limit. If you go over the limit, you pay the full cost to
get more of that type of service. Refer to Chapter 4 for specific benefit limits. Call the
CareAdvantage Unit to find out what the benefit limits are and how much of your benefits you've
used.

J. Coverage of health care services in a clinical research study

J1. Definition of a clinical research study

A clinical research study (also called a clinical trial) is a way doctors test new types of health
care or drugs. A clinical research study approved by Medicare typically asks for volunteers to be
in the study. When you’re in a clinical research study, you can stay enrolled in our plan and
continue to get the rest of your care (care that’s not related to the study) through our plan.

If you want to take part in any Medicare-approved clinical research study, you don’t need to tell
us or get approval from us, but we encourage you to tell us or your primary care provider.
Providers that give you care as part of the study don’t need to be network providers. This
doesn’t apply to covered benefits that require a clinical trial or registry to assess the benefit,

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 67
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including certain benefits requiring coverage with evidence development (NCDs-CED) and
investigational device exemption (IDE) studies. These benefits may also be subject to prior
authorization and other plan rules.

If you plan to be in a clinical research study, covered for enrollees by Original Medicare, we
encourage you or your care manager to contact the CareAdvantage Unit to let us know you'll
take part in a clinical trial.

J2. Payment for services when you participate in a clinical research study

If you volunteer for a clinical research study that Medicare approves, you pay nothing for the
services covered under the study. Medicare pays for services covered under the study, as well
as routine costs associated with your care. Once you join a Medicare-approved clinical research
study, you’re covered for most services and items you get as part of the study. This includes:

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

e an operation or other medical procedure that’s part of the research study

e treatment of any side effects and complications of the new care
If you're part of a study that Medicare hasn’t approved, you pay any costs for being in the study.

J3. More about clinical research studies

You can learn more about joining a clinical research study by reading “Medicare & Clinical
Research Studies” on the Medicare website (www.medicare.gov/coverage/clinical-research-
studies). You can also call 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-
2048.

K. How your health care services are covered in a religious non-
medical health care institution

K1. Definition of a religious non-medical health care institution

A religious non-medical health care institution is a place that provides care you would normally
get in a hospital or skilled nursing facility. If getting care in a hospital or a skilled nursing facility
is against your religious beliefs, we cover care in a religious non-medical health care institution.

This benefit is only for Medicare Part A inpatient services (non-medical health care services).

K2. Care from a religious non-medical health care institution

To get care from a religious non-medical health care institution, you must sign a legal document

LT}

that says you’re against getting medical treatment that’s “non-excepted.”

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 68
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o “Non-excepted’ medical treatment is any care or treatment that’s voluntary and
not required by any federal, state, or local law.

o “Excepted” medical treatment is any care or treatment that’s not voluntary and
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:

e The facility providing the care must be certified by Medicare.
e Our plan only covers non-religious aspects of care.
e If you get services from this institution provided to you in a facility:

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

o You must get approval from us before you're admitted to the facility, or
your stay won’t be covered.

Medicare Inpatient Hospital coverage limits apply (refer to the Benefits Chart in Chapter 4,
Section D.

L. Durable medical equipment (DME)

L1. Getting DME as a member of our plan

DME includes certain medically necessary items ordered by a provider, such as wheelchairs,
crutches, powered mattress systems, diabetic supplies, hospital beds ordered by a provider for
use in the home, intravenous (V) infusion pumps, speech generating devices, oxygen
equipment and supplies, nebulizers, and walkers.

You own some DME items, such as prosthetics.

Other types of DME you must rent. As a member of our plan, you won’t own the rented DME
items, no matter how long you rent it.

In some limited situations, we transfer ownership of the DME item to you after 13 months of
continuous use. Call the CareAdvantage Unit at the phone number at the bottom of the page for
more information.

L2. DME ownership if you switch to Original Medicare

In the Original Medicare program, people who rent certain types of DME own it after 13 months.
In a Medicare Advantage (MA) plan, the plan can set the number of months people must rent
certain types of DME before they own it.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 69
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Durable Medical Equipment (DME) As a member of our plan DME includes certain medically
necessary items ordered by a provider, such as wheelchairs, crutches, powered mattress
systems, diabetic supplies, hospital beds ordered by a provider for use in the home, intravenous
(IV) infusion pumps, speech generating devices, oxygen equipment and supplies, nebulizers,
and walkers. You always own certain items, such as prosthetics. In this section, we

discuss DME you rent. As a member of our plan, you usually will not own DME. In certain limited
situations, we transfer ownership of the DME item to you after 13 months of continuous use.
Call the CareAdvantage Unit to find out about requirements you must meet and papers you
need to provide.

If you no longer have Medi-Cal, you’ll have to make 13 payments in a row under Original
Medicare, or you'll have to make the number of payments in a row set by the MA plan, to own
the DME item if:

e you didn’t become the owner of the DME item while you were in our plan, and

e you leave our plan and get your Medicare benefits outside of any health plan in
the Original Medicare program or an MA plan.

If you made payments for the DME item under Original Medicare or an MA plan before you
joined our plan, those Original Medicare or MA plan payments don’t count toward the
payments you need to make after leaving our plan.

¢ You'll have to make 13 new payments in a row under Original Medicare or a
number of new payments in a row set by the MA plan to own the DME item.

e There are no exceptions to this when you return to Original Medicare or an MA
plan.

L3. Oxygen equipment benefits as a member of our plan

If you qualify for oxygen equipment covered by Medicare, we cover:
¢ rental of oxygen equipment
o delivery of oxygen and oxygen contents
¢ tubing and related accessories for the delivery of oxygen and oxygen contents

¢ maintenance and repairs of oxygen equipment

Oxygen equipment must be returned when it’'s no longer medically necessary for you or if you
leave our plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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L4. Oxygen equipment when you switch to Original Medicare or another Medicare
Advantage (MA) plan

When oxygen equipment is medically necessary and you leave our plan and switch to
Original Medicare, you rent it from a supplier for 36 months. Your monthly rental payments
cover the oxygen equipment and the supplies and services listed above. Medicare and Medi-Cal
cover these payments if you'’re still enrolled in Medicare and Medi-Cal.

If oxygen equipment is medically necessary after you rent it for 36 months, your supplier must
provide:

e oxygen equipment, supplies, and services for another 24 months
e oxygen equipment and supplies for up to five years if medically necessary
If oxygen equipment is still medically necessary at the end of the five-year period:

e Your supplier no longer has to provide it, and you may choose to get replacement
equipment from any supplier.

e A new five-year period begins.
e You rent from a supplier for 36 months.

e Your supplier then provides the oxygen equipment, supplies, and services for
another 24 months.

o A new cycle begins every five years as long as oxygen equipment is medically
necessary.

When oxygen equipment is medically necessary and you leave our plan and switch to
another MA plan, the plan will cover at least what Original Medicare covers. You can ask your
new MA plan what oxygen equipment and supplies it covers and what your costs will be.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 4: Benefits chart

Introduction

This chapter tells you about the services our plan covers and any restrictions or limits on those
services. It also tells you about benefits not covered under our plan. Key terms and their
definitions appear in alphabetical order in the last chapter of this Member Handbook.

New members to CareAdvantage: In most instances you'll be enrolled in CareAdvantage for
your Medicare benefits the 1st day of the month after you request to be enrolled in
CareAdvantage. You may still receive your Medi-Cal services from your previous Medi-Cal
health plan for one additional month. After that, you'll receive your Medi-Cal services through
CareAdvantage. There will be no gap in your Medi-Cal coverage. Please call us at 1-866-880-
0606, TTY 1-800-735-2929 or dial 7-1-1 if you have any questions.
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A. Your covered services

This chapter tells you about services our plan. You can also learn about services that aren’t
covered. Information about drug benefits is in Chapter 5 of this Member Handbook. This
chapter also explains limits on some services.

Because you get help from Medi-Cal, you pay nothing for your covered services as long as you
follow our plan’s rules. Refer to Chapter 3 of this Member Handbook for details about our plan’s
rules.

If you need help understanding what services are covered, call the CareAdvantage Unit at 1-
866-660-0606.

B. Rules against providers charging you for services

We don’t allow our providers to bill you for in network covered services. We pay our providers
directly, and we protect you from any charges. This is true even if we pay the provider less than
the provider charges for a service.

You should never get a bill from a provider for covered services. If you do, refer to Chapter 7 of
this Member Handbook or call the CareAdvantage Unit.

C. About our plan’s Benefits Chart

The Benefits Chart tells you the services our plan pays for. (Drug coverage is in Chapter 5.) It
lists covered services in alphabetical order and explains them.

We pay for the services listed in the Benefits Chart when the following rules are met. You
don’t pay anything for the services listed in the Benefits Chart, as long as you meet the
requirements described below.

e We provide covered Medicare and Medi-Cal covered services according to the
rules set by Medicare and Medi-Cal.

e The services including medical care, behavioral health and substance use
services, long-term services and supports, supplies, equipment, and drugs must
be “medically necessary.” Medically necessary describes services, supplies, or
drugs you need to prevent, diagnose, or treat a medical condition or to maintain
your current health status. This includes care that keeps you from going into a
hospital or nursing facility. It also means the services, supplies, or drugs meet
accepted standards of medical practice.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e For new enrollees, for the first 90 days we may not require you to get approval in
advance for any active course of treatment, even if the course of treatment was
for a service that began with an out-of-network provider.

e You get your care from a network provider. A network provider is a provider who
works with us. In most cases, care you get from an out-of-network provider won'’t
be covered unless it's an emergency or urgently needed care or unless our plan
or a network provider gave you a referral. This means that you may need to pay
the provider in full for out-of-network services you get. Chapter 3 of this Member
Handbook has more information about using network and out-of-network
providers.

e You have a primary care provider (PCP) or a care team providing and managing
your care In most cases, your PCP must give you approval before you can use a
provider that isn’t your PCP or use other providers in our plan’s network. This is
called a referral. Chapter 3 of this Member Handbook has more information
about getting a referral and when you don’t need one.

e We cover some services listed in the Benefits Chart only if your doctor or other
network provider gets our approval first. This is called prior authorization (PA).
We mark covered services in the Benefits Chart that need PA with an asterisk (*).

e If our plan provides approval of a PA request for a course of treatment, the
approval must be valid for as long as medically reasonable and necessary to
avoid disruptions in care based on coverage criteria, your medical history, and
the treating provider's recommendations.

o Like all Medicare health plans, we cover everything that Original Medicare
covers. (To learn more about the coverage and costs of Original Medicare, go to
your Medicare & You 2027 handbook. View it online at www.Medicare.gov or ask
for a copy by calling 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-
486-2048)

¢ If Medicare adds coverage for any new services during 2027, either Medicare or
our plan will cover those services.

e |f you lose your Medi-Cal benefits, within the 4 months period of deemed
continued eligibility, your Mediacre benefits in this plan will continue and your
Medi-Cal services will also be covered. For more information, please contact the
CareAdvantage Unit at the number listed at the bottom of this page.

All preventive services are free. This apple @ shows the preventive services in the Benefits
Chart.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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D. Our plan’s Benefits Chart

Covered Service

What you pay

We pay for up to two outpatient acupuncture services in any
one calendar month, or more often if they’re medically
necessary.

We also pay for up to 12 acupuncture visits in 90 days if you
have chronic low back pain, defined as:

e lasting 12 weeks or longer;

e not specific (having no systemic cause that can be
identified, such as not associated with metastatic,
inflammatory, or infectious disease);

e not associated with surgery;
e not associated with pregnancy.

This benefit is continued on the next page

@ | Abdominal aortic aneurysm screening $0
We pay for a one-time ultrasound screening for people at risk.
Our plan only covers this screening if you have certain risk
factors and if you get a referral for it from your physician,
physician assistant (PA), nurse practitioner (NP), or clinical
nurse specialist (CNS).
Medi-Cal may pay for additional services if medically
necessary. To get more information, call the CareAdvantage
Unit at 1-866-880-0606.
Acupuncture $0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more

=2 information, visit www.hpsm.org/careadvantage.
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Covered Service What you pay

Acupuncture (continued)

In addition, we pay for an additional eight sessions of
acupuncture for chronic low back pain if you show
improvement. You may not get more than 20 acupuncture
treatments for chronic low back pain each year.

Acupuncture treatments must be stopped if you don’t get
better or if you get worse.

Provider Requirements:

Physicians may furnish acupuncture in accordance with
applicable state requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical
nurse specialists (CNSs), and auxiliary personnel may furnish
acupuncture if they meet all applicable state requirements and
have:

e a master’s or doctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the
Accreditation Commission on Acupuncture and Oriental
Medicine (ACAOM); and,

e acurrent, full, active, and unrestricted license to practice
acupuncture in a State, Territory, or Commonwealth (i.e.,
Puerto Rico) of the United States, or District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS
required by our regulations.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service What you pay

& Alcohol misuse screening and counseling $0

We pay for one alcohol-misuse screening (SABIRT) for adults
who misuse alcohol but aren’t alcohol dependent. This
includes pregnant women.

If you screen positive for alcohol misuse, you can get up to
four brief, face-to-face counseling sessions each year (if
you're able and alert during counseling) with a qualified
primary care provider (PCP) or practitioner in a primary care
setting.

Ambulance services $0

Covered ambulance services, whether for an emergency or
non-emergency situation, include ground and air (airplane and
helicopter). The ambulance will take you to the nearest place
that can give you care.

Your condition must be serious enough that other ways of
getting to a place of care could risk your health or life.

Ambulance services for other cases (non-emergency) must be
approved by us. In cases that aren’t emergencies, we may pay
for an ambulance. Your condition must be serious enough that
other ways of getting to a place of care could risk your life or
health.

6 Annual wellness visit $0

You can get an annual checkup. This is to make or update a
prevention plan based on your current risk factors. We pay for
this once every 12 months.

Note: Your first annual wellness visit can’t take place within 12
months of your Welcome to Medicare visit. However, you
don’t need to have had a Welcome to Medicare visit to get
annual wellness visits after you’ve had Part B for 12 months.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service

What you pay

Asthma preventive services

You can receive asthma education and a home environment
assessment for triggers commonly found in the home for
people with poorly controlled asthma.

$0

6 Bone mass measurement

We pay for certain procedures for members who qualify
(usually, someone at risk of losing bone mass or at risk of
osteoporosis). These procedures identify bone mass, find
bone loss, or find out bone quality.

We pay for the services once every 24 months, or more often
if medically necessary. We also pay for a doctor to look at and
comment on the results.

$0

@ Breast cancer screening (mammograms)

We pay for the following services:
e one baseline mammogram between the ages of 35 and 39
e one screening mammogram every 12 months

e clinical breast exams once every 24 months

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service What you pay

Cardiac (heart) rehabilitation services $0

We pay for cardiac rehabilitation services such as exercise,
education, and counseling. Members must meet certain
conditions and have a doctor’s order.

We cover these comprehensive programs if you've had at
least one of these conditions:

e heart attack in the last 12 months
e coronary artery bypass surgery
e stable angina pectoris (chest pain)

e heart valve repair or replacement

e coronary angioplasty (a medical procedure used to open a
blocked artery) or coronary stenting (a procedure used to
keep an artery open)

e heart or heart and lung transplant
e stable chronic heart failure

Coverage limitations:

You can get up to 36 cardiac rehabilitation sessions. You can
have two sessions per day (each lasting one hour), and the
program can last up to 36 weeks. If you qualify, you may be
able to get 36 more sessions that can be spread out over a
longer time period.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service What you pay

6 Cardiovascular (heart) disease risk reduction visit (therapy $0
for heart disease)

We pay for one visit a year, or more if medically necessary,
with your primary care provider (PCP) to help lower your risk
for heart disease. During the visit, your doctor may:

e discuss aspirin use,
e check your blood pressure, and/or

e give you tips to make sure you're eating well.

6 Cardiovascular (heart) disease screening tests $0

We pay for blood tests to check for cardiovascular disease
once every five years (60 months). These blood tests also
check for defects due to high risk of heart disease.

i Cervical and vaginal cancer screening $0

We pay for the following services:

e for all women: Pap tests and pelvic exams once every 24
months

e for women who are at high risk of cervical or vaginal
cancer: one Pap test every 12 months

e for women who have had an abnormal Pap test within the
last three years and are of childbearing age: one Pap test
every 12 months

e for women aged 30-65: human papillomavirus (HPV)
testing or Pap plus HPV testing once every five years

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service

What you pay

Chiropractic services

We pay for the following services:

e adjustments of the spine to correct alignment

Medi-Cal covers chiropractic services for children and youths
up to the 21st birthday. 24 visits are covered.

Services are also covered for adults who receive long-term
care in a nursing or intermediate care facility, for adults who
receive these services at a hospital outpatient clinic and for
pregnant women if the condition might complicate the
pregnancy.

Services are provided as a self-referral benefit and do not
require referral from a PCP, other doctor, or health professional.
They must be provided by a CareAdvantage provider.

For more information call the CareAdvantage Unit at 1-866-
880-0606.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service

What you pay

& Colorectal cancer screening

We pay for the following services:

e Colonoscopy has no minimum or maximum age limitation
and is covered once every 120 months (ten years) for
patients not at high risk, or 48 months after a previous
flexible sigmoidoscopy for patients who aren’t at high risk
for colorectal cancer, and once every 24 months for high
risk patients after a previous screening colonoscopy.

e Computed tomography colonography for patients 45 years
and older who aren’t at high risk of colorectal cancer is
covered when at least 59 months have passed following
the month in which the last screening computed
tomography colonography was performed, or when 47
months have passed following the month in which the last
screening flexible sigmoidoscopy or screening
colonoscopy was performed. For patients at high risk for
colorectal cancer, payment may be made for a screening
computed tomography colonography performed after at
least 23 months have passed following the month in which
the last screening computed tomography colonography or
the last screening colonoscopy was performed.

e Flexible sigmoidoscopy for patients 45 years and older.
Once every 120 months for patients not at high risk after
the patient got a screening colonoscopy. Once every 48
months for high risk patients from the last flexible
sigmoidoscopy or computed tomography colonography.

e Screening fecal-occult blood tests for patients 45 years
and older. Once every 12 months.

This benefit is continued on the next page

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service What you pay

Colorectal cancer screening (continued)

e Multitarget stool DNA for patients 45 to 85 years of age
and not meeting high risk criteria. Once every three years.

e Blood-based Biomarker Tests for patients 45 to 85 years of
age and not meeting high risk criteria. Once every three
years.

e Colorectal cancer screening tests include a follow-on
screening colonoscopy after a Medicare covered non-
invasive stool-based colorectal cancer screening test
returns a positive result.

e Colorectal cancer screening tests include a planned
screening flexible sigmoidoscopy or screening
colonoscopy that involves the removal of tissue or other
matter, or other procedure furnished in connection with, as
a result of, and in the same clinical encounter as the
screening test.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service What you pay

Dental services $0

Certain dental services will be managed by the Health Plan of
San Mateo called HPSM Dental. Refer to Section F for more
information about this benefit.

We pay for certain dental services, including but not limited to,
cleanings, fillings, and dentures. What we don’t cover is
available through Medi-Cal Dental, described in Section G2
below.

We pay for some dental services when the service is an
integral part of specific treatment of a person’s primary
medical condition. Examples include reconstruction of the jaw
after a fracture or injury, tooth extractions done in preparation
for radiation treatment for cancer involving the jaw, or oral
exams prior to organ transplantation.

You get dental services from HPSM Dental. For help finding a
dentist, or for help getting dental services, you can call 1-866-
880-0606 (toll-free) (TTY 1-800-735-2929 or 711). You may
also visit the HPMS’s website at www.hpsm.org/dental for more
information.

6 Depression screening $0

We pay for one depression screening each year. The
screening must be done in a primary care setting that can give
follow-up treatment and/or referrals.

‘ Diabetes screening $0
We pay for this screening (includes fasting glucose tests) if
you have any of the following risk factors:

e high blood pressure (hypertension)

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service

What you pay

6 Diabetes screening (continued)

e history of abnormal cholesterol and triglyceride levels
(dyslipidemia)

e obesity
e history of high blood sugar (glucose)

Tests may be covered in some other cases, such as if you're
overweight and have a family history of diabetes.

You may qualify for up to two diabetes screenings every 12
months following the date of your most recent diabetes
screening test.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more

=2 information, visit www.hpsm.org/careadvantage.

85



http://www.hpsm.org/careadvantage

CareAdvantage MEMBER HANDBOOK Chapter 4: Benefits Chart

Covered Service What you pay

6 Diabetic self-management training, services, and supplies $0

We pay for the following services for all people who have
diabetes (whether they use insulin or not):

e Supplies to monitor your blood glucose, including the
following:

o a blood glucose monitor
o blood glucose test strips
o lancet devices and lancets

o glucose-control solutions for checking the accuracy of
test strips and monitors

e For people with diabetes who have severe diabetic foot
disease, we pay for the following:

o one pair of therapeutic custom-molded shoes
(including inserts), including the fitting, and two extra
pairs of inserts each calendar year, or

o one pair of depth shoes, including the fitting, and three
pairs of inserts each year (not including the non-
customized removable inserts provided with such
shoes)

e In some cases, we pay for training to help you manage
your diabetes. To find out more, contact the
CareAdvantage Unit.

Prior authorization is required for non-formulary diabetic
supplies.

Doula services $0

For individuals who are pregnant, we pay for nine visits with a
doula during the prenatal and postpartum period as well as
support during labor and delivery. Up to nine additional
postpartums may be provided as well.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service

What you pay

Durable medical equipment (DME) and related supplies

Refer to Chapter 12 of this Member Handbook for a definition
of “Durable medical equipment (DME).”

We cover the following items:

wheelchairs, including electric wheelchairs
crutches

powered mattress systems

dry pressure pad for mattress

diabetic supplies

hospital beds ordered by a provider for use in the home
intravenous (1V) infusion pumps and pole
speech generating devices

oxygen equipment and supplies
nebulizers

walkers

standard curved handle or quad cane and replacement
supplies

cervical traction (over the door)
bone stimulator

dialysis care equipment

Other items may be covered.

We pay for all medically necessary DME that Medicare and
Medi-Cal usually pay for. If our supplier in your area doesn’t
carry a particular brand or maker, you may ask them if they
can special order it for you.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Covered Service

What you pay

Emergency care

Emergency care means services that are:
e given by a provider trained to give emergency services,
e needed to evaluate or treat a medical emergency.

A medical emergency is an iliness, injury, severe pain, or
medical condition that’s quickly getting worse. The condition is
so serious that, if it doesn’t get immediate medical attention,
anyone with an average knowledge of health and medicine
could expect it to result in:

e serious risk to your health or to that of your unborn child; or
e serious harm to bodily functions; or
e serious dysfuntion of any bodily organ or

e |oss of a limb, or loss of function of a limb.

In the case of a pregnant woman in active labor, when:

o There isn’t enough time to safely transfer you to
another hospital before delivery.

o A transfer to another hospital may pose a threat to your
health or safety or to that of your unborn child.

Emergency services outside of the United States, or its territories
or worldwide are covered. You are covered for up to $25,000
under the worldwide emergency coverage.

$0

If you get emergency
care at an out-of-
network hospital and
need inpatient care
after your
emergency is
stabilized, (e.g., you
must move to a
network hospital for
your care to continue
to be paid for. You
can stay in the out-
of-network hospital
for your inpatient
care only if our plan
approves your stay.).

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Family planning services

The law lets you choose any provider — whether a network
provider or out-of-network provider — for certain family
planning services. This means any doctor, clinic, hospital,
pharmacy or family planning office.

We pay for the following services:
e family planning exam and medical treatment
e family planning lab and diagnostic tests

e family planning methods (IUC/IUD, implants, injections,
birth control pills, patch, or ring)

e family planning supplies with prescription (condom,
sponge, foam, film, diaphragm, cap)

e limited fertility services such as counseling and education
about fertility awareness techniques, and/or preconception
health counseling, testing, and treatment for sexually
transmitted infections (STls)

e counseling and testing for HIV and AIDS, and other HIV-
related conditions

e permanent contraception (You must be age 21 or over to
choose this method of family planning. You must sign a
federal sterilization consent form at least 30 days, but not
more than 180 days before the date of surgery.)

e genetic counseling

We also pay for some other family planning services.
However, you must use a provider in our provider network
for the following services:

e treatment for medical conditions of infertility (This service
doesn’t include artificial ways to become pregnant.)

e treatment for AIDS and other HIV-related conditions

e genetic testing

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Fitness Membership Program

CareAdvantage covers a YMCA membership at no cost to
you. The membership includes access to:

e YMCA locations throughout San Mateo/Santa Clara
Counties and San Francisco. Locations may include
exercise equipment, basketball courts, indoor or outdoor
fitness studios, and indoor or outdoor swimming pools.

e More than 600 group exercise classes led by certified
instructors in yoga, Pilates, Zumba, cycling, aqua fitness
and more. Some locations may have online classes
available.

¢ Wellness coaching to help you meet your health goals.
Some locations may have online coaching options
available.

You can get your YMCA Membership in two ways:

¢ Visit a YMCA location near you and show your HPSM
CareAdvantage member ID card.

e Sign up online by visiting www.hpsm.org/fitness. Choose a
YMCA location near you from the list, click "enroll today"
and complete the application form.

Fitness Membership Program Rides

CareAdvantage members enrolled in the Fithess Membership
Program can get 12 one-way rides per month to the YMCA
gyms. Each ride can only be between home and the select
YMCA location. Users must follow all HPSM Ride Benefit rules.
See Transportation: Non-Medical Transportation section for
benefit rules.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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& Health and wellness education programs

We offer many programs that focus on certain health
conditions. These include:

health education classes;
nutrition education classes;
smoking and tobacco use cessation; and

nursing hotline

$0

Hearing services

We pay for hearing and balance tests done by your provider.
These tests tell you whether you need medical treatment.
They’re covered as outpatient care when you get them from a
physician, audiologist, or other qualified provider.

We also pay for hearing aids when prescribed by a physician
or other qualified provider, including:

molds, supplies, and inserts
repairs
an initial set of batteries

six visits for training, adjustments, and fitting with the same
vendor after you get the hearing aid

trial period rental of hearing aids

assistive listening devices, surface-worn bone conduction
hearing devices

hearing aid-related audiology and post-evaluation services

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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@  HIV screening $0
We pay for one HIV screening exam every 12 months for
people who:

e ask for an HIV screening test, or

e are at increased risk for HIV infection.

If you're pregnant, we pay for up to three HIV screening tests
during a pregnancy.

We also pay for additional HIV screening(s) when
recommended by your provider.

Home health agency care $0

Before you can get home health services, a doctor must tell us
you need them, and they must be provided by a home health
agency. You must be homebound, which means leaving home
is a major effort.

We pay for the following services, and maybe other services
not listed here:

e 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 eight hours per day and 35
hours per week.)

e physical therapy, occupational therapy, and speech
therapy

e medical and social services

e medical equipment and supplies

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Home infusion therapy

Our plan pays for home infusion therapy, defined as drugs or
biological substances administered into a vein or applied under
the skin and provided to you at home. The following are
needed to perform home infusion:

e the drug or biological substance, such as an antiviral or
immune globulin;

e equipment, such as a pump; and
e supplies, such as tubing or a catheter.

Our plan covers home infusion services that include but aren’t
limited to:

e professional services, including nursing services, provided
in accordance with your care plan;

e member training and education not already included in the
DME benefit;

e remote monitoring; and

e monitoring services for the provision of home infusion
therapy and home infusion drugs furnished by a qualified
home infusion therapy supplier.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Hospice care $0

You have the right to elect hospice if your provider and
hospice medical director determine you have a terminal
prognosis. This means you have a terminal illness and are
expected to have six months or less to live. You can get care
from any hospice program certified by Medicare. Our plan
must help you find Medicare-certified hospice programs in the
plan’s service area, including programs we own, control, or
have a financial interest in. Your hospice doctor can be a
network provider or an out-of-network provider.

Covered services include:

e drugs to treat symptoms and pain
e short-term respite care

e home care

When you’re admitted to a hospice, you have the right to stay
in our plan.

For hospice services and services covered by Medicare
Part A or Medicare Part B that relate to your terminal
prognosis are billed to Medicare:

e Original Medicare (rather than our plan) will pay your
hospice provider for your hospice services and any Part A
or B services related to your terminal iliness. While you're
in the hospice program, your hospice provider will bill
Original Medicare for the services Original Medicare pays
for.

For services covered by our plan but not covered by
Medicare Part A or Medicare Part B:

e Our plan covers services not covered under Medicare Part
A or Medicare Part B. We cover the services whether or
not they relate to your terminal prognosis. You pay nothing
for these services.

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Hospice care (continued)

For drugs that may be covered by our plan’s Medicare
Part D benefit:

e Drugs are never covered by both hospice and our plan
at the same time. For more information, refer to
Chapter 5 of this Member Handbook.

Note: If you have a serious illness, you may be eligible for
palliative care, which provides team-based patient and family-
centered care to improve your quality of life. You may receive
palliative care at the same time as curative/regular care. Please
see Palliative Care section below for more information.

Note: If you need non-hospice care, call your care manager
and/or the CareAdvantage Unit to arrange the services. Non-
hospice care is care that isn’t related to your terminal
prognosis.

Our plan covers hospice consultation services (one time only) for
a terminally ill member who hasn’t chosen the hospice benefit.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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6 Immunizations

We pay for the following services:

pneumonia vaccines

flu/influenza shots, once each flu/influenza season in the
fall and winter, with additional flu/influenza shots if
medically necessary

hepatitis B vaccines if you’ve never received a complete
series, you don’'t know your vaccination history, or you
have any other condition that puts you at high or
intermediate risk of getting hepatitis B

COVID-19 vaccines
human papillomavirus (HPV) vaccine

other vaccines if you’re at risk and they meet Medicare
Part B coverage rules

We pay for other vaccines that meet the Medicare Part D
coverage rules. Refer to Chapter 6 of this Member Handbook
to learn more.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Inpatient hospital care $0
We pay for the following services and other medically You must get
necessary services not listed here: approval from our

plan to get inpatient

e semi-private room (or a private room if medically care at an out-of

necessa .
") network hospital
e meals, including special diets after your
e regular nursing services emergency is

e costs of special care units, such as intensive care or stabilized.
coronary care units

e drugs and medications

e lab tests

e X-rays and other radiology services

e needed surgical and medical supplies

e appliances, such as wheelchairs

e operating and recovery room services

e physical, occupational, and speech therapy

e inpatient substance abuse services

e in some cases, the following types of transplants: corneal,
kidney, kidney/pancreas, heart, liver, lung, heart/lung,
bone marrow, stem cell, and intestinal/multivisceral.

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Inpatient hospital care (continued)

Note: To be an inpatient, your provider must write an order to
admit you formally as an inpatient of the hospital. Even if you
stay in the hospital overnight, you might still be considered an
“outpatient.” If you're not sure if you’re an inpatient or an
outpatient, ask the hospital staff.

Get more information from the Medicare fact sheet Medicare
Hospital Benefits available at
www.medicare.gov/publications/11435-Medicare-Hospital-
Benefits.pdf or by calling 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048.

Inpatient services in a psychiatric hospital* $0

We pay for mental health care services that require a hospital
stay.

e If you need inpatient services in a freestanding
psychiatric hospital, we pay for the first 190 days. After
that, the local county mental health agency pays for
medically necessary inpatient psychiatric services.
Authorization for care beyond the 190 days is
coordinated with the local county mental health agency.

o The 190-day limit doesn’t apply to inpatient mental
health services provided in a psychiatric unit of a
general hospital

e If you're 65 years or older, we pay for services you get
in an Institute for Mental Diseases (IMD).

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Inpatient stay: Covered services in a hospital or skilled $0
nursing facility (SNF) during a non-covered inpatient stay

We don’t pay for your inpatient stay if you've used all of your
inpatient benefit or if the stay isn’t reasonable and medically
necessary.

However, in certain situations where inpatient care isn’t
covered, we may pay for services you get while you'’re in a
hospital or nursing facility. To find out more, contact the
CareAdvantage Unit.

We pay for the following services, and maybe other services
not listed here:

e doctor services
e diagnostic tests, like lab tests

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

e surgical dressings

e splints, casts, and other devices used for fractures and
dislocations

e prosthetics and orthotic devices, other than dental,
including replacement or repairs of such devices. These
are devices that replace all or part of:

o an internal body organ (including contiguous
tissue), or

o the function of an inoperative or malfunctioning
internal body organ.

e leg, arm, back, and neck braces, trusses, and artificial
legs, arms, and eyes. This includes adjustments, repairs,
and replacements needed because of breakage, wear,
loss, or a change in your condition

e physical therapy, speech therapy, and occupational
therapy

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Kidney disease services and supplies*

We pay for the following services:

Kidney disease education services to teach kidney care
and help you make good decisions about your care. You
must have stage IV chronic kidney disease, and your
doctor must refer you. We cover up to six sessions of
kidney disease education services.

Outpatient dialysis treatments, including dialysis
treatments when temporarily out of the service area, as
explained in Chapter 3 of this Member Handbook, or when
your provider for this service is temporarily unavailable or
inaccessible.

Inpatient dialysis treatments if you're admitted as an
inpatient to a hospital for special care

Self-dialysis training, including training for you and anyone
helping you with your home dialysis treatments

Home dialysis equipment and supplies

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

Medicare Part B pays for some drugs for dialysis. For
information, refer to “Medicare Part B drugs” in this chart.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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& Lung cancer screening with low dose computed
tomography (LDCT)

Our plan pays for lung cancer screening every 12 months if
you:

e are aged 50-77, and

e have a counseling and shared decision-making visit with
your doctor or other qualified provider, and

e have smoked at least one pack a day for 20 years with no
signs or symptoms of lung cancer or smoke now or have
quit within the last 15 years

After the first screening, our plan pays for another screening
each year with a written order from your doctor or other
qualified provider. If a provider elects to provide a lung cancer
screening counseling and shared decision-making visit for
lung cancer screenings, the visit must meet the Medicare
criteria for such visits.

$0

Medical alert device

This benefit will cover one personal emergency response
system (PERS) device at no cost to help you get assistance
during an emergency. It provides peace of mind and 24/7
emergency response and monitoring.

You can contact the CareAdvantage Unit at 1-866-880-0606 to
order your device. You may also contact LifeStation’s customer
service at 1-800-998-2400 for any help with the device.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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6 Medical nutrition therapy $0

This benefit is for people with diabetes or kidney disease
without dialysis. It's also for after a kidney transplant when
ordered by your doctor.

We pay for three hours of one-on-one counseling services
during the first year you get medical nutrition therapy services
under Medicare. We may approve additional services if
medically necessary.

We pay for two hours of one-on-one counseling services each
year after that. If your condition, treatment, or diagnosis
changes, you may be able to get more hours of treatment with
a doctor’s order. A doctor must prescribe these services and
renew the order each year if you need treatment in the next
calendar year. We may approve additional services if medically
necessary.

6 Medicare Diabetes Prevention Program (MDPP) $0

Our plan pays for MDPP services for eligible people. MDPP is
designed to help you increase healthy behavior. It provides
practical training in:

e |ong-term dietary change, and

e increased physical activity, and

e ways to maintain weight loss and a healthy lifestyle.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Medicare Part B drugs

These drugs are covered under Part B of Medicare. Our plan
pays for the following drugs:

e drugs you don’t usually give yourself and are injected or
infused while you get doctor, hospital outpatient, or
ambulatory surgery center services

e insulin furnished through an item of durable medical
equipment (such as a medically necessary insulin pump)

e other drugs you take using durable medical equipment
(such as nebulizers) that our plan authorized

e the Alzheimer’s drug Legembi® (generic lecanemab)
which is given intravenously (IV). You may need additional
scans and tests before and/or during treatment. Talk to
your doctor about what scans and tests you may need as
part of your treatment.

e clotting factors you give yourself by injection if you have
hemophilia

e transplant/immunosuppressive drugs: Medicare covers
transplant drug therapy if Medicare paid for your organ
transplant. You must have Part A at the time of the
covered transplant, and you must have Part B at the time
you get immunosuppressive drugs. Medicare Part D
covers immunosuppressive drugs if Part B doesn’t cover
them

This benefit is continued on the next page

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Medicare Part B drugs (continued)

e osteoporosis drugs that are injected. We pay for these
drugs if you’re homebound, have a bone fracture that a
doctor certifies was related to post-menopausal
osteoporosis, and can’t inject the drug yourself

e some antigens: Medicare covers antigens if a doctor
prepares them and a properly instructed person (who
could be you, the patient) gives them under appropriate
supervision

e certain oral anti-cancer drugs: Medicare covers some oral
cancer drugs you take by mouth if the same drug is
available in injectable form or the drug is a prodrug (an oral
form of a drug that, when ingested, breaks down into the
same active ingredient found in the injectable drug). As
new oral cancer drugs become available, Part B may cover
them. If Part B doesn’t cover them, Part D does

e oral anti-nausea drugs: Medicare covers oral anti-nausea
drugs you use as part of an anti-cancer chemotherapeutic
regimen if they’re administered before, at, or within 48
hours of chemotherapy or are used as a full therapeutic
replacement for an intravenous anti-nausea drug

e certain oral End-Stage Renal Disease (ESRD) drugs
covered under Medicare Part B

e calcimimetic and phosphate binder medications under the
ESRD payment system, including the intravenous
medication Parsabiv®, and the oral medication Sensipar

e certain drugs for home dialysis, including heparin, the
antidote for heparin (when medically necessary) and
topical anesthetics

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Medicare Part B drugs (continued)

e erythropoiesis-stimulating agents: Medicare covers
erythropoietin by injection if you have ESRD or you need
this drug to treat anemia related to certain other conditions
(such as Epogen®, Procrit®, Epoetin Alfa, Aranesp®,
Darbepoetin Alfa®, Mircera®, or Methoxy polyethylene
glycol-epotin beta)

e |V immune globulin for the home treatment of primary
immune deficiency diseases

e parenteral and enteral nutrition (IV and tube feeding)

We also cover some vaccines under our Medicare Part B and
most adult vaccines under our Medicare Part D drug benefit.

Chapter 5 of this Member Handbook explains our drug benefit.
It explains rules you must follow to have prescriptions covered.

Chapter 6 of this Member Handbook explains what you pay for
your drugs through our plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Nursing facility care*

A nursing facility (NF) is a place that provides care for people
who can’t get care at home but who don’t need to be in a
hospital.

Services that we pay for include, but aren’t limited to, the
following:

semiprivate room (or a private room if medically necessary)
meals, including special diets
nursing services

physical therapy, occupational therapy, and speech
therapy

respiratory therapy

drugs given 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
medical and surgical supplies usually given by nursing
facilities

This benefit is continued on the next page

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Nursing facility care (continued)

e |ab tests usually given by nursing facilities

e X-rays and other radiology services usually given by
nursing facilities

e use of appliances, such as wheelchairs usually given by
nursing facilities

e physician/practitioner services

e durable medical equipment

e dental services, including dentures

e vision benefits

e hearing exams

e chiropractic care

e podiatry services

You usually get your care from network facilities. However, you
may be able to get your care from a facility not in our network.

You can get care from the following places if they accept our
plan’s amounts for payment:

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

e a nursing facility where your spouse or domestic partner is
living at the time you leave the hospital.

i Obesity screening and therapy to keep weight down $0

If you have a body mass index of 30 or more, we pay for
counseling to help you lose weight. You must get the
counseling in a primary care setting. That way, it can be
managed with your full prevention plan. Talk to your primary
care provider to find out more.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Opioid treatment program (OTP) services

Our plan pays for the following services to treat opioid use
disorder (OUD) through an OTP which includes the following
services:

e intake activities

e periodic assessments

e medications approved by the FDA and, if applicable,
managing and giving you these medications

e substance use counseling
e individual and group therapy

e testing for drugs or chemicals in your body (toxicology
testing)

® recovery services

e crisis intervention services

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Outpatient diagnostic tests and therapeutic services and
supplies

We pay for the following services and other medically
necessary services not listed here:

X-rays

radiation (radium and isotope) therapy, including technician
materials and supplies

surgical supplies, such as dressings

splints, casts, and other devices used for fractures and
dislocations

lab tests
blood, including storage and administration

diagnostic non-laboratory tests such as CT scans, MRIs,
EKGs, and PET scans when your doctor or other health
care provider orders them to treat a medical condition

other outpatient diagnostic tests

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Outpatient hospital observation

We pay for outpatient hospital observation services to
determine if you need to be admitted as an inpatient or can be
discharged.

The services must meet Medicare criteria and be considered
reasonable and necessary. Observation services are covered
only when provided by the order of a physician or another
person authorized by state law and hospital staff bylaws to
admit patients to the hospital or order outpatient tests.

Note: Unless the provider has written an order to admit you as
an inpatient to the hospital, you're an outpatient. Even if you
stay in the hospital overnight, you might still be considered an
outpatient. If you aren’t sure if you’re an outpatient, ask hospital
staff.

Get more information from the Medicare fact sheet Medicare
Hospital Benefits available at
www.medicare.gov/publications/11435-Medicare-Hospital-

Benefits.pdf

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Outpatient hospital services*

We pay for medically necessary services you get in the
outpatient department of a hospital for diagnosis or treatment
of an illness or injury, such as:

e Services in an emergency department or outpatient clinic,
such as outpatient surgery or observation services
e Labs and diagnostic tests billed by the hospital

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

e X-rays and other radiology services billed by the hospital
e Medical supplies, such as splints and casts

e Preventive screenings and services listed throughout the
Benefits Chart

e Some drugs and biologicals that you can’t give yourself

Prior authorization is required for some outpatient hospital
services.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Outpatient mental health care

e a state-licensed psychiatrist or doctor

e a clinical psychologist

e alicensed clinical social worker (LCSW)
e aclinical nurse specialist (CNS)

e alicensed professional counselor (LPC)

e anurse practitioner (NP)

e a physician assistant (PA)

not listed here:

e clinic services
e day treatment

e psychosocial rehab services

treatment

We pay for mental health services provided by:

e alicensed marriage and family therapist (LMFT)

e any other Medicare-qualified mental health care
professional as allowed under applicable state laws

We pay for the following services, and maybe other services

e partial hospitalization or intensive outpatient programs

e individual and group mental health evaluation and

This benefit is continued on the next page

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Outpatient mental health care (continued)
e psychological testing when clinically indicated to evaluate
a mental health outcome

e outpatient services for the purposes of monitoring drug
therapy

e outpatient laboratory, drugs, supplies and supplements

e psychiatric consultation

Prior authorization is required for some outpatient mental
health care.

Outpatient rehabilitation services* $0

We pay for physical therapy, occupational therapy, and speech
therapy.

You can get outpatient rehabilitation services from hospital
outpatient departments, independent therapist offices,
comprehensive outpatient rehabilitation facilities (CORFs), and
other facilities.

Outpatient substance use disorder services* $0

We pay for the following services, and maybe other services
not listed here:

e alcohol misuse screening and counseling

e treatment of drug abuse

e group or individual counseling by a qualified clinician

e subacute detoxification in a residential addiction program

e alcohol and/or drug services in an intensive outpatient
treatment center

e extended-release Naltrexone (vivitrol) treatment

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Outpatient surgery*

We pay for outpatient surgery and services at hospital
outpatient facilities and ambulatory surgical centers.

Note: If you’re having surgery in a hospital facility, you should
check with your provider about whether you'’ll be an inpatient or
outpatient. Unless the provider writes an order to admit you as
an inpatient to the hospital, you're an outpatient. Even if you
stay in the hospital overnight, you might still be considered an
outpatient.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Over-the-Counter (OTC) Items

You can get some over-the-counter (OTC) drugs at no cost to
you through CareAdvantage in two ways:

1. With a prescription from your doctor. If your doctor writes a
prescription for an OTC drug, you can pick it up at any in-
network pharmacy. See the full list of covered OTC drugs on
our website at www.hpsm.org.

2. Using your CareAdvantage OTC benefit (no prescription
needed). For products covered under the CareAdvantage
OTC benefit, you will receive a $50 allowance or spending
limit every three months (quarterly), to purchase OTC items
and supplies at retail stores, through the OTC mail-order
catalog, or our vendor’s website. This benefit becomes
available on the first day of each quarter; January 1, April 1,
July 1, and October 1. Any remaining balance will not carry
over to the next quarter.

You can use this benefit to get items such as acetaminophen,
bandages, cold and cough medicines, and other eligible
products included in the mail-order catalog, vendor’s website,
and/or retail stores (based on approved list by CMS).

Items must be part of CMS authorized list of approved OTC
products.

For more information about which OTC products, we cover
through the prescription benefit or through CareAdvantage
OTC benefit, please visit our website at www.hpsm.org or call
the CareAdvantage Unit.

If there is an OTC that we do not cover, it may be covered
through Medi-Cal Rx. Please visit the Medi-Cal Rx website
(medi-calrx.dhcs.ca.gov) for more information. You can also
call the Medi- Cal Rx Customer Service Center at 1-800-977-
2273. Please bring your Medi-Cal Beneficiary Identification
Card (BIC) when getting prescriptions through Medi-Cal Rx.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 115



http://www.hpsm.org/careadvantage
http://www.hpsm.org/
http://www.hpsm.org/

CareAdvantage MEMBER HANDBOOK Chapter 4: Benefits Chart

Covered Service What you pay

Palliative care $0

Palliative care is covered by our plan. Palliative care is for
people with serious iliness. It provides patient and family-
centered care that improves quality of life by anticipating,
preventing, and treating suffering. Palliative Care isn’t hospice,
therefore you don’t have to have a life expectancy of six
months or less to qualify for palliative care. Palliative care is
provided at the same time as curative/regular care.

Palliative care includes the following:

e advance care planning
e palliative care assessment and consultation

e aplan of care including all authorized palliative and
curative care, including mental health and medical social
services

e services from your designated care team

e care coordination

e pain and symptom management

You may not get hospice care and palliative care at the same
time if you're over the age of 21. If you're getting palliative care

and meet the eligibility for hospice care, you can ask to change
to hospice care at any time.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Partial hospitalization services and intensive outpatient $0
services

Partial hospitalization is a structured program of active
psychiatric treatment. It's offered as a hospital outpatient
service or by a community mental health center that's more
intense than the care you get in your doctor’s, therapist’s,
licensed marriage and family therapist’s (LMFT), or licensed
professional counselor’s office. It can help keep you from
having to stay in the hospital.

Intensive outpatient service is a structured program of active
behavioral (mental) health therapy treatment provided as a
hospital outpatient service, a community mental health center,
a federally qualified health center, or a rural health clinic that’ s
more intense than care you get in your doctor’s, therapist’s,
LMFT, or licensed professional counselor’s office but less
intense than partial hospitalization.

Physician/provider services, including doctor’s office $0
visits*

We pay for the following services:

e medically necessary health care or surgery services given
in places such as:

o physician’s office
o certified ambulatory surgical center
o hospital outpatient department
o any other location
e consultation, diagnosis, and treatment by a specialist

e basic hearing and balance exams given by your primary
care provider, if your doctor orders them to find out whether
you need treatment

e telehealth services for monthly end-stage renal disease
(ESRD) related visits for home dialysis members in a
hospital-based or critical access hospital-based renal
dialysis center, renal dialysis facility, or at home

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Physician/provider services, including doctor’s office
visits (continued)

e telehealth services to diagnose, evaluate, or treat
symptoms of a stroke

e telehealth services for members with a substance use
disorder or co-occurring mental health disorder regardless
of your location

e telehealth services for diagnosis, evaluation, and treatment
of mental health disorders

o telehealth services for mental health visits provided by rural
health clinics and federally qualified health centers.

e virtual check-ins (for example, by phone or video chat) with
your doctor for five-ten minutes if

o Yyou’re not a new patient and

o the check-in isn’t related to an office visit in the
past seven days and

o the check-in doesn’t lead to an office visit within 24
hours or the soonest available appointment

e Evaluation of video and/or images you send to your doctor
and interpretation and follow-up by your doctor within 24
hours if:

o you’re not a new patient and

o the evaluation isn’t related to an office visit in the
past seven days and

o the evaluation doesn’t lead to an office visit within
24 hours or the soonest available appointment

e Consultation your doctor has with other doctors by phone,
the Internet, or electronic health record if you're not a new
patient

e Second opinion before surgery

Prior authorization is required for ambulatory surgical center
services and outpatient hospital department services.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Podiatry services $0
We pay for the following services:

e diagnosis and medical or surgical treatment of injuries and
diseases of the foot (such as hammer toe or heel spurs)

e routine foot care for members with conditions affecting the
legs, such as diabetes

& Pre-exposure prophylaxis (PrEP) for HIV prevention

If you don’t have HIV, but your doctor or other health care
practitioner determines you're at an increased risk for HIV, we
cover pre-exposure prophylaxis (PrEP) medication and related
services.

If you qualify, covered services include:

e FDA-approved oral or injectable PrEP medication including
the fee for injecting the drug, if applicable.

e Up to eight individual counseling sessions (including HIV
risk assessment, HIV risk reduction, and medication
adherence) every 12 months.

e Up to eight HIV screenings every 12 months.

e A one-time hepatitis B virus screening.

& Prostate cancer screening exams $0

For men aged 50 and over, we pay for the following services
once every 12 months:

e adigital rectal exam

e a prostate specific antigen (PSA) test

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Prosthetic and orthotic devices and related supplies*

Prosthetic devices replace all or part of a body part or function.
These include but aren’t limited to:

testing, fitting, or training in the use of prosthetic and
orthotic devices

colostomy bags and supplies related to colostomy care

enteral and parenteral nutrition, including feeding supply
kits, infusion pump, tubing and adaptor, solutions, and
supplies for self-administered injections

pacemakers

braces

prosthetic shoes
artificial arms and legs

breast prostheses (including a surgical brassiere after a
mastectomy)

prostheses to replace all of part of an external facial body
part that was removed or impaired as a result of disease,
injury, or congenital defect

incontinence cream and diapers

We pay for some supplies related to prosthetic and orthotic
devices. We also pay to repair or replace prosthetic and
orthotic devices.

We offer some coverage after cataract removal or cataract
surgery. Refer to “Vision care” later in this chart for details.

We will not pay for prosthetic dental devices.

You should talk to your provider and get a referral for prosthetic
devices and related supplies.

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Pulmonary rehabilitation services* $0

We pay for pulmonary rehabilitation programs for members
who have moderate to very severe chronic obstructive
pulmonary disease (COPD). You must have an order for
pulmonary rehabilitation from the doctor or provider treating the
COPD.

We pay for respiratory services for ventilator-dependent
patients.

@  Screening for Hepatitis C Virus infection

We cover one Hepatitis C screening if your primary care doctor
or other qualified health care provider orders one and you meet
one of these conditions:

e You’re at high risk because you use or have used illicit
injection drugs.

e You had a blood transfusion before 1992.

e You were born between 1945-1965.

If you were born between 1945-1965 and aren’t considered
high risk, we pay for a screening once. If you're at high risk (for
example, you've continued to use illicit injection drugs since
your previous negative Hepatitis C screening test), we cover
yearly screenings.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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& Sexually transmitted infections (STls) screening and $0
counseling

We pay for screenings for chlamydia, gonorrhea, syphilis, and
hepatitis B. These screenings are covered for pregnant women
and for some people who are at increased risk for an STI. A
primary care provider must order the tests. We cover these
tests once every 12 months or at certain times during
pregnancy.

We also pay for up to two face-to-face, high-intensity
behavioral counseling sessions each year for sexually active
adults at increased risk for STIs. Each session can be 20 to 30
minutes long. We pay for these counseling sessions as a
preventive service only if given by a primary care provider. The
sessions must be in a primary care setting, such as a doctor’s
office.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Skilled nursing facility (SNF) care* $0

For a definition of skilled nursing facility care, go to Chapter
12.

We pay for the following services, and maybe other services
not listed here:

e a semi-private room, or a private room if it's medically
necessary

e meals, including special diets
e skilled nursing services

e physical therapy, occupational therapy, and speech
therapy

e drugs you get as part of your plan of care, including
substances that are naturally in the body, such as blood-
clotting factors

e blood, including storage and administration
e medical and surgical supplies given by SNFs
e lab tests given by SNFs

e X-rays and other radiology services given by nursing
facilities

e appliances, such as wheelchairs, usually given by nursing
facilities

e physician/provider services

You usually get SNF care from network facilities. Under certain
conditions you may be able to get your care from a facility not
in our network. You can get care from the following places if
they accept our plan’s amounts for payment:

e a nursing facility or continuing care retirement community
where you lived before you went to the hospital (as long as
it provides nursing facility care)

e a nursing facility where your spouse or domestic partner
lives at the time you leave the hospital

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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i Smoking and tobacco use cessation

Counseling to quit smoking and tobacco use is covered on an
outpatient and hospitalized basis for people who meet these
criteria:

e use tobacco, regardless of whether they exhibit signs or
symptoms of tobacco-related disease

e are competent and alert during counseling

e a qualified physician or other Medicare-recognized
practitioner providers counseling

We cover two quit attempts per year (each attempt may include
a maximum of four intermediate or intensive sessions, with up
to eight sessions per year).

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Supervised exercise therapy (SET)

We pay for SET for members with symptomatic peripheral
artery disease (PAD) who have a referral for PAD from the
physician responsible for PAD treatment.

Our plan pays for:

e up to 36 sessions during a 12-week period if all SET
requirements are met

e an additional 36 sessions over time if deemed medically
necessary by a health care provider

The SET program must be:

e 30 to 60-minute sessions of a therapeutic exercise-training
program for PAD in members with leg cramping due to
poor blood flow (claudication)

e in a hospital outpatient setting or in a physician’s office

e delivered by qualified personnel who make sure benefit
exceeds harm and who are trained in exercise therapy for
PAD

e under the direct supervision of a physician, physician
assistant (PA), or nurse practitioner (NP)/clinical nurse
specialist (CNS) trained in both basic and advanced life
support techniques

$0

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Transportation: Non-emergency medical transportation $0

This benefit allows for medical transportation for a service
covered by our plan and Medi-Cal. This can include:
ambulance, litter van, wheelchair van medical transportation
services.

The forms of transportation are authorized when:

e Your medical provider determines your medical and/or
physical condition doesn’t allow you to travel by bus,
passenger car, taxicab, or another form of public or private
transportation, and prior authorization is required and you’ll
need to call your plan to arrange a ride.

Non-Emergency Medical Transport (NEMT) services include
ambulance, litter/gurney van and wheelchair van medical
transportation for non-emergency care. HPSM requires prior
authorization of NEMT services.

e The provider rendering care for the member has to complete
the prior authorization form and physician certification
statement (PCS) and submit to HPSM.

o The treating physician can submit a request for NEMT
services for a period of up to 12 months if recurring
transportation is needed to support the member’s treatment
plan.

o Transportation must be requested at least five to seven
business days before your scheduled appointment. To get
more information call the CareAdvantage Unit at 1-866-880-
0606.

Retro-active authorization for NEMT services is allowed. Retro-
active authorization requests are subject to denial e.g., for lack
of medical necessity.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Transportation: Non-medical transportation (HPSM Ride
Benefit)

This benefit allows for transportation to medical services by
passenger car, taxi, or other forms of public/private
transportation.

Transportation is required for the purpose of obtaining
necessary medical care covered by Medi-Cal, including travel
to dental appointments and to pick up prescription drugs.
Transportation for services dually covered by Medi-Cal and
Medicare are covered.

NMT provides rides for members to go to outpatient healthcare
related services such as doctor’s appointments, Dental
appointments, behavioral health services, physical therapy,
clinical labs, pharmacies (to pick up prescriptions ordered by
your provider and paid for by HPSM), etc.

Rides to non-healthcare related services such as grocery
stores, gyms, schools, etc., are not covered.

To get more information call the CareAdvantage Unit at 1-866-
880-0606.

To request a ride:

Call HPSM'’s contract provider, American Logistics (AL) at
1-877-356-1080, at least two (2) business days before your
appointment.

Or call as soon as you can when you have

an urgent appointment (including after hours).

TTY users call 1-800-735-2929 or dial 7-1-1.

AL’s call center hours are Monday through Friday 8:00 a.m. to
5:00 p.m.

Taxi ride requests must be made at least two (2) business
days prior to the requested scheduled pick-up time.

Rides must be cancelled at least 2 hours prior to pickup time.

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Transportation: Non-medical transportation (HPSM Ride
Benefit) (continued)

e All ride requests must go through AL. Rides will only be
authorized through companies/drivers contracted with AL.
Other forms of NMT will not be covered.

o The CareAdvantage Unit must pre-authorize the following rides

prior to scheduling:

o Rides that start and/or end outside of San Mateo, San
Francisco and/or Santa Clara Counties.

o Rides that are more than 50 miles one-way regardless of
the destination County.

o If both the pickup and drop-off addresses are outside of
San Mateo County.

o Members will not be reimbursed for unauthorized (not
approved by AL) rides.

o CareAdvantage will cover up to 12 one-way rides or 6
roundtrip rides to your local YMCA, per year.

Using NMT
1. When you call AL for a ride, AL will ask you:
a. Our HPSM ID number, the date and time that the ride is

needed, the pick-up and destination address, your cell
phone number and if you need a round-trip ride.

e Schedule your pick-up time at least sixty (60)
minutes prior to your appointment time so that you
arrive within fifteen (15) minutes of your scheduled
appointment.

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Transportation: Non-medical transportation (HPSM Ride
Benefit) (continued)

b.

If the ride is for a health-related purpose

¢ Rides that are not for a health-related purpose will
be denied.

If you have another means of transportation to your
appointment.

If your appointment is at a doctor or dental office,
pharmacy, rehabilitation therapy center, diagnostic
testing center, etc.

If you want a return ride home (this is called the will call
ride). AL will map the destination address to verify that
the location is a medical/health-related location.

What type of transportation you want:

e Curb-to-curb: To use this service, you must have a
cell phone that can receive text messages from your
driver, and you must be able to wait outside at the
curb for your ride.

e Door-to-door: Use this service if you are ambulatory
but need help from the driver to get in and/or out of
the vehicle and/or assistance getting into a building.

o Door-to-door will also be used if you don’t have
a cell phone that can receive text messages
from a driver.

e The driver will only wait for you for up to 5 minutes
at your pick-up location, so please be on time and
ready for your ride.

e The driver will be scheduled to pick you up at least
sixty (60) minutes before your appointment time, so
that you arrive at least fifteen (15) minutes of your
scheduled appointment time.

This benefit is continued on the next page

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage.
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Covered Service

What you pay

2.

Transportation: Non-medical transportation (HPSM Ride
Benefit) (continued)

If you schedule a round-trip ride, you must call AL when you
are ready to be picked up for the return trip. The return ride
is called a “will-call” ride.

One other person may go with you in the vehicle. When you
call AL to schedule a ride, tell AL that someone will be going
with you.

If you need to cancel a ride, you must call AL at least two (2)
hours prior to the scheduled pick-up time. This will avoid a
no-show ride

Due to unforeseen traffic or other reasons, your ride may
arrive later than the scheduled pick-up time.

For initial pick-up rides (the outbound ride) to the
appointment scheduled ahead of time, a ride is considered
to be late if the driver arrives more than fifteen (15) minutes
after your scheduled pick-up time.

For rides home from an appointment (the also known as
“will-call rides”), a ride is considered to be late if the driver
arrives more than forty-five (45) minutes after your called to
AL to ask for the will call return ride.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage.
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Covered Service What you pay

Urgently needed care $0
Urgently needed care is care given to treat:

e a non-emergency that requires immediate medical care, or
e an unforeseen illness, or

e aninjury, or

e a condition that needs care right away.

If you require urgently needed care, you should first try to get it
from a network provider. However, you can use out-of-network
providers when you can’t get to a network provider because
given your time, place, or circumstances, it's not possible, or
it's unreasonable, to get this service from network providers (for
example, when you’re outside the plan’s service area and you
require medically needed immediate services for an unseen
condition but it's not a medical emergency).

Urgent care is not covered outside of the United States.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=¥ information, visit www.hpsm.org/careadvantage. 131
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Covered Service What you pay

6 Vision care $0

We pay for the following services:

e one routine eye exam every year and

e up to $175 for eyeglasses (frames and lenses) or up to
$175 for contact lenses every year

We pay for outpatient doctor services for the diagnosis and
treatment of diseases and injuries of the eye. For example,
treatment for age-related macular degeneration.

For people at high risk of glaucoma, we pay for one glaucoma
screening each year. People at high risk of glaucoma include:
e people with a family history of glaucoma
e people with diabetes
e African-Americans who are 50 and over
e Hispanic Americans who are 65 and over
For people with diabetes, we pay for screening for diabetic

retinopathy once per year.

We pay for one pair of glasses or contact lenses after each
cataract surgery when the doctor inserts an intraocular lens.

If you have two separate cataract surgeries, you must get one pair
of glasses after each surgery. You can’t get two pairs of glasses
after the second surgery, even if you didn’t get a pair of glasses
after the first surgery.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=¥ information, visit www.hpsm.org/careadvantage. 132
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Covered Service What you pay

& “Welcome to Medicare” preventive visit $0

We cover the one-time “Welcome to Medicare” preventive visit.
The visit includes:

e areview of your health,

e education and counseling about preventive services you
need (including screenings and shots(or vaccines)), and

o referrals for other care if you need it.

Note: We cover the “Welcome to Medicare” preventive visit only
during the first 12 months that you have Medicare Part B. When
you make your appointment, tell your doctor’s office you want to
schedule your “Welcome to Medicare” preventive visit.

E. Our plan’s visitor or traveler benefits

If you're out of the plan’s service area for more than six months at a time but don’t permanently
move, we usually must disenroll you from our plan. However, while you are out of the area, we
offer a wordwide emergency visitor/traveler benefit. The benefit covers up to $25,000 for
emergency care and emergency services.

If you're in a visitor/traveler area, you can stay enrolled in the plan until 6 months from the start
of your triplf you don’t return to our plan’s service area bythe end of the 6" month, we’ll end your
membership in our plan.

F. HPSM Dental

Dental services for Health Plan of San Mateo (HPSM) members will be managed by the
HPSM Dental.

Services include, but are not limited to:
¢ Initial examinations, X-rays, cleanings, and fluoride treatments
e Restorations and crowns
e Root canal therapy

e Dentures, adjustments, repairs, and relines

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 133
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For more information, or if you need help finding a dentist who accepts the HPSM Dental
network, please contact the CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-
2929 or dial 7-1-1. Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. You
can also visit the website at www.hpsm.org/dental for more information.

To get dental services you will need to have an HPSM Member ID card and a Medi-
Cal Benefits Identification Card (BIC). Your dentist may want to use your Medi-Cal
BIC to confirm your Medi-Cal eligibility. The BIC is a plastic card. It has a “poppy flower”
or a “blue and white” design.

ﬂ HedlthPlan CareAdvantage In case of emergency, call 9-1-1 or seek appropriate emergency care,
OF SAN MATEO Dual Eligible Special Needs Plan (D-SNP) CareAdvantage Unit: 1-866-880-0606 (toll free) or 650-616-2174
Member N _ . CareAdvantage Unit TTY: 1-800-735-2929 (toll free) or 7-1-1
cmber Nome: MedicareRe Pharmacy Help Desk: 1-888-635-8362
John C Sample rseription Drug Conermge Behavioral Health: 1-800-686-0101 (toll free)
Member ID: 123456789 RxBin 012353 24-Hour Nurse Advice: 1-833-846-8773 (toll free)
Date of Birth: MM/DD/YYYY RXPCN 06850000 Website: www.hpsm.org/careadvantage
Plan Effective Date: MM/DD/YYYY Send claims to:
S , , E1E Submit pharmacy manual claims to:  Submit medical claims to:
Care Manager Phone #: 650-616-2174 2S¢ Health HPSM Claims Department
Attn: Dept Customer #586 801 Gateway Blvd, Suite 100
For information about your state-regulated medical and dental benefits P.O. Box 419019 South San Francisco, CA 94080
call the CareAdvantage Unit at 1-866-880-0606 or visit www.hpsm.org. Kansas City, MO 64141 HPSM Provider Line: 650-616-2106
HE019-001 1-888-635-8362 Toll-free: 1-833-MY-HPSM-1 (694-7761)
% & e ;
BIC Poppy Design BIC “blue and white” Design

STATE OF CALIFORNIA
BENEFITS IDENTIFICATION CARD

1D No. 01234567496144
JOHN'Q RECIPIENT
M 05 20 1991 Issue Date'06 24 16

If you do not have your Medi-Cal BIC, you can ask for a new one. Just call San Mateo
County Human Services Agency (toll-free) at 1-800-223-8383 or visit
www.hsa.smcgov.org/medi-cal-health-insurance.

Dental Benefits

In order to use your HPSM Dental benefits, you have to select an HPSM Network
dentist. HPSM Dental will only pay for services you get from providers who are in HPSM
Dental’s network. You will have to pay for any dental services you get from dentists who
are not enrolled in the HPSM network.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more

=2 information, visit www.hpsm.org/careadvantage. 134
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You can find a dentist online at any time by visiting www.hpsm.org/dental. You can

also request a Dental Provider List by emailing CareAdvantageSupport@hpsm.org or
calling the CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-2929 or dial 7-1-1.
Monday through Sunday, 8:00 a.m. to 8:00 p.m.

Below is a quick reference guide for the most common services available to members.
More information can be found at www.hpsm.org/dental.

Services Babies Kids Teens Pregnancy | Adults Seniors
Exam® < v < < ] a
X-rays < ] b & & @
Teeth cleaning < ] v < & b
Fluoride varnish < < < & o &
Fillings < < i & v &
Tooth removal < < i & & &
Emergency services < < i & & &
Sedation < v < ] w
Molar sealants** & )

Root canal < < & & &
Orthodontics (braces)*** v

Crowns**** < & & &
Partial and full dentures (] < < v
Denture relines (V] < & &
Scaling and root planing (] < < v

*Free or low-cost checkups every six months for members under the age of 21 and
every 12 months for members over 21

**Permanent molar sealants are covered members up to age 21
***For those who qualify
****Crowns on molars or premolars (back teeth) may be covered in some cases

There is no limit for covered, medically necessary dental services. Your dentist can help
you pick the best treatment and what services you can have through your HPSM Dental
coverage. During your first dental visit, show your CareAdvantage (HMO D-SNP)
member ID card to your dentist.

Cost of Dental Services

There is no cost for your HPSM Dental services. If you have other dental coverage,
HPSM Dental will be your secondary coverage.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=¥ information, visit www.hpsm.org/careadvantage. 135
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G. Community Supports

You may get supports under your Individualized Care Plan. Community Supports are medically
appropriate and cost-effective alternative services or settings to those covered under the Medi-
Cal State Plan. These services are optional for members. If you qualify, these services may help
you live more independently. They don’t replace benefits that you already receive under Medi-
Cal.

Examples of Community Supports that we offer include medically supportive food and meals or
medically-tailored meals, help for you or your caregiver, or shower grab bars and
ramps Community Supports — services offered include the following:

e Housing and Transition Navigation Services — helps members find housing and
coordinates resources to meet their needs. Housing Deposits — Provides one-
time funds to enable members to secure housing.

e Housing Tenancy and Sustaining Services — services and supports that help you
maintain a stable long-term housing once tenancy is secured

e Assisted Living Transitions — services that assist your transition from nursing
facility back into a home-like community setting to include an Assisted Living
Facility.

e Community or Home Transition Services — Coordinates services to cover
nonrecurring home set-up expenses when members transition from a licensed
facility into the community.

e Environmentally Accessibility Adaptations (Home) — services that provide
physical changes or installation of equipment/s inside your home that help
improve your daily activities and ensure your safety

e Medically Supportive Meals — meals and food services delivered to your home
that meet your specific medical needs and preference to achieve your nutritional
goals

e Personal Care and Homemaker Services: provides assistance with Activities of
Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs) who could
otherwise not remain at home. Services include house cleaning, meal
preparation, laundry, grocery shopping, personal care services, accompaniment
to medical appointments and protective supervision.

e Caregiver Respite: short-term non-medical services provided to caregivers of
members who require intermittent temporary supervision. These services are

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=¥ information, visit www.hpsm.org/careadvantage. 136
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provided at the member’s home or other location being used as the home or at
approved out-of-home locations.

Asthma Remediation: provides asthma self-management education to help explain asthma
triggers and causes, symptom management, and more to help you live more comfortably in your
home.

If you need help or would like to find out which Community Supports may be available for you,
call the CareAdvantage Unit at 1-866-880-0606 (TTY 1-800-735-2929 or 711) or call your
health care provider.

H. Benefits covered outside of our plan

We don’t cover the following services, but they’re available through Medi-Cal fee-for service.

H1. California Community Transitions (CCT)

The California Community Transitions (CCT) program uses local Lead Organizations to help
eligible Medi-Cal beneficiaries, who've lived in an inpatient facility for at least 60 consecutive
days, transition back to, and remaining safely in, a community setting. The CCT program funds
transition coordination services during the pre-transition period and for 365 days post-transition
to assist beneficiaries with moving back to a community setting.

You can get transition coordination services from any CCT Lead Organization that serves the
county you live in. You can find a list of CCT Lead Organizations and the counties they serve on
the Department of Health Care Services website at: www.dhcs.ca.gov/services/lic/Pages/CCT.

For CCT transition coordination services
Medi-Cal pays for the transition coordination services. You pay nothing for these services.
For services not related to your CCT transition

The provider bills us for your services. Our plan pays for the services provided after your
transition. You pay nothing for these services.

While you get CCT transition coordination services, we pay for services listed in the Benefits
Chart in Section D.

No change in drug coverage benefit

The CCT program doesn’t cover drugs. You continue to get your normal drug benefit through
our plan. For more information, refer to Chapter 5 of this Member Handbook.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 137
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Note: If you need non-CCT transition care, call your care manager to arrange the services.
Non-CCT transition care is care not related to your transition from an institution or facility.

H2. In-Home Supportive Services (IHSS)

e The IHSS Program will help pay enrolled care providers for services provided to
you so that you can remain safely in your own home. IHSS is considered an
alternative to out-of-home care, such as nursing homes or board and care
facilities.

e To receive services, an assessment is conducted to determine which types of
services may be authorized for each participant based on their needs. The types
of services which can be authorized through IHSS are housecleaning, meal
preparation, laundry, grocery shopping, personal care services (such as bowel
and bladder care, bathing, grooming and paramedical services), accompaniment
to medical appointments, and protective supervision for the mentally impaired.

e Your care manager can help you apply for IHSS with your county social service
agency. IHSS are provided through San Mateo County Aging and Disability
Services TIES line at 1-844-868-0938 or dial 7-1-1 for the California Relay
Service TTY. This call is free. Or visit website www.smchealth.org/in-home-
supportive-services.

H3. 1915(c) Home and Community Based Services (HCBS) Waiver Programs
Assisted Living Waiver (ALW)

e The Assisted Living Waiver (ALW) offers Medi-Cal eligible beneficiaries the
choice of residing in an assisted living setting as an alternative to long-term
placement in a nursing facility. The goal of the ALW is to facilitate nursing facility
transition back into a homelike and community setting or prevent skilled nursing
admissions for beneficiaries with an imminent need for nursing facility placement.

o Members who are enrolled in ALW can remain enrolled in ALW while also
receiving benefits provided by our plan. Our plan works with your ALW Care
Coordination Agency to coordinate the services you receive.

e The ALW is currently only available in the following counties: Alameda, Contra
Costa, Fresno, Kern, Los Angeles, Orange, Riverside, Sacramento, San
Bernardino, San Diego, San Francisco, San Joaquin, San Mateo, Santa Clara,
and Sonoma.

¢ Your care manager can help direct you to San Mateo County’s ALW coordination
agency, Institute on Aging. You can also call Institute on Aging at 650-424-1411
or visit www.ioaging.org.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 138
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HCBS Waiver for Californians with Developmental Disabilities (HCBS-DD)

California Self-Determination Program (SDP) Waiver for Individuals with Developmental
Disabilities

e There are two 1915(c) waivers, the HCBS-DD Waiver and SDP Waiver, that
provide services to people who have been diagnosed with a developmental
disability that begins before the individual’s 18th birthday and is expected to
continue indefinitely. Both waivers are a way to fund certain services that allow
persons with developmental disabilities to live at home or in the community rather
than residing in a licensed health facility. Costs for these services are funded
jointly by the federal government’s Medicaid program and the State of California.
Your care manager can help connect you to DD Waiver services.

Home and Community-Based Alternative (HCBA) Waiver

¢ The HCBA Waiver provides care management services to persons at risk for
nursing home or institutional placement. The care management services are
provided by a multidisciplinary Care Management Team comprised of a nurse
and social worker. The team coordinates Waiver and State Plan services (such
as medical, behavioral health, In-Home Supportive Services, etc.), and arranges
for other long-term services and supports available in the local community. Care
management and Waiver services are provided in the participant's community-
based residence. This residence can be privately owned, secured through a
tenant lease arrangement, or the residence of a participant's family member.

e Members who are enrolled in the HCBA Waiver can remain enrolled in the HCBA
Waiver while also receiving benefits provided by our plan. Our plan works with
your HCBA waiver agency to coordinate the services you receive.

e Your care manager can help you apply for the HCBA. You can also call Institute
on Aging at 650-424-1411 or visit www.ioaging.org.

Medi-Cal Waiver Program (MCWP)

¢ The Medi-Cal Waiver Program (MCWP) provides comprehensive case
management and direct care services to persons living with HIV as an alternative
to nursing facility care or hospitalization. Case management is a participant
centered, team approach consisting of a registered nurse and social work case
manager. Case managers work with the participant and primary care provider(s),
family, caregiver(s), and other service providers, to assess care needs to keep
the participant in their home and community.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 139
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The goals of the MCWP are to: (1) provide home and community-based services
for persons with HIV who may otherwise require institutional services; (2) assist
participants with HIV health management; (3) improve access to social and
behavioral health support and (4) coordinate service providers and eliminate
duplication of services.

Members who are enrolled in the MCWP Waiver can remain enrolled in the
MCWP Waiver while also receiving benefits provided by our plan. Our plan works
with your MCWP waiver agency to coordinate the services you receive.

Your care coordinator can help you apply for the MCWP. MCWP is not offered in
San Mateo County. See list county and agencies where the MCWP is provided:
www.cdph.ca.gov/Programs/CID/DOA/Pages/OA MCWP_Provider List.aspx

H4. County Behavioral Health Services Provided Outside Our Plan (Mental Health
and Substance Use Disorder Services)

You have access to medically necessary behavioral health services that Medicare and Medi-Cal
cover. We provide access to behavioral health services covered by Medicare and Medi-Cal
managed care. Our plan doesn’t provide Medi-Cal specialty mental health or county substance
use disorder services, but these services are available to you through county behavioral health
agencies.

Medi-Cal specialty mental health services are available to you through the county mental health
plan (MHP) if you meet criteria to access specialty mental health services. Medi-Cal specialty
mental health services provided by your county MHP include:

Adult Residential Treatment Services

Assertive Community Treatment Services

Clubhouse Services

Coordinated Specialty Case (CSC) for First Episode Psychosis (FEP)
Crisis Intervention

Crisis Intervention Residential Treatment Services

Crisis Stabilization

Day Rehabilitation

Day Treatment Intensive

Forensic Assertive Community Treatment (FACT)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 140
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IPS Supported Employment
Justice-Involved Reentry

Mental Health Services

Medication Support Services

Mobile Crisis Services

Psychiatric Health Facility Services
Psychiatric Inpatient Hospital Services
Peer Support Services

Targeted Case Management

Functional Family Therapy for individuals (only available for age under 21) High
Fidelity Wraparound for individuals (only available for age under 21) Intensive
Care Coordination for individuals (only available for age under 21)

Intensive Home-based Services for individuals (only available for age under 21)
Multisystemic Therapy for individuals (only available for age under 21)

Parent-Child Interaction Therapy for individuals (only available for age under 21)
Therapeutic Behavioral Services for individuals (only available for age under 21)

Therapeutic Foster Care for individuals (only available for age under 21)

Drug Medi-Cal (DMC) services are available to you through your county behavioral health
agency if you meet criteria to receive these services. Drug Medi-Cal Organized Delivery System
(DMC-ODS) Services include:

Outpatient treatment services

Intensive outpatient treatment services

Medications for addiction treatment (also called Medication Assisted Treatment)
Residential treatment services

Withdrawal management services

Narcotic treatment program

Recovery services

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Care coordination

e Peer support services

e Community-based mobile crisis intervention services

e Contingency management services

e Early intervention services (for members under age 21)

e Early periodic screening, diagnosis, and treatment (for members under age 21)

In addition to the services listed above, you may have access to voluntary inpatient
detoxification services if you meet the criteria.

You can call the San Mateo County BHRS ACCESS Call Center 24 hours a day, 7 days a week
at 1-800-686-0101 (TYY: 7-1- 1) for more information.

You should contact the San Mateo County BHRS ACCESS Call Center if you need help
getting behavioral health services. BHRS is responsible for initial behavioral health
screening to ensure you are connected to the appropriate level of care and appropriate
network of providers. HPSM and BHRS work together to transition referrals across
systems of care.

BHRS is responsible for the specialty mental health and substance use treatment
services listed above and is responsible for the availability of these services and any
medical necessity determinations. Any disputes will be managed by the plans in
accordance with their Memorandum of Understanding agreement.

If you have a problem with a San Mateo County BHRS provider, you can contact the San Mateo
County BHRS ACCESS Call Center at the number listed above, OR you can call the
CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-2929, Monday through Sunday, 8:00
a.m. to 8:00 p.m. to file a grievance.

I. Benefits not covered by our plan, Medicare, or Medi-Cal

This section tells you about benefits excluded by our plan. “Excluded” means that we don’t pay
for these benefits. Medicare and Medi-Cal don’t pay for them either.

The list below describes some services and items not covered by us under any conditions and
some excluded by us only in some cases.

We don’t pay for excluded medical benefits listed in this section (or anywhere else in this
Member Handbook) except under specific conditions listed. Even if you get the services at an
emergency facility, the plan won'’t pay for the services. If you think that our plan should pay for a

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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service that isn’t covered, you can request an appeal. For information about appeals, refer to
Chapter 9 of this Member Handbook.

In addition to any exclusions or limitations described in the Benefits Chart, our plan doesn’t
cover the following items and services:

services considered not “reasonable and medically necessary,” according to
Medicare and Medi-Cal, unless listed as covered services

experimental medical and surgical treatments, items, and drugs, unless
Medicare, a Medicare-approved clinical research study, or our plan covers them.
Refer to Chapter 3 of this Member Handbook for more information on clinical
research studies. Experimental treatment and items are those that aren’t
generally accepted by the medical community.

surgical treatment for morbid obesity, except when medically necessary and
Medicare pays for it

a private room in a hospital, except when medically necessary
private duty nurses

personal items in your room at a hospital or a nursing facility, such as a
telephone or television

full-time nursing care in your home
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 other cosmetic work, unless it's needed because of an
accidental injury or to improve a part of the body that isn’t shaped right. However,
we pay for reconstruction of a breast after a mastectomy and for treating the
other breast to match it

chiropractic care, other than manual manipulation of the spine consistent with
coverage guidelines

routine foot care, except as described in Podiatry services in the Benefits Chart
in Section D

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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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

radial keratotomy, LASIK surgery, and other low-vision aids
reversal of sterilization procedures
naturopath services (the use of natural or alternative treatments)

services provided to veterans in Veterans Affairs (VA) facilities. However, when a
veteran gets emergency services at a VA hospital and the VA cost-sharing is
more than the cost-sharing under our plan, we’ll reimburse the veteran for the
difference. You’re still responsible for your cost-sharing amounts.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 5: Getting your outpatient drugs

Introduction

This chapter explains rules for getting your outpatient drugs. These are drugs that your provider
orders for you that you get from a pharmacy or by mail-order. They include drugs covered under
Medicare Part D and Medi-Cal. Chapter 6 of this Member Handbook tells you what you pay for
these drugs. Key terms and their definitions appear in alphabetical order in the last chapter of
this Member Handbook.

We also cover the following drugs, although they’re not discussed in this chapter:

o Drugs covered by Medicare Part A. These generally include drugs given to you
while you’re in a hospital or nursing facility.

e Drugs covered by Medicare Part B. These include some chemotherapy drugs,
some drug injections given to you during an office visit with a doctor or other
provider, and drugs you're given at a dialysis clinic. To learn more about what
Medicare Part B drugs are covered, refer to the Benefits Chart in Chapter 4 of
this Member Handbook.

¢ In addition to the plan’s Medicare Part D and medical benefits coverage, your
drugs may be covered by Original Medicare if you're in Medicare hospice. For
more information, please refer to Chapter 5, Section F3 “In a Medicare-certified
hospice program.”

Rules for our plan’s outpatient drug coverage

Drugs covered under Medi-Cal are covered through Medi-Cal Rx such as some over-the-
counter drugs and certain vitamins. Visit the Medi-Cal Rx website (medi-calrx.dhcs.ca.gov) for a
list of Medi-Cal Rx network pharmacies. You can also call the Medi-Cal Rx Customer Service
Center at 1-800-977-2273. When the Medi-Cal BIC card is used to get medications not covered
by CareAdvantage, Medi-Cal Rx is responsible for processing the prescription. Visit the Medi-
Cal Rx website (medicalrx.dhcs.ca.gov) for a list of Medi-Cal Rx network pharmacies.

You must have a provider (doctor, dentist, or other prescriber) write your prescription, which
must be valid under applicable state law. This person often is your primary care provider (PCP).
It could also be another provider if your PCP has referred you for care.

Your prescriber must not be on Medicare’s Exclusion or Preclusion Lists or any similar Medi-Cal
lists.

You generally must use a network pharmacy to fill your prescription. (Refer to Section A1 for
more information). Or you can fill your prescription through the plan’s mail-order service.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. The call is free. For
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Your prescribed drug must be on our plan’s List of Covered Drugs. We call it the “Drug List’ for
short. (Refer to Section B of this chapter.)

o Ifitisn’t on the Drug List, we may be able to cover it by giving you an exception.
o Refer to Chapter 9 to learn about asking for an exception.

o Please also note that the request to cover your prescribed drug will be evaluated
under both Medicare and Medi-Cal standards.

Your drug must be used for a medically accepted indication. This means that use of the drug is
either approved by the Food and Drug Administration (FDA) or supported by certain medical
references. Your prescriber may be able to help identify medical references to support the
requested use of the prescribed drug.

Your drug may require approval from our plan based on certain criteria before we’ll cover it.
(Refer to Section C in this chapter).
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A. Getting your prescriptions filled

A1. Filling your prescription at a network pharmacy

In most cases, we pay for prescriptions only when filled at any of our network pharmacies. A
network pharmacy is a drug store that agrees to fill prescriptions for our plan members. You may
use any of our network pharmacies. (Refer to Section A8 for information about when we cover
prescriptions filled at out-of-network pharmacies.)

To find a network pharmacy, refer to the Provider and Pharmacy Directory, visit our website or
contact the CareAdvantage Unit.
A2. Using your Member ID Card when you fill a prescription

To fill your prescription, show your Member ID Card at your network pharmacy. The network
pharmacy bills us for our share of the cost of your covered drug. You may need to pay the
pharmacy a copay when you pick up your prescription.

Remember, you need your Medi-Cal card or Benefits Identification Card (BIC) to access Medi-
Cal Rx covered drugs.

If you don’t have your Member ID Card or BIC with you when you fill your prescription, ask the
pharmacy to call us to get the necessary information, or you can ask the pharmacy to look up
your plan enrollment information.

If the pharmacy can’t get the necessary information, you may have to pay the full cost of the
prescription when you pick it up. Then you can ask us to pay you back for our share. If you
can’t pay for the drug, contact the CareAdvantage Unit right away. We’ll do everything we
can to help.

o To ask us to pay you back, refer to Chapter 7 of this Member Handbook.
e |f you need help getting a prescription filled, contact the CareAdvantage Unit.

A3. What to do if you change your network pharmacy

If you change pharmacies and need a prescription refill, you can either ask to have a new
prescription written by a provider or ask your pharmacy to transfer the prescription to the new
pharmacy if there are any refills left.

If you need help changing your network pharmacy, contact the CareAdvantage Unit.

A4. What to do if your pharmacy leaves the network

If the pharmacy you use leaves our plan’s network, you need to find a new network pharmacy.

To find a new network pharmacy, refer to the Provider and Pharmacy Directory, visit our
website, or contact the CareAdvantage Unit.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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A5. Using a specialized pharmacy

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

o Pharmacies that supply drugs for home infusion therapy.

e Pharmacies that supply drugs for residents of a long-term care facility, such as a
nursing facility.

o Usually, long-term care facilities have their own pharmacies. If you're a
resident of a long-term care facility, we make sure you can get the drugs you
need at the facility’s pharmacy.

o If your long-term care facility’s pharmacy isn’t in our network or you have
difficulty getting your drugs in a long-term care facility, contact the
CareAdvantage Unit.

¢ Indian Health Care Provider (IHCP) Pharmacies. American Indian and Alaska
Native Members have access to pharmacies at an Indian Health Care Provider
(IHCP) to the extent they have an enrolled retail pharmacy. If you're not
American Indian or Alaska Native, you may still receive services from a retail
pharmacy at an IHCP if you are assigned to the clinic or for an emergency.

o Pharmacies that dispense drugs 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.)

o Tofind a specialized pharmacy, refer to the Provider and Pharmacy Directory,
visit our website, or contact the CareAdvantage Unit.

A6. Using mail-order services to get your drugs

For certain kinds of drugs, you can use our plan’s network mail-order services. Generally, drugs
available through mail-order are drugs that you take on a regular basis for a chronic or long-
term medical condition

Our plan’s mail-order service allows you to order at least a 30-day supply of the drug and up to
a 90-day supply. A 90-day supply has the same copay as a one-month supply.

Filling prescriptions by mail

To get information about filling your prescriptions by mail, please visit our website at
www.hpsm.org/careadvantage or call the CareAdvantage Unit. To start using the mail-order
pharmacy, do one of the following:

1. Call 1-800-552-6694 and ask Postal Prescription Services (PPS) to set up your new
account.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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2. Visit www.ppsrx.com to set up your account online.

Usually, a mail-order prescription arrives within 7-10 days. If there is a delay in getting your
prescription through the mail, you can call the CareAdvantage Unit and ask for a temporary
supply at a local pharmacy.

Mail-order processes

Mail-order service has different procedures for new prescriptions it gets from you, new
prescriptions it gets directly from your provider’s office, and refills on your mail-order
prescriptions.

1. New prescriptions the pharmacy gets from you
The pharmacy automatically fills and delivers new prescriptions it gets from you.
2. New prescriptions the pharmacy gets from your provider’s office

After the pharmacy gets a prescription from a health care provider, it contacts you to
find out if you want the medication filled immediately or at a later time.

e This gives you an opportunity to make sure the pharmacy is delivering the correct
drug (including strength, amount, and form) and, if needed, allows you to stop or
delay the order before you’re billed and it’s shipped.

e Respond each time the pharmacy contacts you, to let them know what to do with
the new prescription and to prevent any delays in shipping.

3. Refills on mail-order prescriptions

For refills, contact your pharmacy 74 days before your current prescription will run out to
make sure your next order is shipped to you in time.

Let the pharmacy know the best ways to contact you so they can reach you to confirm your
order before shipping. HPSM mail-order pharmacy services through a partnership with Postal
Prescription Services (PPS). Call PPS at 1-800-552-6694 or visit www.ppsrx.com to set up an
account and start refilling your prescription by mail-order.

A7. Getting a long-term supply of drugs

You can get a long-term supply of maintenance drugs on our plan’s Drug List. Maintenance
drugs are drugs you take on a regular basis, for a chronic or long-term medical condition.

Some network pharmacies allow you to get a long-term supply of maintenance drugs. A 90-day
supply has the same copay as a one-month supply. The Provider and Pharmacy Directory tells

you which pharmacies can give you a long-term supply of maintenance drugs. You can also call
the CareAdvantage Unit for more information.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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You can use our plan’s network mail-order services to get a long-term supply of maintenance
drugs. Refer to Section A6 to learn about mail-order services.

A8. Using a pharmacy not in our plan’s network

Generally, we pay for drugs filled at an out-of-network pharmacy only when you aren’t able to
use a network pharmacy. We have network pharmacies outside of our service area where you
can get prescriptions filled as a member of our plan. In these cases, check with the
CareAdvantage Unit first to find out if there’s a network pharmacy nearby.

We pay for prescriptions filled at an out-of-network pharmacy in the following cases:

o When trying to fill a specialized drug that is otherwise not available in an in-network
pharmacy (although this is rare).

e When trying to fill a drug that has a limited distribution source required by law (although
this is rare).

e When filling a drug in an emergency situation when in-network pharmacies are not
readily accessible, available or not operational (for example, in a natural disaster).

A9. Paying you back for a prescription

If you must use an out-of-network pharmacy, you must generally pay the full cost instead of a
copay when you get your prescription. You can ask us to pay you back for our share of the cost.
You may be required to pay the difference between what you pay for the drug at the out-of-
network pharmacy and the cost we would cover at an in-network pharmacy.

CareAdvantage is not responsible for paying you back for a drug that is only coverable under
Medi-Cal Rx. If you pay the full cost for your prescription that may be covered by Medi-Cal Rx,
you may be able to be reimbursed by the pharmacy once Medi-Cal Rx pays for the prescription.
Alternatively, you may ask Medi-Cal Rx to pay you back by submitting the “Medi-Cal Out-of-
Pocket Expense Reimbursement (Conlan)” claim. More information can be found on the Medi-
Cal Rx website: www.medi-calrx.dhcs.ca.gov.

To learn more about this, refer to Chapter 7 of this Member Handbook.

B. Our plan’s Drug List
We have a List of Covered Drugs. We call it the “Drug List’ for short.

We select the drugs on the Drug List with the help of a team of doctors and pharmacists. The
Drug List also tells you the rules you need to follow to get your drugs.

We generally cover a drug on our plan’s Drug List when you follow the rules we explain in this
chapter.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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B1. Drugs on our Drug List

Our Drug List includes drugs covered under Medicare Part D.

Most of the drugs you get from a pharmacy are covered by our plan. Other drugs, such as some
over-the-counter (OTC) medications and certain vitamins, may be covered by Medi-Cal Rx.
Please visit the Medi-Cal Rx website (www.medi-calrx.dhcs.ca.gov) for more information. You
can also call the Medi-Cal Rx Customer Service Center at 800-977-2273. Please bring your
Medi-Cal Beneficiary Identification Card (BIC) when getting your prescriptions through Medi-Cal
Rx.

Our Drug List includes brand name drugs, generic drugs, and biological products (which may
include biosimilars).

A brand name drug is a drug sold under a trademarked name owned by the drug manufacturer.
Biological products are drugs that are more complex than typical drugs. On our Drug List, when
we refer to “drugs” this could mean a drug or a biological product.

Generic drugs have the same active ingredients as brand name drugs. Biological products have
alternatives called biosimilars. Generally, generic drugs and biosimilars work just as well as
brand name drugs or original biological products and usually cost less. There are generic drug
substitutes available for many brand name drugs and biosimilar alternatives for some original
biological products. Some biosimilars are interchangeable biosimilars and, depending on state
law, may be substituted for the original biological product at the pharmacy without needing a
new prescription, just like generic drugs can be substituted for brand name drugs.

Refer to Chapter 12 for definitions of the types of drugs that may be on the Drug List.

Our plan also covers certain OTC drugs and products. Some OTC drugs cost less than
prescription drugs and work just as well. For more information, call the CareAdvantage Unit.

B2. How to find a drug on our Drug List

To find out if a drug you take is on our Drug List, you can:

e Visit our plan’s website at www.hpsm.org/careadvantage. The Drug List on our
website is always the most current one.

e Call CareAdvantage to find out if a drug is on our Drug List or to ask for a copy of
the list.

o Drugs that are not covered by Part D may be covered by Medi-Cal Rx. Please
visit the Medi-Cal Rx website (www.medi-calrx.dhcs.ca.gov) for more information

o Use our “Real Time Benefit Tool” at www.hpsm.org/careadvantage to search for
drugs on the Drug List to get an estimate of what you'll pay and if there are
alternative drugs on the Drug List that could treat the same condition. You can
also call the CareAdvantage Unit.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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B3. Drugs not on our Drug List

We don’t cover all drugs.

e Some drugs are not on our Drug List because the law doesn’t allow us to cover those
drugs.

e In other cases, we decided not to include a drug on our Drug List.

e In some cases, you may be able to get a drug that isn’t on our Drug List. For more
information refer to Chapter 9.

Our plan doesn’t pay for the kinds of drugs described in this section. These are called excluded
drugs. If you get a prescription for an excluded drug, you may need to pay for it yourself. If you
think we should pay for an excluded drug because of your case, you can make an appeal. Refer
to Chapter 9 of this Member Handbook for more information about appeals.

Here are three general rules for excluded drugs:

1. Our plan’s outpatient drug coverage (which includes Medicare Part D) can’t pay
for a drug that Medicare Part A or Medicare Part B already covers. Our plan
covers drugs covered under Medicare Part A or Medicare Part B for free, but
these drugs aren’t considered part of your outpatient drug benefits.

2. Our plan can’t cover a drug purchased outside the United States and its
territories.

3. Use of the drug must be approved by the FDA or supported by certain medical
references as a treatment for your condition. Your doctor or other provider may
prescribe a certain drug to treat your condition, even though it wasn’t approved to
treat the condition. This is called “off-label use.” Our plan usually doesn’t cover
drugs prescribed for off-label use.

Also, by law, Medicare or Medi-Cal can’t cover the types of drugs listed below. However,
CareAdvantage may cover certain drugs in these categories as a supplemental benefit. If a drug
is listed on our Drug List, it is coverable.

e Drugs used to promote fertility
e Drugs used for the relief of cough or cold symptoms, except for benzonatate*

e Drugs used for cosmetic purposes or to promote hair growth, except for
finasteride 1 mg**

e Prescription vitamins and mineral products, except prenatal vitamins and
fluoride* preparations

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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¢ Drugs used for the treatment of sexual or erectile dysfunction, except for tadalafil
2.5 mg and 5 mg**

¢ Drugs used for the treatment of anorexia, weight loss or weight gain, except for
diethylpropion and phentermine

¢ OQutpatient drugs made by a company that says you must have tests or services
done only by them

*Select products may be covered by Medi-Cal. Please visit the Medi-Cal Rx website
(www.medi-calrx.dhcs.ca.gov) for more information.

B4. Drug List cost-sharing tiers

Every drug on our Drug List is in one of 2 tiers. A tier is a group of drugs of generally the same
type (for example, brand name, generic, or OTC drugs). In general, the higher the cost-sharing
tier, the higher your cost for the drug.

e Tier 1 includes generic drugs. Tier 1 generic drugs are lower cost than tier 2 brand name
drugs. This is the lowest tier.
e Tier 2 includes brand name drugs. Tier 2 brand drugs cost more than tier 1 generic drugs.
This is the highest tier.
To find out which cost-sharing tier your drug is in, look for the drug on our Drug List.

Chapter 6 of this Member Handbook tells the amount you pay for drugs in each tier.

C. Limits on some drugs

For certain drugs, special rules limit how and when our plan covers them. Generally, our rules
encourage you to get a drug that works for your medical condition and is safe and effective.
When a safe, lower-cost drug works just as well as a higher-cost drug, we expect your provider
to prescribe the lower-cost drug.

Note that sometimes a drug may appear more than once in our Drug List. This is because the
same drugs can differ based on the strength, amount, or form of the drug prescribed by your
provider, and different restrictions may apply to the different versions of the drugs (for example,
10 mg versus 100 mg; one per day versus two per day; tablet versus liquid.)

If there’s a special rule for your drug, it usually means that you or your provider must
take extra steps for us to cover the drug. For example, your provider may have to tell us your
diagnosis or provide results of blood tests first. If you or your provider thinks our rule shouldn’t
apply to your situation, ask us to use the coverage decision process to make an exception. We
may or may not agree to let you use the drug without taking extra steps.

To learn more about asking for exceptions, refer to Chapter 9 of this Member Handbook.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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1. Limiting use of a brand name drug or original biological products when
respectively, a generic or interchangeable biosimilar version is available

Generally, a generic drug or interchangeable biosimilar works the same as a brand
name drug or original biological product and usually costs less. In most cases, if
there’s a generic or interchangeable biosimilar version of a brand name drug or
original biological product available, our network pharmacies give you the generic or
interchangeable biosimilar version.

e We usually don’t pay for the brand name drug or original biological product when
there is an available generic version.

o However, if your provider told us the medical reason that the generic drug or
interchangeable biosimilar won’t work for you or wrote “No substitutions” on your
prescription for a brand name drug or original biological product or told us the
medical reason that the generic drug, interchangeable biosimilar, or other
covered drugs that treat the same condition won’t work for you, then we cover
the brand name drug.

e Your copay may be greater for the brand name drug: or original biological
product than for the generic drug or interchangeable biosimilar.

2. Getting plan approval in advance

For some drugs, you or your prescriber must get approval from our plan before you fill
your prescription. This is called prior authorization. This is put in place to ensure
medication safety and help guide appropriate use of certain drugs. If you don’t get
approval, we may not cover the drug. Call the CareAdvantage Unit at the number at
the bottom of the page or on our website at www.hpsm.org/member/prior-
authorization for more information about prior authorization.

3. Trying a different drug first

In general, we want you to try lower-cost drugs that are as effective before we cover
drugs that cost more. For example, if Drug A and Drug B treat the same medical
condition, and Drug A costs less than Drug B, we may require you to try Drug A first.

If Drug A doesn’t work for you, then we cover Drug B. This is called step therapy. Call
the CareAdvantage Unit at the number at the bottom of the page or on our website at
www.hpsm.org/member/my-health-plan/careadvantage-2027/careadvantage-
benefits/prescription-medicine-coverage for more information about step therapy.

4. Quantity limits

For some drugs, we limit the amount of the drug you can have. This is called a
quantity limit. For example, if it's normally considered safe to take only one pill per
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day for a certain drug, we might limit how much of a drug you can get each time you
fill your prescription.

To find out if any of the rules above apply to a drug you take or want to take, check our Drug
List. For the most up-to-date information, call the CareAdvantage Unit or check our website at
www.hpsm.org/careadvantage. If you disagree with our coverage decision based on any of the
above reasons you may request an appeal. Please refer to Chapter 9 of this Member
Handbook.

D. Reasons your drug might not be covered

We try to make your drug coverage work well for you, but sometimes a drug may not be
covered in the way that you like. For example:

e Our plan doesn’t cover the drug you want to take. The drug may not be on our
Drug List. We may cover a generic version of the drug but not the brand name
version you want to take. A drug may be new, and we haven’t reviewed it for
safety and effectiveness yet.

o Our plan covers the drug, but there are special rules or limits on coverage. As
explained in the section above Section C, some drugs our plan covers have
rules that limit their use. In some cases, you or your prescriber may want to ask
us for an exception.

e The drug is covered, but in a cost-sharing tier that makes your cost more
expensive than you think it should be.

There are things you can do if we don’t cover a drug the way you want us to cover it.

D1. Getting a temporary supply

In some cases, we can give you a temporary supply of a drug when the drug isn’t on our Drug
List or is limited in some way. This gives you time to talk with your provider about getting a
different drug or to ask us to cover the drug.

To get a temporary supply of a drug, you must meet the two rules below:
1. The drug you’ve been taking:

e is no longer on our Drug List or

e was never on our Drug List or

e is now limited in some way.

2. You must be in one of these situations:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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e You were in our plan last year.

o We cover a temporary supply of your drug during the first 90 days of the
calendar year.

o This temporary supply is for up to 30 days.

o If your prescription is written for fewer days, we allow multiple refills to
provide up to a maximum of 30 days of medication. You must fill the
prescription at a network pharmacy.

o Long-term care pharmacies may provide your drug in small amounts at a time
to prevent waste.

e You're new to our plan.

o We cover a temporary supply of your drug during the first 90 days of your
membership in our plan.

o This temporary supply is for up to 30 days.

o If your prescription is written for fewer days, we allow multiple refills to
provide up to a maximum of 30 days of medication. You must fill the
prescription at a network pharmacy.

o Long-term care pharmacies may provide your drug in small amounts at a time
to prevent waste.

e You've been in our plan for more than 90 days, live in a long-term care facility,
and need a supply right away.

o We cover one 31-day supply, or less if your prescription is written for fewer
days. This is in addition to the temporary supply above.

o If you are transitioning between different levels of care (for example, into or
out of a long-term care facility or hospital) and you have
recently filled a prescription for a new drug, we will cover a new 30-day
transition supply of the drug for you to use in your new setting. This will take
care of any restrictions that could exist due to refilling your prescription too
soon.

D2. Asking for a temporary supply

To ask for a temporary supply of a drug, call the CareAdvantage Unit.

When you get a temporary supply of a drug, talk with your provider as soon as possible
to decide what to do when your supply runs out. Here are your choices:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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e Change to another drug.

Our plan may cover a different drug that works for you. Call the CareAdvantage
Unit to ask for a list of drugs we cover that treat the same medical condition. The
list can help your provider find a covered drug that may work for you.

OR
e Ask for an exception.

You and your provider can ask us to make an exception. For example, you can

ask us to cover a drug that isn’t on our Drug List or ask us to cover the drug

without limits. If your provider says you have a good medical reason for an

exception, they can help you ask for one.
D3. Asking for an exception
If a drug you take will be taken off our Drug List or limited in some way next year, we allow you
to ask for an exception before next year.

o We tell you about any change in the coverage for your drug for next year. Ask to
make an exception and cover the drug for next year the way you would like.

o We answer your request for an exception within 72 hours after we get your
request (or your prescriber’s supporting statement).

o If we approve your request, we’'ll authorize coverage for the drug before the
change takes effect.

To learn more about asking for an exception, refer to Chapter 9 of this Member Handbook.

If you need help asking for an exception, contact the CareAdvantage Unit.

E. Coverage changes for your drugs

Most changes in drug coverage happen on January 1, but we may add or remove drugs on our
Drug List during the year. We may also change our rules about drugs. For example, we may:

o Decide to require or not require prior authorization for a drug (permission from us
before you can get a drug).

e Add or change the amount of a drug you can get (quantity limits).

e Add or change step therapy restrictions on a drug (you must try one drug before
we cover another drug).

e Replace an original biological product with an interchangeable biosimilar version
of the biological product.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 158



http://www.hpsm.org/careadvantage

?

CareAdvantage MEMBER HANDBOOK Chapter 5: Getting your outpatient drugs

We must follow Medicare requirements before we change our plan’s Drug List. For more
information on these drug rules, refer to Section C.

If you take a drug that we covered at the beginning of the year, we generally won'’t remove or
change coverage of that drug during the rest of the year unless:

e anew, cheaper drug comes on the market that works as well as a drug on our
Drug List now, or

e we learn that a drug isn’t safe, or
e adrug is removed from the market.

What happens if coverage changes for a drug you’re taking?

To get more information on what happens when our Drug List changes, you can always:
e Check our current Drug List online at www.hpsm.org/careadvantage or

e (Call the CareAdvantage at the number at the bottom of the page to check our
current Drug List.

Changes we may make to the Drug List that affect you during the current plan year
Some changes to the Drug List will happen immediately. For example:

e Anew generic drug becomes available. Sometimes, a new generic drug or
biosimilar comes on the market that works as well as a brand name drug or
original biological product on the Drug List now. When that happens, we may
remove the brand name drug and add the new generic drug, but your cost for the
new drug will stay the same or will be lower. When we add the new generic drug,
we may also decide to keep the brand name drug on the list but change its
coverage rules or limits.

o We may not tell you before we make this change, but we’ll send you
information about the specific change we made once it happens.

o You or your provider can ask for an “exception” from these changes. We'll
send you a notice with the steps you can take to ask for an exception. Please
refer to Chapter 9 of this handbook for more information on exceptions.

Removing unsafe drugs and other drugs that are off the market. Sometimes a drug may be
found unsafe or taken off the market for another reason. If this happens, we may immediately
take it off our Drug List. If you're taking the drug, we’ll send you a notice after we make the
change. If you get notified, please contact your doctor or pharmacist and ask what to do next.

We may make other changes that affect the drugs you take. We tell you in advance about
these other changes to our Drug List. These changes might happen if:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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e The FDA provides new guidance or there are new clinical guidelines about a
drug.

When these changes happen, we:
e Tell you at least 30 days before we make the change to our Drug List or
e Let you know and give you a 30-day supply of the drug after you ask for a refill.
This gives you time to talk to your doctor or other prescriber. They can help you decide:
e If there’s a similar drug on our Drug List you can take instead or

e If you should ask for an exception from these changes to continue covering the
drug or the version of the drug you’ve been taking. To learn more about asking
for exceptions, refer to Chapter 9 of this Member Handbook.

Changes to the Drug List that don’t affect you during this plan year

We may make changes to drugs you take that aren’t described above and don'’t affect you now.
For such changes, if you're taking a drug we covered at the beginning of the year, we generally
don’t remove or change coverage of that drug during the rest of the year.

For example, if we remove a drug you’re taking or limit its use, then the change doesn’t affect
your use of the drug or what you pay for the drug for the rest of the year.

If any of these changes happen for a drug you’re taking (except for the changes noted in the
section above), the change won't affect your use until January 1 of the next year.

We won't tell you about these types of changes directly during the current year. You'll need to
check the Drug List for the next plan year (when the list is available during the open enroliment
period) to see if there are any changes that will impact you during the next plan year.

F. Drug coverage in special cases

F1. In a hospital or a skilled nursing facility for a stay that our plan covers

If you’re admitted to a hospital or skilled nursing facility for a stay our plan covers, we generally
cover the cost of your drugs during your stay. You won’t pay a copay. Once you leave the
hospital or skilled nursing facility, we cover your drugs as long as the drugs meet all of our
coverage rules.

To learn more about drug coverage and what you pay, refer to Chapter 6 of this Member
Handbook.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 160



http://www.hpsm.org/careadvantage

CareAdvantage MEMBER HANDBOOK Chapter 5: Getting your outpatient drugs

F2. In a long-term care facility

Usually, a long-term care facility, such as a nursing facility, has its own pharmacy or a pharmacy
that supplies drugs for all of their residents. If you live in a long-term care facility, you may get
your drugs through the facility’s pharmacy if it's part of our network.

Check your Provider and 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, contact the
CareAdvantage Unit.

F3. In a Medicare-certified hospice program

Drugs are never covered by both hospice and our plan at the same time.

e You may be enrolled in a Medicare hospice and require certain drugs (e.g., pain,
anti-nausea drugs, laxative, or anti-anxiety drugs) that your hospice doesn’t
cover because it isn’t related to your terminal prognosis and conditions. In that
case, our plan must get notification from the prescriber or your hospice provider
that the drug is unrelated before we can cover the drug.

e To prevent delays in getting any unrelated drugs that our plan should cover, you
can ask your hospice provider or prescriber to make sure we have the notification
that the drug is unrelated before you ask a pharmacy to fill your prescription.

If you leave hospice, our plan covers all of your drugs. To prevent any delays at a pharmacy
when your Medicare hospice benefit ends, take documentation to the pharmacy to verify that
you left hospice.

Refer to earlier parts of this chapter that tell about drugs our plan covers. Refer to Chapter 4 of
this Member Handbook for more information about the hospice benefit.

G. Programs on drug safety and managing drugs

G1. Programs to help you use drugs safely

Each time you fill a prescription, we look for possible problems, such as drug errors or drugs
that:

e may not be needed because you take another similar drug that does the same
thing

¢ may not be safe for your age or gender
e could harm you if you take them at the same time
e have ingredients that you are or may be allergic to

e may be an error in the amount (dosage)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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¢ have unsafe amounts of opioid pain medications

If we find a possible problem in your use of drugs, we work with your provider to correct the
problem.

G2. Programs to help you manage your drugs

Our plan has a program to help members with complex health needs. In such cases, you may
be eligible to get services, at no cost to you, through a medication therapy management (MTM)
program. This program is voluntary and free. This program helps you and your provider make
sure that your medications are working to improve your health. If you qualify for the program, a
pharmacist or other health professional will give you a comprehensive review of all of your
medications and talk with you about:

¢ how to get the most benefit from the drugs you take
e any concerns you have, like medication costs and drug reactions
o how best to take your medications

e any questions or problems you have about your prescription and over-the-
counter medication

Then, they’ll give you:

e A written summary of this discussion. The summary has a medication action plan
that recommends what you can do for the best use of your medications.

e A personal medication list that includes all medications you take, how much you
take, and when and why you take them.

¢ Information about safe disposal of prescription medications that are controlled
substances.

It's a good idea to talk to your prescriber about your action plan and medication list.

e Take your action plan and medication list to your visit or anytime you talk with
your doctors, pharmacists, and other health care providers.

e Take your medication list with you if you go to the hospital or emergency room.

MTM programs are voluntary and free to members who qualify. If we have a program that fits
your needs, we enroll you in the program and send you information. If you don’t want to be in
the program, let us know, and we’ll take you out of it.

If you have questions about these programs, contact the CareAdvantage Unit.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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G3. Drug management program (DMP) to help members safely use opioid
medications

We have a program that helps make sure members safely use prescription opioids and other
frequently abused medications. This program is called a Drug Management Program (DMP).

If you use opioid medications that you get from several prescribers or pharmacies or if you had
a recent opioid overdose, we may talk to your prescribers to make sure your use of opioid
medications is appropriate and medically necessary. Working with your prescribers, if we decide
your use of prescription opioid or benzodiazepine medications may not be safe, we may limit
how you can get those medications. If we place you in our DMP, the limitations may include:

¢ Requiring you to get all prescriptions for those medications from a certain
pharmacy(ies)

e Requiring you to get all your prescriptions for opioid or benzodiazepine
medications from a certain prescriber(s)

Limiting the amount of opioid or benzodiazepine medications we cover for you

If we plan on limiting how you get these medications or how much you can get, we’ll send you a
letter in advance. The letter will tell you if we’'ll limit coverage of these drugs for you, or if you'll
be required to get the prescriptions for these drugs only from a specific provider or pharmacy.

You’ll have a chance to tell us which prescribers or pharmacies you prefer to use and
any information you think is important for us to know. After you’ve had the opportunity to
respond, if we decide to limit your coverage for these medications, we’ll send you another letter
that confirms the limitations.

If you think we made a mistake, you disagree with our decision or the limitation, you and your
prescriber can make an appeal. If you appeal, we’ll review your case and give you a new
decision. If we continue to deny any part of your appeal related to limitations that apply to your
access to medications, we’ll automatically send your case to an Independent Review
Organization (IRO). (To learn more about appeals and the IRO, refer to Chapter 9 of this
Member Handbook.)

The DMP may not apply to you if you:
e have certain medical conditions, such as cancer or sickle cell disease,
e are getting hospice, palliative, or end-of-life care, or

e live in a long-term care facility.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Chapter 6: What you pay for your Medicare and Medi-Cal
drugs

Introduction

This chapter tells what you pay for your outpatient drugs. By “drugs,” we mean:
e Medicare Part D drugs, and
e Drugs and items covered under Medi-Cal Rx, and
e Drugs and items covered by our plan as additional benefits.

Because you're eligible for Medi-Cal, you get Extra Help from Medicare to help pay for your
Medicare Part D drugs. We sent you a separate insert, called the “Evidence of Coverage Rider
for People Who Get Extra Help Paying for Prescription Drugs” (also known as the “Low Income
Subsidy Rider” or the “LIS Rider”), which tells you about your drug coverage. If you don’t have
this insert, please call the CareAdvantage Unit and ask for the “LIS Rider.”

Extra Help is a Medicare program that helps people with limited incomes and
resources reduce Medicare Part D drug costs, such as premiums, deductibles, and
copays. Extra Help is also called the “Low-Income Subsidy,” or “LIS.”

Other key terms and their definitions appear in alphabetical order in the last chapter of this
Member Handbook.

To learn more about drugs, you can look in these places:
o Our List of Covered Drugs.
o We call this the “Drug List.” It tells you:
— which drugs we pay for
— which of the 2 tiers each drug is in
— if there are any limits on the drugs

o If you need a copy of our Drug List, call the CareAdvantage Unit. You can
also find the most current copy of our Drug List on our website at
www.hpsm.org/careadvantage.

o Most of the drugs you get from a pharmacy are covered by
CareAdvantage. Other drugs, such as some over-the-counter (OTC)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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medications and certain vitamins, may be covered by Medi-Cal Rx.
Please visit the Medi-Cal Rx website (www.medi-calrx.dhcs.ca.gov) for
more information. You can also call the Medi-Cal Rx Customer Service
Center at 800-977-2273. Please bring your Medi-Cal Beneficiary
Identification Card (BIC) when getting prescriptions through Medi-Cal Rx.

e Chapter 5 of this Member Handbook.
o Explains how to get your outpatient drugs through our plan.

o Itincludes rules you need to follow. It also tells which types of drugs our
plan doesn’t cover.

o When you use the plan’s “Real Time Benefit Tool” to look up drug
coverage (refer to Chapter 5, Section B2), the cost shown is an estimate
of the out-of-pocket costs you’re expected to pay. You can call the
CareAdvantage Unit for more information.

e Our Provider and Pharmacy Directory.

o In most cases, you must use a network pharmacy to get your covered
drugs. Network pharmacies are pharmacies that agree to work with us.

o The Provider and Pharmacy Directory lists our network pharmacies. Refer
to Chapter 5 of this Member Handbook for more information about
network pharmacies.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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A. The Explanation of Benefits (EOB)

Our plan keeps track of your drug costs and the payments you make when you get prescriptions
at the pharmacy. We track two types of costs:

¢ Your out-of-pocket costs. This is the amount of money you, or others on your
behalf, pay for your prescriptions. This includes what you paid when you got a
covered Part D drug, any payments for your drugs made by family or friends, any
payments made for your drugs by Extra Help from Medicare, employer or union
health plans, Indian Health Service, AIDS drug assistance programs, charities,
and most State Pharmaceutical Assistance Programs (SPAPs).

e Your total drug costs. This is the total of all payments made for your covered
Part D drugs. It includes what our plan paid, and what other programs or
organizations paid for your covered Part D drugs.

When you get drugs through our plan, we send you a summary called the Explanation of
Benefits (EOB). We call it the EOB for short. The EOB isn’t a bill. The EOB has more
information about the drugs you take such as increases in price and other drugs with lower cost-
sharing that may be available. You can talk to your prescriber about these lower cost options.
The EOB includes:

¢ Information for the month. The summary tells what drugs you got for the
previous month. It shows the total drug costs, what we paid, and what you and
others paid for you.

¢ Totals for the year since January 1. This shows the total drug costs and total
payments for your drugs since the year began.

o Drug price information. This is the total price of the drug and changes in the
drug price since the first fill for each prescription claim of the same quantity.

¢ Lower cost alternatives. \When applicable, information about other available
drugs with lower cost-sharing for each prescription.

We offer coverage of drugs not covered under Medicare.

¢ Payments made for these drugs don’t count towards your total out-of-pocket
costs.

e We also pay for some over-the-counter drugs. You don’t have to pay anything for
these drugs. Certain OTC products are covered with a prescription from your
doctor while others may be available at no cost through CareAdvantage OTC
benefit. For products covered under the CareAdvantage OTC benefit, no
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prescription is required. For more information, please visit our website at
www.hpsm.org/careadvantage or call the CareAdvantage Unit.

e Most of the drugs you get from a pharmacy are covered by the plan. Other drugs,
such as some over-the-counter (OTC) medications and certain vitamins, may be
covered by Medi-Cal Rx. Please visit Medi-Cal Rx website (www.medi-
calrx.dhcs.ca.gov) for more information. You can also call the Medi-Cal customer
service center at 800-977-2273. Please bring your Medi-Cal beneficiary
identification card (BIC) when getting prescriptions through Medi-Cal Rx.

To find out which drugs our plan covers, refer to our Drug List.

B. How to keep track of your drug costs

To keep track of your drug costs and the payments you make, we use records we get from you
and from your pharmacy. Here is how you can help us:

1. Use your Member ID Card.

Show your Member ID Card every time you get a prescription filled. This helps us
know what prescriptions you fill and what you pay.

2. Make sure we have the information we need.

You can ask us to pay you back for our share of the cost of the drug. Here are
examples of when you should give us copies of your receipts:

o When you buy a covered drug at a network pharmacy at a special price or use a
discount card that isn’t part of our plan’s benefit.

¢ When you pay a copay for drugs that you get under a drug maker’s patient
assistance program.

o When you buy covered drugs at an out-of-network pharmacy.
o When you pay the full price for a covered drug under special circumstances.

For more information about asking us to pay you back for our share of the cost of a
drug, refer to Chapter 7 of this Member Handbook.

3. Send us information about payments others make for you.

Payments made by certain other people and organizations also count toward your
out-of-pocket costs. For example, an AIDS drug assistance program (ADAP), the
Indian Health Service, and most charities count toward your out-of-pocket costs. This
can help you qualify for catastrophic coverage. When you reach the Catastrophic

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Coverage Stage, our plan pays all of the costs of your Medicare Part D drugs for the
rest of the year.

4. Check the EOBs we send you.
When you get an EOB in the mail, make sure it's complete and correct.

o Do you recognize the name of each pharmacy? Check the dates. Did you get
drugs that day?

¢ Did you get the drugs listed? Do they match those listed on your receipts? Do
the drugs match what your doctor prescribed?

B1. What if you find mistakes on this summary?

If something is confusing or doesn’t seem right on this EOB, please call the CareAdvantage
Unit. You can also find answers to many questions on our website:
www.hpsm.org/careadvantage.

B2. What about possible fraud?

If this summary shows drugs you’re not taking or anything else that seems suspicious to you,
please contact us.

e (Call the CareAdvantage Unit.

e Or call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call
1-877-486-2048. You can call these numbers for free.

¢ If you suspect that a provider who gets Medi-Cal has committed fraud, waste, or
abuse, it’s your right to report it by calling the confidential toll-free number 1- 800-
822-6222. Other methods of reporting Medi-Cal fraud may be found at:
www.dhcs.ca.gov/individuals/Pages/StopMedi-CalFraud.aspx.

If you think something is wrong or missing, or if you have any questions, call the CareAdvantage
Unit. Keep these EOBs. They’re an important record of your drug expenses.

C. Drug Payment Stages for Medicare Part D drugs

There are two payment stages for your Medicare Part D drug coverage under our plan. How
much you pay for each prescription depends on your level of Extra Help and which stage you're
in when you get a prescription filled or refilled. These are the two stages:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Stage 2: Catastrophic Coverage

Stage 1: Initial Coverage Stage Stage

During this stage, we pay part of the costs of During this stage, we pay all of the costs of
your drugs, and you pay your share. Your your drugs through December 31, 2027.

hare is called th :
share Is called the copay You begin this stage when you've paid a

You begin in this stage when you fill your first | certain amount of out-of-pocket costs.
prescription of the year.

C1. Our plan has 2 cost-sharing tiers

Cost-sharing tiers are groups of drugs with the same copay. Every drug on our Drug List is in
one of 2 cost-sharing tiers. In general, the higher the tier number, the higher the copay. To find
the cost-sharing tiers for your drugs, refer to our Drug List.

e Tier 1 drugs have the lowest copay. Tier 1 drugs are generic drugs. The copay is
$0, $1.65, or $5.80, depending on your income.

e Tier 2 drugs have the highest copay. They’re brand name drugs. The copay is
from $0, $5.00, or $14.40 depending on your income.

C2. Your pharmacy choices

How much you pay for a drug depends on whether you get the drug from:
e a network pharmacy, or

e an out-of-network pharmacy. In limited cases, we cover prescriptions filled at out-
of-network pharmacies. Refer to Chapter 5 of this Member Handbook to find out
when we do that.

e Our plan’s mail-order pharmacy.

Refer to Chapter 9 of this Member Handbook to learn about how to file an appeal if you're told a
drug won’t be covered. To learn more about these pharmacy choices, refer to Chapter 5 of this
Member Handbook and our Provider and Pharmacy Directory.

C3. Getting a long-term supply of a drug

For some drugs, you can get a long-term supply (also called an “extended supply”) when you fill
your prescription. A long-term supply is up to a 90-day supply. It costs you the same as a one-
month supply.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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For details on where and how to get a long-term supply of a drug, refer to Chapter 5 of this
Member Handbook or our Provider and Pharmacy Directory.

C4. What you pay

You may pay a copay when you fill a prescription. If your covered drug costs less than the
copay, you pay the lower price.

Contact the CareAdvantage Unit to find out how much your copay is for any covered drug.

Most of the drugs you get from a pharmacy are covered by the plan. Other drugs, such as some
over-the-counter (OTC) medications and certain vitamins, may be covered by Medi-Cal Rx.
Please visit Medi-Cal Rx website (www.medi-calrx.dhcs.ca.gov) for more information. You can
also call the Medi-Cal customer service center at 800-977-2273. Please bring your Medi-Cal
beneficiary identification card (BIC) when getting prescriptions through Medi-Cal Rx.

Your share of the cost when you get a one-month or long-term supply of a covered drug
from:

A network Our plan’s A network An out-of-
pharmacy mail-order long-term network
service care pharmacy
pharmacy
_ A one- Up to a 90-
gg:teh oF month or Up to a 90- day supply.
up to a 90- up to a 90- day supply Qoyerage is
day supply day supply I|m|te_d to
certain
cases. Refer
to Chapter 5
of this
Member
Handbook for
details.
Cost-sharing You pay You pay You pay You pay $0,
Tier 1 $0, $1.65, $0, $1.65, $0, $1.65, $1.65, or
or $5.80 or $5.80 or $5.80 $5.80
(generic
drugs)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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A network Our plan’s A network An out-of-
pharmacy mail-order long-term network
service care pharmacy
pharmacy
: A one- Up to a 90-
f]‘qg:teh or month or Up to a 90- day supply.
up to a 90- up to a 90- day supply Coverage is
day supply day supply limited to
certain
cases. Refer
to Chapter 5
of this
Member
Handbook for
details.
Cost-sharing You pay You pay You pay You pay $0,
Tier 2 $0, $5.00, $0, $5.00, $0, $5.00, $5.00, or
or $14.40 or $14.40 or $14.40 $14.40
(brand drugs)
CareAdvantage You pay You pay You pay You pay $0
covered OTC $0 $0 $0
products

For information about which pharmacies can give you long-term supplies, refer to our plan’s
Provider and Pharmacy Directory.

D. Stage 1: The Initial Coverage Stage

During the Initial Coverage Stage, we pay a share of the cost of your covered drugs, and you
pay your share. Your share is called the copay. The copay depends on the cost-sharing tier the
drug is in and where you get it.

Cost-sharing tiers are groups of drugs with the same copay. Every drug on our plan’s Drug List
is in one of two (2) cost-sharing tiers. In general, the higher the tier number, the higher the
copay. To find the cost-sharing tiers for your drugs, refer to our Drug List.

e Tier 1 drugs have the lowest copay. They may be generic drugs or non-Medicare
drugs that CareAdvantage covers. The copay is from $0 to $5.80, depending on

your income.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage.

172



http://www.hpsm.org/careadvantage

CareAdvantage MEMBER HANDBOOK Chapter 6: What you pay for your Medicare and Medi-Cal drugs

e Tier 2 drugs have the highest copay. They’re brand name drugs. The copay is
from $0 to $14.40, depending on your income.
D1. Your pharmacy choices

How much you pay for a drug depends on if you get the drug from:
e A network retail pharmacy or

¢ An out-of-network pharmacy. In limited cases, we cover prescriptions filled at out-
of-network pharmacies. Refer to Chapter 5 of this Member Handbook to find out
when we do that.

e Our plan’s mail-order pharmacy.

To learn more about these choices, refer to Chapter 5 of this Member Handbook and to our
Provider and Pharmacy Directory.
D2. Getting a long-term supply of a drug

For some drugs, you can get a long-term supply (also called an “extended supply”) when you fill
your prescription. A long-term supply is up to a 90-day supply. It costs you the same as a one-
month supply.

For details on where and how to get a long-term supply of a drug, refer to Chapter 5 of this
Member Handbook or our plan’s Provider and Pharmacy Directory.

D3. What you pay

During the Initial Coverage Stage, you may pay a copay each time you fill a prescription. If your
covered drug costs less than the copay, you pay the lower price.

Contact the CareAdvantage Unit to find out how much your copay is for any covered drug.

Your share of the cost when you get a one-month or long-term supply of a covered drug
from:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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A network Our plan’s A network An out-of-
pharmacy mail-order long-term network
service care pharmacy
pharmacy
A one- Up to a 90-
'rol;c?r?;-or month or Up to a 90- dgy supply.
up to a 90- up to a 90- day supply C_)oyerage is
day supply day supply I|m|te_d to
certain
cases. Refer
to Chapter 5
of this
Member
Handbook for
details.
Cost-sharing You pay You pay You pay You pay $0,
Tier 1 $0, $1.65, $0, $1.65, $0, $1.65, $1.65, or
or $5.80 or $5.80 or $5.80 $5.80
(generic
drugs)
Cost-sharing You pay You pay You pay You pay $0,
Tier 2 $0, $5.00, $0, $5.00, $0, $5.00, $5.00,
$14.40 $14.40 $14.40 $14.40
(brand drugs)
CareAdvantage $0 $0 $0 $0
covered OTC
products

D4. End of the Initial Coverage Stage

For information about which pharmacies can give you long-term supplies, refer to our Provider
and Pharmacy Directory.

The Initial Coverage Stage ends when your total out-of-pocket costs reach $2,400. At that point,
the Catastrophic Coverage Stage begins. We cover all your drug costs from then until the end of
the year.

We offer additional drugs that aren’t normally covered in a Medicare Drug Plan. Payments made
for these drugs don’t count toward your out-of-pocket costs.

=2 information, visit www.hpsm.org/careadvantage.
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Your EOB helps you keep track of how much you’ve paid for your drugs during the year. We let
you know if you reach the $2,400 limit. Many people don’t reach it in a year.

E. Stage 2: The Catastrophic Coverage Stage

When you reach the out-of-pocket limit of $2,400 for your drugs, the Catastrophic Coverage
Stage begins. You stay in the Catastrophic Coverage Stage until the end of the calendar year.
During this stage, you pay nothing for your Part D covered drugs.

F. Your drug costs if your doctor prescribes less than a full month’s
supply

Usually, you pay a copay to cover a full month’s supply of a covered drug. However, your doctor
can prescribe less than a month’s supply of drugs.

e There may be times when you want to ask your doctor about prescribing less
than a month’s supply of a drug (for example, when you’re trying a drug for the
first time).

¢ If your doctor agrees, you don’t pay for the full month’s supply for certain drugs.

When you get less than a month’s supply of a drug, the amount you pay is based on the number
of days of the drug that you get. We calculate the amount you pay per day for your drug (the
“daily cost-sharing rate”) and multiply it by the number of days of the drug you get.

o Here’s an example: Let’s say the copay for your drug for a full month’s supply (a
30-day supply) is $5.80. This means that the amount you pay for your drug is
less than $0.20 per day. If you get a seven days’ supply of the drug, your
payment is less than $0.20 per day multiplied by seven days, for a total payment
of $1.35.

o Daily cost-sharing allows you to make sure a drug works for you before you pay
for an entire month’s supply.

e You can also ask your provider to prescribe less than a full month’s supply of a
drug to help you:

o Better plan when to refill your drugs

o Coordinate refills with other drugs so you can take fewer trips to the
pharmacy

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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G. What you pay for Part D vaccines

Important message about what you pay for vaccines: Some vaccines are considered
medical benefits and are covered under Medicare Part B. Other vaccines are considered
Medicare Part D drugs. You can find these vaccines listed in our Drug List. Our plan covers
most adult Medicare Part D vaccines at no cost to you. Refer to our plan’s Drug List or contact
the CareAdvantage Unit for coverage and cost-sharing details about specific vaccines.

There are two parts to our coverage of Medicare Part D vaccines:

1. The first part is for the cost of the vaccine itself.

2. The second part is for the cost of giving you the vaccine. For example, sometimes
you may get the vaccine as a shot given to you by your doctor.

G1. What you need to know before you get a vaccine

We recommend that you call the CareAdvantage Unit if you plan to get a vaccine.

o We can tell you about how our plan covers your vaccine and explain your share
of the cost.

e We can tell you how to keep your costs down by using network pharmacies and
providers. Network pharmacies and providers agree to work with our plan. A
network provider works with us to ensure that you have no upfront costs for a
Medicare Part D vaccine.

G2. What you pay for a vaccine covered by Medicare Part D
What you pay for a vaccine depends on the type of vaccine (what you’re being vaccinated for).
e Some vaccines are considered health benefits rather than drugs. These vaccines

are covered at no cost to you. To learn about coverage of these vaccines, refer
to the Benefits Chart in Chapter 4 of this Member Handbook.

e Other vaccines are considered Medicare Part D drugs. You can find these
vaccines on our plan’s Drug List. You may have to pay a copay for Medicare Part
D vaccines. If the vaccine is recommended for adults by an organization called
the Advisory Committee on Immunization Practices (ACIP) then the vaccine
will cost you nothing.

Here are three common ways you might get a Medicare Part D vaccine.
1. You get the Medicare Part D vaccine and your shot at a network pharmacy.

e For most adult Part D vaccines, you'll pay nothing.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e For other Part D vaccines, you pay nothing or a copay for the vaccine.

2. You get the Medicare Part D vaccine at your doctor’s office, and your doctor gives
you the shot.

¢ You pay nothing or a copay to the doctor for the vaccine.
e Our plan pays for the cost of giving you the shot.

e The doctor’s office should call our plan in this situation so we can make sure they
know you only have to pay nothing or a copay for the vaccine.

3. You get the Medicare Part D vaccine medication at a pharmacy, and you take it to
your doctor’s office to get the shot.

e For most adult Part D vaccines, you’ll pay nothing for the vaccine itself.
e For other Part D vaccines, you pay nothing or a copay for the vaccine.

e Our plan pays for the cost of giving you the shot.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 7: Asking us to pay our share of a bill you received
for covered services or drugs

Introduction

This chapter tells you how and when to send us a bill to ask for payment. It also tells you how to
make an appeal if you don’t agree with a coverage decision. Key terms and their definitions
appear in alphabetical order in the last chapter of this Member Handbook.

Table of Contents
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If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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A. Asking us to pay for your services or drugs

We don't allow CareAdvantage providers to bill you for these services or drugs. We pay our
providers directly, and we protect you from any charges.

If you get a bill for the full cost of health care or drugs, don’t pay the bill and send the bill
to us. To send us a bill, refer to Section B.

e If we cover the services or drugs, we’ll pay the provider directly.

e If we cover the services or drugs and you already paid more than your share of
the cost; it’s your right to be paid back.

o If you paid for services covered by Medicare, we'll pay you back.

e If you paid for Medi-Cal services you already received, you may qualify to be
reimbursed (paid back) if you meet all of the following conditions:

o The service you received is a Medi-Cal covered service that we're
responsible for paying. We won’t reimburse you for a service that isn’t
covered by CareAdvantage.

o You received the covered service after you became an eligible
CareAdvantage member.

o You ask to be paid back within one year from the date you received the
covered service.

o You provide proof that you paid for the covered service, such as a
detailed receipt from the provider.

o You received the covered service from a Medi-Cal enrolled provider in
CareAdvantage’s network. You don’t need to meet this condition if you
received emergency care, family planning services, or another service
that Medi-Cal allows out-of-network providers to perform without pre-
approval (prior authorization).

e If the covered service normally requires pre-approval (prior authorization), you
need to provide proof from the provider that shows a medical need for the
covered service.

e CareAdvantage will tell you if they’ll reimburse you in a letter called a Notice of
Action. If you meet all of the above conditions, the Medi-Cal-enrolled provider
should pay you back for the full amount you paid. If the provider refuses to pay
you back, CareAdvantage will pay you back for the full amount you paid. We'll

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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reimburse you within 45 working days of receipt of the claim. If the provider is
enrolled in Medi-Cal, but isn’t in our network and refuses to pay you back,
CareAdvantage will pay you back, but only up to the amount that FFS Medi-Cal
would pay. CareAdvantage will pay you back for the full out-of-pocket amount for
emergency services, family planning services, or another service that Medi-Cal
allows to be provided by out-of-network providers without pre-approval. If you
don’t meet one of the above conditions, we won'’t pay you back.

e We won'’t pay you back if:

o You asked for and received services that aren’t covered by Medi-Cal,
such as cosmetic services.

o The service isn’t a covered service for CareAdvantage.

o You went to a doctor who doesn’t take Medi-Cal and you signed a form
that said you want to be seen anyway and you’ll pay for the services
yourself.

e If we don’t cover the services or drugs, we’'ll tell you.

Contact the CareAdvantage Unit if you have any questions. If you don’t know what you
should’ve paid, or if you get a bill and you don’t know what to do about it, we can help. You can
also call if you want to tell us information about a request for payment you already sent to us.

Examples of times when you may need to ask us to pay you back or to pay a bill you got
include:

1. When you get emergency or urgently needed health care from an out-of-network
provider

Ask the provider to bill us.

e If you pay the full amount when you get the care, ask us to pay you back for our
share of the cost. Send us the bill and proof of any payment you made.

e You may get a bill from the provider asking for payment that you think you don’t
owe. Send us the bill and proof of any payment you made.

o If the provider should be paid, we’'ll pay the provider directly.

o If you already paid more than your share of the cost for the Medicare
service, we'll pay you back.

2. When a network provider sends you a bill

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Network providers must always bill us. It's important to show your Member ID Card when you
receive any services or prescriptions; however, sometimes network providers make
mistakes, and ask you to pay for your services or more than your share of the costs. Call the
CareAdvantage Unit at the number at the bottom of this page if you get any bills.

e As a plan member, you only pay the copay when you get services we cover. We
don’t allow providers to bill you more than this amount. This is true even if we pay
the provider less than the provider charged for a service. Even if we decide not to
pay for some charges, you still don’t pay them.

e Whenever you get a bill from a network provider that you think is more than you
should pay, send us the bill. We’'ll contact the provider directly and take care of
the problem.

e If you already paid a bill from a network provider for Medicare-covered services,
but feel you paid too much, send us the bill and proof of any payment you made.
We’'ll pay you back for your covered services or for the difference between the
amount you paid and the amount you owed under our plan.

3. If you’re retroactively enrolled in our plan

Sometimes your enroliment in the plan can be retroactive. (This means that the first day of
your enroliment has passed. It may have even been last year.)

e If you were enrolled retroactively and you paid a bill after the enrollment date,
you can ask us to pay you back.

e Send us the bill and proof of any payment you made.
4. When you use an out-of-network pharmacy to fill a prescription
If you use an out-of-network pharmacy, you pay the full cost of your prescription.

e Inonly afew cases, we'll cover prescriptions filled at out-of-network pharmacies.
Send us a copy of your receipt when you ask us to pay you back for our share of
the cost.

o Refer to Chapter 5 of this Member Handbook to learn more about out-of-network
pharmacies.

e We may not pay you back the difference between what you paid for the drug at
the out-of-network pharmacy and the amount that we’d pay at an in-network
pharmacy.

5. When you pay the full Medicare Part D prescription cost because you don’t
have your Member ID Card with you

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If you don’t have your Member ID Card with you, you can ask the pharmacy to call us or look
up your plan enroliment information.

e If the pharmacy can’t get the information right away, you may have to pay the full
prescription cost yourself or return to the pharmacy with your Member ID Card.

e Send us a copy of your receipt when you ask us to pay you back for our share of
the cost.

e We may not pay you back the full cost you paid if the cash price you paid is
higher than our negotiated price for the prescription.

6. When you pay the full Medicare Part D prescription cost for a drug that’s not
covered

You may pay the full prescription cost because the drug isn’t covered.

e The drug may not be on our List of Covered Drugs (Drug List) on our website, or
it may have a requirement or restriction that you don’t know about or don’t think
applies to you. If you decide to get the drug, you may need to pay the full cost.

o If you don’t pay for the drug but think we should cover it, you can ask for a
coverage decision (refer to Chapter 9 of this Member Handbook).

o If you and your doctor or other prescriber think you need the drug right
away, (within 24 hours), you can ask for a fast coverage decision (refer to
Chapter 9 of this Member Handbook).

e Send us a copy of your receipt when you ask us to pay you back. In some cases,
we may need to get more information from your doctor or other prescriber to pay
you back for our share of the cost of the drug. We may not pay you back the full
cost you paid if the price you paid is higher than our negotiated price for the
prescription.

When you send us a request for payment, we review it and decide whether the service or drug
should be covered. This is called making a “coverage decision.” If we decide the service or drug
should be covered, we pay for: our share of the cost of it.

If we deny your request for payment, you can appeal our decision. To learn how to make an
appeal, refer to Chapter 9 of this Member Handbook.

B. Sending us a request for payment

Send us your bill and proof of any payment you made for Medicare services or call us. Proof of
payment can be a copy of the check you wrote or a receipt from the provider. It’s a good idea

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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to make a copy of your bill and receipts for your records. You must send your information to
us within 365 days of the date you received the service, item, or drug.

Mail your request for payment together with any bills or receipts to this address:

Health Plan of San Mateo

Attn: CareAdvantage Unit

801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

C. Coverage decisions

When we get your request for payment, we make a coverage decision. This means that
we decide if our plan covers your service, item, or drug. We also decide the amount of
money, if any, you must pay.

e We’'ll let you know if we need more information from you.

e If we decide that our plan covers the service, item, or drug and you followed all
the rules for getting it, we’ll pay our share of the cost for it. If you already paid for
the service or drug, we’ll mail you a check for our share of the cost. If you paid
the full cost of a drug, you might not be reimbursed the full amount you paid (for
example, if you got a drug at an out-of-network pharmacy or if the cash price you
paid is higher than our negotiated price). If you haven’t paid, we’ll pay the
provider directly.

Chapter 3 of this Member Handbook explains the rules for getting your services covered.

Chapter 5 of this Member Handbook explains the rules for getting your Medicare Part D drugs
covered.

e If we decide not to pay for our share of the cost of the service or drug, we'll send
you a letter with the reasons. The letter also explains your rights to make an
appeal.

e To learn more about coverage decisions, refer to Chapter 9.

D. Appeals

If you think we made a mistake in turning down your request for payment, you can ask us to
change our decision. This is called “making an appeal.” You can also make an appeal if you
don’t agree with the amount we pay.

The formal appeals process has detailed procedures and deadlines. To learn more about
appeals, refer to Chapter 9 of this Member Handbook:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e To make an appeal about getting paid back for a health care service, refer to
Section F.

e To make an appeal about getting paid back for a drug, refer to Section G.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 8: Your rights and responsibilities

Introduction

This chapter includes your rights and responsibilities as a member of our plan. We must honor
your rights. Key terms and their definitions appear in alphabetical order in the last chapter of this
Member Handbook.

Table of Contents
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A. Your right to get services and information in a way that meets your
needs

We must ensure all services, both clinical and non-clinical, are provided to you in a culturally
competent and accessible manner including for those with limited English proficiency, limited
reading sKkills, hearing incapacity, or those with diverse cultural and ethnic backgrounds. We
must also tell you about our plan’s benefits and your rights in a way that you can understand.
We must tell you about your rights each year that you’re in our plan.

¢ To get information in a way that you can understand, call the CareAdvantage
Unit. Our plan has free interpreter services available to answer questions in
different languages.

e Our plan can also give you materials in languages other than English including
Spanish, Chinese, Tagalog and in formats such as large print, braille, or audio.
To get materials in one of these alternative formats, please call the
CareAdvantage Unit or email CareAdvantageSupport@hpsm.org or write to:

Health Plan of San Mateo

Attn: CareAdvantage Unit

801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

o Your preferred language and format will be kept on file for future mailings, so
you do not need to make a request each time.

o To change or cancel your language preference, please contact the
CareAdvantage Unit.

o All member materials are also available online at
www.hpsm.org/member/resources.

If you have trouble getting information from our plan because of language problems or a
disability and you want to file a complaint, call:

o Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-
486-2048.

¢ Medi-Cal Office of Civil Rights at 916-440-7370. TTY users should call 711.

o U.S Department of Health and Human Services, Office for Civil Rights at 1-800-
368-1019. TTY users should call 1-800-537-7697.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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B. Our responsibility for your timely access to covered services and
drugs

You have rights as a member of our plan.

¢ You have the right to choose a primary care provider (PCP) in our network. A
network provider is a provider who works with us. You can find more information
about what types of providers may act as a PCP and how to choose a PCP in
Chapter 3 of this Member Handbook.

o Call the CareAdvantage Unit or go to the Provider and Pharmacy
Directory to learn more about network providers and which doctors
are accepting new patients.

¢ You have the right to a women’s health specialist without getting a referral. A
referral is approval from your PCP to use a provider that isn’t your PCP.

¢ You have the right to get covered services from network providers within a
reasonable amount of time.

o This includes the right to get timely services from specialists.

o If you can'’t get services within a reasonable amount of time, we must
pay for out-of-network care.

¢ You have the right to get emergency services or care that’s urgently needed
without prior authorization (PA).

¢ You have the right to get your prescriptions filled at any of our network
pharmacies without long delays.

e You have the right to know when you can use an out-of-network provider. To
learn about out-of-network providers, refer to Chapter 3 of this Member
Handbook.

e When you first join our plan, you have the right to keep your current providers
and service authorizations for up to 12 months if certain conditions are met. To
learn more about keeping your providers and service authorizations, refer to
Chapter 1 of this Member Handbook.

¢ You have the right to make your own healthcare decisions with help from your
care team and care manager.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 9 of this Member Handbook tells what you can do if you think you aren’t getting your
services or drugs within a reasonable amount of time. It also tells what you can do if we denied
coverage for your services or drugs and you don’t agree with our decision.

C. Our responsibility to protect your personal health information (PHI)
We protect your PHI as required by federal and state laws.

Your PHI includes the personal information you gave us when you enrolled in our plan. It also
includes your medical records and other medical and health information.

You have rights when it comes to your information and controlling how your PHI is used. We
provide you with a written notice that advises you about these rights and explains how we
protect the privacy of your PHI. The notice is called the “Notice of Privacy Practice.”

Members who may consent to receive sensitive services aren’t required to get any other
member’s authorization to receive sensitive services or to submit a claim for sensitive services.
CareAdvantage will direct communications regarding sensitive services to a member’s alternate
designated mailing address, email address, or telephone number or, in the absence of a
designation, in the name of the member at the address or telephone number on file.
CareAdvantage won't disclose medical information related to sensitive services to any other
member without written authorization from the member receiving care. CareAdvantage will
accommodate requests for confidential communication in the form and format requested, if it's
readily producible in the requested form and format, or at alternative locations. A member’s
request for confidential communications related to sensitive services will be valid until the
member revokes the request or submits a new request for confidential communications.

To request confidential communications, you must make your request in writing.
Your written requests can be sent by:

Mail: Health Plan of San Mateo
Attn: CareAdvantage Unit
801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

Email: CareAdvantagesupport@hpsm.org

Fax: 1-650-616-2190
C1. How we protect your PHI

We make sure that no unauthorized people look at or change your records.

Except for the cases noted below, we don’t give your PHI to anyone not providing your care or
paying for your care. If we do, we must get written permission from you first. You, or someone
legally authorized to make decisions for you, can give written permission.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Sometimes we don’t need to get your written permission first. These exceptions are allowed or
required by law:

o We must release PHI to government agencies checking on our plan’s quality of
care.

e We may release PHI if ordered by a court, but only if it's allowed by California
law.

e We must give Medicare your PHI including information about your Medicare Part
D drugs. If Medicare releases your PHI for research or other uses, they do it
according to federal laws.

C2. Your right to look at your medical records

¢ You have the right to look at your medical records and to get a copy of your
records.

¢ You have the right to ask us to update or correct your medical records. If you ask
us to do this, we work with your health care provider to decide if changes should
be made.

e You have the right to know if and how we share your PHI with others for any
purposes that aren’t routine.

If you have questions or concerns about the privacy of your PHI, call the CareAdvantage Unit.

D. Our responsibility to give you information

As a member of our plan, you have the right to get information from us about our plan, our
network providers, and your covered services.

If you don’t speak English, we have interpreter services to answer questions you have about our
plan. To get an interpreter, call the CareAdvantage Unit. This is a free service to you. We
translate materials into Spanish, Chinese, and Tagalog. We can also give you information in
large print, braille, or audio.

If you want information about any of the following, call the CareAdvantage Unit:
¢ How to choose or change plans
e OQur plan, including:
o financial information

o how plan members have rated us

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o the number of appeals made by members
o how to leave our plan
e Our network providers and our network pharmacies, including:
o how to choose or change primary care providers
o qualifications of our network providers and pharmacies
o how we pay providers in our network
e Covered services and drugs, including:

o services (refer to Chapters 3 and 4 of this Member Handbook) and drugs
(refer to Chapters 5 and 6 of this Member Handbook) covered by our
plan

o limits to your coverage and drugs
o rules you must follow to get covered services and drugs

¢ Why something isn’t covered and what you can do about it (refer to Chapter 9 of
this Member Handbook), including asking us to:

o putin writing why something isn’t covered
o change a decision we made

o pay for a bill you got

E. Inability of network providers to bill you directly

Doctors, hospitals, and other providers in our network can’t make you pay for covered services.
They also can’t balance bill or charge if we pay less than the amount the provider charged. To
learn what to do if a network provider tries to charge you for covered services, refer to Chapter
7 of this Member Handbook.

F. Your right to leave our plan
No one can make you stay in our plan if you don’t want to.

¢ You have the right to get most of your health care services through Original
Medicare or another Medicare Advantage (MA) plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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You can get your Medicare Part D drug benefits from a drug plan or from another
MA plan.

Refer to Chapter 10 of this Member Handbook:

o For more information about when you can join a new MA or drug benefit
plan.

o For information about how you'll get your Medi-Cal benefits if you leave
our plan.

G. Your right to make decisions about your health care

You have the right to full information from your doctors and other health care providers to help
you make decisions about your health care.

G1. Your right to know your treatment choices and make decisions

Your providers must explain your condition and your treatment choices in a way that you can
understand. You have the right to:

Know your choices. You have the right to be told about all treatment options.

Know the risks. You have the right to be told about any risks involved. We must
tell you in advance if any service or treatment is part of a research experiment.
You have the right to refuse experimental treatments.

Get a second opinion. You have the right to use another doctor before deciding
on treatment.

Say no. You have the right to refuse any treatment. This includes the right to
leave a hospital or other medical facility, even if your doctor advises you not to.
You have the right to stop taking a prescribed drug. If you refuse treatment or
stop taking a prescribed drug, we won’t drop you from our plan. However, if you
refuse treatment or stop taking a drug, you accept full responsibility for what
happens to you.

Ask us to explain why a provider denied care. You have the right to get an
explanation from us if a provider denied care that you think you should get.

Ask us to cover a service or drug that we denied or usually don’t cover.
This is called a coverage decision. Chapter 9 of this Member Handbook tells
how to ask us for a coverage decision.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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G2. Your right to say what you want to happen if you can’t make health care
decisions for yourself

Sometimes people can’t make health care decisions for themselves. Before that happens to
you, you can:

o Fill out a written form giving someone the right to make health care decisions
for you if you ever can’t make decisions for yourself.

e Give your doctors written instructions about how to handle your health care if
you can’t to make decisions for yourself, including care you don’t want.

The legal document you use to give your directions is called an “advance directive.” There are
different types of advance directives and different names for them. Examples are a living will
and a power of attorney for health care.

You aren’t required to have an advance directive, but you can. Here’s what to do if you want to
use an advance directive:

o Get the form. You can get the form from your doctor, a lawyer, a social worker,
or some office supply stores. Pharmacies and provider offices often have the
forms. You can find a free form online and download it. You can also contact the
CareAdvantage Unit to ask for the form.

¢ Fill out the form and sign it. The form is a legal document. Consider having a
lawyer or someone else you trust, such as a family member or your PCP, help
you complete it.

¢ Give copies of the form to people who need to know. Give a copy of the form
to your doctor. You should also give a copy to the person you name to make
decisions for you if you can’t. You may want to give copies to close friends or
family members. Keep a copy at home.

e If you're being hospitalized and you have a signed advance directive, take a
copy of it to the hospital.

o The hospital will ask if you have a signed advance directive form and if
you have it with you.

o If you don’t have a signed advance directive form, the hospital has forms
and will ask if you want to sign one.

You have the right to:
e Have your advance directive placed in your medical records.

e Change or cancel your advance directive at any time.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Learn about changes to advance directive laws. CareAdvantage will tell you
about changes to the state law no later than 90 days after the change.

By law, no one can deny you care or discriminate against you based on whether you signed an
advance directive. Call the CareAdvantage Unit for more information.

G3. What to do if your instructions aren’t followed

If you signed an advance directive and you think a doctor or hospital didn’t follow the
instructions in it, you can make a complaint with the Medical Board of California. For more
information about how to file a complaint, call 1-800-633-2322.

H. Your right to make complaints and ask us to reconsider our
decisions

Chapter 9 of this Member Handbook tells you what you can do if you have any problems or
concerns about your covered services or care. For example, you can ask us to make a
coverage decision, make an appeal to change a coverage decision, or make a complaint.

You have the right to get information about appeals and complaints that other plan members
have filed against us. Call the CareAdvantage Unit to get this information.

H1. What to do about unfair treatment or to get more information about your rights

If you think we treated you unfairly — and it isn’t about discrimination for reasons listed in
Chapter 11 of this Member Handbook — or you want more information about your rights, you
can call:

¢ The CareAdvantage Unit.

e The Health Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-
0222. For more details about HICAP, refer to Chapter 2 Section C.

e The Medi-Cal Ombudsman at 1-888-452-8609. For more details about this
program, refer to Chapter 2 of this Member Handbook.

e Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-
486-2048. (You can also read or download “Medicare Rights & Protections,”
found on the Medicare website at www.medicare.gov/publications/11534-
medicare-rights-and-protections.pdf.)

. Your responsibilities as a plan member

As a plan member, you have a responsibility to do the things that are listed below. If you have
any questions, call the CareAdvantage Unit.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Read this Member Handbook to learn what our plan covers and the rules to
follow to get covered services and drugs. For details about your:

o Covered services, refer to Chapters 3 and 4 of this Member Handbook.
Those chapters tell you what’s covered, what isn’t covered, what rules
you need to follow, and what you pay.

o Covered drugs, refer to Chapters 5 and 6 of this Member Handbook.

e Tell us about any other health or drug coverage you have. We must make
sure you use all of your coverage options when you get health care. Call the
CareAdvantage Unit if you have other coverage.

e Tell your doctor and other health care providers that you’re a member of our
plan. Show your Member ID Card when you get services or drugs.

e Help your doctors and other health care providers give you the best care.

o Give them information they need about you and your health. Learn as
much as you can about your health problems. Follow the treatment plans
and instructions that you and your providers agree on.

o Make sure your doctors and other providers know about all the drugs you
take. This includes drugs, over-the-counter drugs, vitamins, and
supplements.

o Ask any questions you have. Your doctors and other providers must
explain things in a way you can understand. If you ask a question and you
don’t understand the answer, ask again.

e Work with your care manager including completing an annual health risk
assessment.

¢ Be considerate. We expect all plan members to respect the rights of others. We
also expect you to act with respect in your doctor’s office, hospitals, and other
provider offices.

e Pay what you owe. As a plan member, you’re responsible for these payments:

o Medicare Part A and Medicare Part B premiums. For most
CareAdvantage members, Medi-Cal pays for your Medicare Part A
premium and for your Medicare Part B premium.

o For some of your drugs covered by our plan, you must pay your share of
the cost when you get the drug. This will be a copay. Chapter 6 tells what
you must pay for your drugs.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or

w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If you get any services or drugs that aren’t covered by our plan, you
must pay the full cost. (Note: If you disagree with our decision to not
cover a service or drug, you can make an appeal. Please refer to
Chapter 9 Section E2 to learn how to make an appeal.)

o Tell us if you move. If you plan to move, tell us right away. Call the
CareAdvantage Unit.

o

O

If you move outside of our service area, you can’t stay in our plan.
Only people who live in our service area can be members of this plan.

Chapter 1 of this Member Handbook advises you about our service area.

We can help you find out if you’re moving outside our service area.

Tell Medicare and Medi-Cal your new address when you move. Refer to
Chapter 2 of this Member Handbook for phone numbers for Medicare
and Medi-Cal.

If you move and stay in our service area, San Mateo County, we still
need to know. We need to keep your membership record up to date and
know how to contact you.

If you move, tell Social Security (or the Railroad Retirement Board).

e Tell us if you have a new phone number or a better way to contact you.

¢ Call the CareAdvantage Unit for help if you have questions or concerns.

Chapter 8: Your rights and responsibilities

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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Chapter 9. What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Introduction
This chapter has information about your rights. Read this chapter to find out what to do if:
e You have a problem with or complaint about our plan.
¢ You need a service, item, or medication that our plan said it won’t pay for.
e You disagree with a decision our plan made about your care.
e You think your covered services are ending too soon.

¢ You have a problem or complaint with your long-term services and supports,
which include Community-Based Adult Services (CBAS) and Nursing Facility
(NF) services.

This chapter is in different sections to help you easily find what you're looking for. If you have a
problem or concern, read the parts of this chapter that apply to your situation.

You should get the health care, drugs, and long-term services and supports that your doctor and
other providers determine are necessary for your care as a part of your care plan. If you have a
problem with your care, you can call the Medicare Medi-Cal Ombudsman Program at 1-
855-501-3077 for help. This chapter explains different options you have for different problems
and complaints, but you can always call the Ombudsman Program to help guide you through
your problem. For additional resources to address your concerns and ways to contact them,
refer to Chapter 2 of your Member Handbook.
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A. What to do if you have a problem or concern

This chapter explains how to handle problems and concerns. The process you use depends on
the type of problem you have. Use one process for coverage decisions and appeals and
another for making complaints (also called grievances).

To ensure fairness and promptness, each process has a set of rules, procedures, and deadlines
that we and you must follow.
A1. About the legal terms

There are legal terms in this chapter for some rules and deadlines. Many of these terms can be
hard to understand, so we use simpler words in place of certain legal terms when we can. We
use abbreviations as little as possible.

For example, we say:

e “Making a complaint” instead of “filing a grievance”

”

e “Coverage decision” instead of “organization determination”, “benefit

determination”, “at-risk determination”, or “coverage determination”
e “Fast coverage decision” instead of “expedited determination”

¢ “Independent Review Organization” (IRO) instead of “Independent Review Entity”
(IRE)

Knowing the proper legal terms may help you communicate more clearly, so we provide those
too.

B. Where to get help

B1. For more information and help

Sometimes it’s confusing to start or follow the process for dealing with a problem. This can be
especially true if you don’t feel well or have limited energy. Other times, you may not have the
information you need to take the next step.

Help from our plan

You can call our plan at 1-866-880-0606, TTY 1-800-735-2929 or dial 7-1-1, Monday through
Sunday, 8:00 a.m. to 8:00 p.m. to help deal with a problem or answer questions.

Help from the Health Insurance Counseling and Advocacy Program

You can call the Health Insurance Counseling and Advocacy Program (HICAP) 1-800-434-0222.
You can also review their website at_www.hicapsanmateocounty.org HICAP counselors can
answer your questions and help you understand what to do about your problem. HICAP isn’t

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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connected with us or with any insurance company or health plan. HICAP has trained counselors
in every county, and services are free. The HICAP phone number is 1-800-434-0222.

Help from the Medicare Medi-Cal Ombudsman Program

You can call the Medicare Medi-Cal Ombudsman Program and speak with an advocate about
your health coverage questions. They may be able to offer free legal help. The Ombudsman
Program isn’t connected with us or with any insurance company or health plan. Their phone
number is 1-855-501-3077, and their website is www.healthconsumer.org.

Help and information from Medicare

For more information and help, you can contact Medicare. Here are two ways to get help from
Medicare:

e Call 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

e Visit the Medicare website (www.medicare.gov).

Help from the California Department of Health Care Services

The California Department of Health Care Services (DHCS) Medi-Cal Managed Care
Ombudsman can help. They can help if you have problems joining, changing, or leaving a
health plan. They can also help if you moved and are having trouble getting your Medi-Cal
transferred to your new county. You can call the Ombudsman Monday through Friday, between
8 a.m. and 5 p.m. at 1-888-452-8609.

Help from the California Department of Managed Health Care

Contact the California Department of Managed Health Care (DMHC) for free help. The DMHC is
responsible for overseeing health plans. The DMHC helps people with appeals about Medi-Cal
services or billing problems. The phone number is 1-888-466-2219. Individuals who are deaf,
hard of hearing, or speech-impaired can use the toll-free TDD number, 1-877-688-9891. You
can also visit DMHC's website at www.dmhc.ca.gov.

The California Department of Managed Health Care is responsible for regulating health care
service plans. If you have a grievance against your health plan, you should first telephone your
health plan at 1-866-880-0606 and use your health plan's grievance process before contacting
the department. Utilizing this grievance procedure does not prohibit any potential legal rights or
remedies that may be available to you. If you need help with a grievance involving an
emergency, a grievance that has not been satisfactorily resolved by your health plan, or a
grievance that has remained unresolved for more than 30 days, you may call the department for
assistance. You may also be eligible for an Independent Medical Review (IMR). If you are
eligible for IMR, the IMR process will provide an impartial review of medical decisions made by
a health plan related to the medical necessity of a proposed service or treatment, coverage
decisions for treatments that are experimental or investigational in nature and payment disputes
for emergency or urgent medical services. The department also has a toll-free telephone
number (1-888-466-2219) and a TDD line (1-877-688-9891) for the hearing and speech

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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impaired. The department's internet website www.dmhc.ca.gov has complaint forms, IMR
application forms and instructions online.

C. Understanding Medicare and Medi-Cal complaints and appeals in
our plan

You have Medicare and Medi-Cal. Information in this chapter applies to all your Medicare and
Medi-Cal managed care benefits. This is sometimes called an “integrated process” because it
combines, or integrates, Medicare and Medi-Cal processes.

Sometimes Medicare and Medi-Cal processes can’t be combined. In those situations, you use
one process for a Medicare benefit and another process for a Medi-Cal benefit. Section F4
explains these situations.

D. Problems with your benefits

If you have a problem or concern, read the parts of this chapter that apply to your situation. The
following chart helps you find the right section of this chapter for problems or complaints.

Is your problem or concern about your benefits or coverage?

This includes problems about whether particular medical care (medical items, services
and/or Part B drugs) are covered or not, the way they’re covered, and problems about
payment for medical care.

Yes. No.
My problem is about My problem isn’t about
benefits or coverage. benefits or coverage.
Refer to Section E, “Coverage decisions Refer to Section K, “How to make a
and appeals.” complaint.”

E. Coverage decisions and appeals

The process for asking for a coverage decision and making an appeal deals with problems
related to your benefits and coverage for your medical care (services, items and Part B drugs,
including payment). To keep things simple, we generally refer to medical items, services, and
Part B drugs as medical care. You use the coverage decision and appeals process for issues
such as whether something is covered or not and the way in which something is covered.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 201
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E1. Coverage decisions

A coverage decision is a decision we make about your benefits and coverage or about the
amount we pay for your medical services or drugs. You or your doctor can also contact us and
ask for a coverage decision. You or your doctor may be unsure whether we cover a specific
medical service or if we may refuse to provide medical care you think you need. If you want to
know if we’ll cover a medical service before you get it, you can ask us to make a
coverage decision for you.

We make a coverage decision when we review a request for service or a claim. In some cases,
we may decide a service or drug isn’t covered or is no longer covered for you by Medicare or
Medi-Cal. If you disagree with this coverage decision, you can make an appeal.

E2. Appeals

If we make a coverage decision and you aren’t satisfied with this decision, you can “appeal” the
decision. An appeal is a formal way of asking us to review and change a coverage decision we
made.

When you appeal a decision for the first time, this is called a Level 1 Appeal. In this appeal, we
review the coverage decision we made to check if we followed all rules properly. Different
reviewers than those who made the original unfavorable decision handle your appeal.

In most cases, you must start your appeal at Level 1. If your health problem is urgent or involves
an immediate and serious threat to your health, or if you’re in severe pain and need a faster
decision, you may ask for an IMR Medical Review from the Department of Managed Health
Care at www.dmhc.ca.gov. Refer to Section F4 for more information.

When we complete the review, we give you our decision. Under certain circumstances,
explained later in this chapter Section F2, you can ask for an expedited or “fast coverage
decision” or “fast appeal” of a coverage decision.

If we say No to part or all of what you asked for, we'll send you a letter. If your problem is about
coverage of a Medicare medical care, the letter will tell you that we sent your case to the
Independent Review Organization (IRO) for a Level 2 Appeal. If your problem is about coverage
of a Medicare Part D or Medicaid service or item, the letter will tell you how to file a Level 2
Appeal yourself. Refer to Section F4 for more information about Level 2 Appeals.

If you aren’t satisfied with the Level 2 Appeal decision, you may be able to go through additional
levels of appeal.

E3. Help with coverage decisions and appeals

You can ask for help from any of the following:
¢ The CareAdvantage Unit at the numbers at the bottom of the page.

¢ Medicare Medi-Cal Ombudsman Program at 1-855-501-3077.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 202
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¢ Health Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-
0222.

o The Help Center at the Department of Managed Health Care (DMHC) for free
help. The DMHC helps people with appeals regarding Medi-Cal services or billing
problems. The phone number is 1-888-466-2219. Individuals who are deaf, hard
of hearing, or speech-impaired can use the toll-free TDD number, 1-877-688-
9891. You can also visit DMHC's website at www.dmhc.ca.gov. While the DMHC
can help people in Managed Medi-Cal plans, it can’t help people in Medicare
plans only and in the following County Organized Health Systems (COHS):
Partnership Health Plan, Gold Coast Health Plan, CenCal Health, Central
California Alliance for Health, and CalOptima. The federal government regulates
Medicare plans, and the Department of Health Care Services regulates COHS
plans.

e Your doctor or other provider. Your doctor or other provider can ask for a
coverage decision or appeal on your behalf.

o A friend or family member. You can name another person to act for you as
your “representative” and ask for a coverage decision or make an appeal.

e A lawyer. You have the right to a lawyer, but you aren’t required to have a
lawyer to ask for a coverage decision or make an appeal.

o Call your own lawyer or get the name of a lawyer from the local bar
association or other referral service. Some legal groups will give you free
legal services if you qualify.

o Ask for a legal aid attorney from the Medicare Medi-Cal Ombudsman
Program at 1-855-501-3077.

Fill out the Appointment of Representative form if you want a lawyer or someone else to act as
your representative. The form gives someone permission to act for you.

Call the CareAdvantage Unit at the numbers at the bottom of the page and ask for the
“Appointment of Representative” form. You can also get the form by visiting
www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf or on our website at
www.hpsm.org/member/your-representation. You must give us a copy of the signed form.

E4. Which section of this chapter can help you

There are four situations that involve coverage decisions and appeals. Each situation has
different rules and deadlines. We give details for each one in a separate section of this chapter.
Refer to the section that applies:

e Section F, “Medical care”

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 203
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e Section G, “Medicare Part D drugs”
e Section H, “Asking us to cover a longer hospital stay”

e Section |, “Asking us to continue covering certain medical services” (This section
only applies to these services: home health care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility (CORF) services.)

If you're not sure which section to use, call the CareAdvantage Unit at the numbers at the
bottom of the page.

F. Medical care

This section explains what to do if you have problems getting coverage for medical care or if
you want us to pay you back for our share of the cost of your care. For information about
requesting a longer hospital stay, please refer to Section H.

This section is about your benefits for medical care that’s described in Chapter 4 of this
Member Handbook in the benefits chart. In some cases, different rules may apply to a Medicare
Part B drug. When they do, we explain how rules for Medicare Part B drugs differ from rules for
medical services and items.

F1. Using this section

This section explains what you can do in any of the following situations:
1. You think we cover medical care you need but aren’t getting.

What you can do: You can ask us to make a coverage decision. Refer to Section
F2.

2. We didn’t approve the medical care your doctor or other health care provider wants
to give you, and you think we should.

What you can do: You can appeal our decision. Refer to Section F3.
3. You got medical care that you think we cover, but we won’t pay.
What you can do: You can appeal our decision not to pay. Refer to Section F5.

4. You got and paid for medical care you thought we cover, and you want us to pay you
back.

What you can do: You can ask us to pay you back. Refer to Section F5.

5. We reduced or stopped your coverage for certain medical care, and you think our
decision could harm your health.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 204
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What you can do: You can appeal our decision to reduce or stop the medical care. Refer to
Section F4.

¢ |f the coverage is for hospital care, home health care, skilled nursing facility care,
or COREF services, special rules apply. Refer to Section H or Section I to find
out more.

e For all other situations involving reducing or stopping your coverage for certain
medical care, use this section (Section F) as your guide.

6. You're experiencing delays in care or you can’t find a doctor.
What you can do: You can file a complaint. Refer to Section K2.

F2. Asking for a coverage decision

When a coverage decision involves your medical care, it's called an integrated
organization determination.

You, your doctor, or your representative can ask us for a coverage decision by:
e Calling: 1-866-880-0606, TTY: 1-800-735-2929 or dial 7-1-1.
o Faxing: 1-650-616-2190.

e Writing: Health Plan of San Mateo
Attn: CareAdvantage Unit
801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

Standard coverage decision

When we give you our decision, we use the “standard” deadlines unless we agree to use the
“fast” deadlines. A standard coverage decision means we give you an answer within:

e Five business days, and no later than seven calendar days after we get your
request for a medical service or item that’s subject to our prior authorization
rules.

¢ Five business days, and no later than 14 calendar days after we get your request
for all other medical services or items.

e 72 hours after we get your request for a Medicare Part B drug.

For a medical item or service, we can take up to 14 more calendar days if we ask for more
time or if we need more information that may benefit you (such as medical records from out-of-

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 205
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network providers). If we take extra days to make the decision, we’ll tell you in writing. We can’t
take extra days if your request is for a Medicare Part B drug.

If you think we shouldn’t take extra days, you can make a “fast complaint” about our decision to
take extra days. When you make a fast complaint, we give you an answer to your complaint
within 24 hours. The process for making a complaint is different from the process for coverage
decisions and appeals. For more information about making a complaint, including a fast
complaint, refer to Section K.

Fast coverage decision

The legal term for fast coverage decision is expedited determination.

When you ask us to make a coverage decision about your medical care that requires a quick
response, ask us to make a “fast coverage decision.” A fast coverage decision means we’ll give
you an answer within:

e 72 hours after we get your request for a medical service or item.

e 24 hours after we get your request for a Medicare Part B drug.

For a medical item or service, we can take up to 14 more calendar days if we find
information that may benefit you is missing (such as medical records from out-of-network
providers) or if you need time to get us information for the review. If we take extra days to make
the decision, we’ll tell you in writing. We can’t take extra time if your request is for a
Medicare Part B drug.

If you think we shouldn’t take extra days to make the coverage decision, you can make a “fast
complaint” about our decision to take extra days. For more information about making a
complaint, including a fast complaint, refer to Section K. We’'ll call you as soon as we make the
decision.

To get a fast coverage decision, you must meet two requirements:

e You're asking for coverage for medical items and/or services that you didn’t get.
You can’t ask for a fast coverage decision about payment for items or services
you already got.

e Using the standard deadlines could cause serious harm to your health or hurt
your ability to function.

We automatically give you a fast coverage decision if your doctor tells us your health
requires it. If you ask without your doctor’s support, we decide if you get a fast coverage
decision.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 206
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¢ If we decide that your health doesn’t meet the requirements for a fast coverage
decision, we send you a letter that says so, and we use the standard deadlines
instead. The letter tells you:

o We automatically give you a fast coverage decision if your doctor asks for it.

o How you can file a “fast complaint” about our decision to give you a standard
coverage decision instead of a fast coverage decision. For more information
about making a complaint, including a fast complaint, refer to Section K.

If we say No to part or all of your request, we send you a letter explaining the reasons.

o If we say No, you have the right to make an appeal. If you think we made a
mistake, making an appeal is a formal way of asking us to review our decision
and change it.

¢ If you decide to make an appeal, you'll go on to Level 1 of the appeals process
(refer to Section F3).

In limited circumstances, we may dismiss your request for a coverage decision, which means
we won’t review the request. Examples of when a request will be dismissed include:

o if the request is incomplete,

¢ if someone makes the request on your behalf but isn’t legally authorized to do so,
or

e if you ask for your request to be withdrawn.

If we dismiss a request for a coverage decision, we’ll send you a notice explaining why the
request was dismissed and how to ask for a review of the dismissal. This review is called an
appeal. Appeals are discussed in the next section.

F3. Making a Level 1 Appeal

To start an appeal related to a denied service or item, or to continue a service or item you're
already receiving, you, your doctor, or your authorized representative must contact us. Call us at
1-866-880-0606, TTY 1-800-735-2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00

p.m.

Ask for a standard appeal or a fast appeal in writing or by calling us at 1-866-880-0606,
TTY 1-800-735-2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m.

o If your doctor or other provider asks to continue a service or item you're already
getting during your appeal, you may need to name them as your representative
to act on your behalf.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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¢ If someone other than your doctor makes the appeal for you, include an
Appointment of Representative form authorizing this person to represent you.
You can get the form by visiting www.cms.gov/Medicare/CMS-Forms/CMS-
Forms/downloads/cms1696.pdf or on our website at
www.hpsm.org/member/your-representation.

e We can accept an appeal request without the form, but we can’t begin or
complete our review until we get it. If we don’t get the form before our deadline
for making a decision on your appeal:

o We dismiss your request, and

o We send you a written notice explaining your right to ask the IRO to review
our decision to dismiss your appeal.

e You must ask for an appeal within 65 calendar days from the date on the letter
we sent to tell you our decision.

¢ If you miss the deadline and have a good reason for missing it, we may give you
more time to make your appeal. Examples of good reasons are things like you
had a serious illness or we gave you the wrong information about the deadline.
Explain the reason why your appeal is late when you make your appeal.

¢ You have the right to ask us for a free copy of the information about your appeal.
You and your doctor may also give us more information to support your appeal.

If your health requires it, ask for a fast appeal.

The legal term for “fast appeal” is “expedited reconsideration.”

o If you appeal a decision we made about coverage for care, you and/or your
doctor can request a fast appeal.

We automatically give you a fast appeal if your doctor tells us your health requires it. If
you ask without your doctor’s support, we decide if you get a fast appeal.

¢ |f we decide that your health doesn’t meet the requirements for a fast appeal, we
send you a letter that says so and we use the standard deadlines instead. The
letter tells you:

o We automatically give you a fast appeal if your doctor asks for it.

o How you can file a “fast complaint” about our decision to give you a standard
appeal instead of a fast appeal. For more information about making a
complaint, including a fast complaint, refer to Section K.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If we tell you we’re stopping or reducing services or items that you already get, you may
be able to continue those services or items during your appeal.

¢ If we decide to change or stop coverage for a service or item that you get, we
send you a notice before we take action.

e If you disagree with our decision, you can file a Level 1 Appeal.

¢ We continue covering the service or item if you ask for a Level 1 Appeal within
ten calendar days of the date on our letter or by the intended effective date of the
action, whichever is later.

o If you meet this deadline, you’ll get the service or item with no changes while
your Level 1 appeal is pending.

o You'll also get all other services or items (that aren’t the subject of your
appeal) with no changes.

o If you don’t appeal before these dates, then your service or item won’t be
continued while you wait for your appeal decision.

We consider your appeal and give you our answer.

o When we review your appeal, we take another careful look at all information
about your request for coverage of medical care.

e We check if we followed all the rules when we said No to your request.

e We gather more information if we need it. We may contact you or your doctor to
get more information.

There are deadlines for a fast appeal.

¢ When we use the fast deadlines, we must give you our answer within 72 hours
after we get your appeal, or sooner if your health requires a quicker
response. If we deny a fast appeal we’ll give you, your doctor, prescriber, or
representative verbal confirmation of the denial.

o If we don'’t give you an answer within 72 hours, we must send your request to
Level 2 of the appeals process. An IRO then reviews it. The IRO will notify
you in writing when it gets your appeal. Later in this chapter Section F4, we
tell you about this organization and explain the Level 2 appeals process. If
your problem is about coverage of a Medicaid service or item, you can file a
Level 2 — State Hearing with the state yourself as soon as the time is up. In
California a State Hearing is called State Hearing. To file a State Hearing,
refer to State Hearing later in this chapter.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o If we say Yes to part or all of your request, we must authorize or provide the
coverage we agreed to provide within 72 hours after we get your appeal, or
sooner if your health requires it.

¢ If we say No to part or all of your request, we send your appeal to the IRO for
a Level 2 Appeal.

There are deadlines for a standard appeal.

o When we use the standard deadlines, we must give you our answer within 30
calendar days after we get your appeal for coverage for services you didn’t get.

o If your request is for a Medicare Part B drug you didn’t get, we give you our
answer within seven calendar days after we get your appeal or sooner if your
health requires it.

o If we don'’t give you an answer by the deadline, we must send your request to
Level 2 of the appeals process. An IRO then reviews it. Later in this chapter
Section F4, we tell you about this organization and explain the Level 2
appeals process. If your problem is about coverage of a Medicaid service or
item, you can file a Level 2 — State Hearing with the state yourself as soon as
the time is up. In California a State Hearing is called State Hearing. To file a
State Hearing, refer to State Hearing later in this chapter.

If we say Yes to part or all of your request, we must authorize or provide the coverage we
agreed to provide within 30 calendar days of the date we got your appeal request, or as fast as
your health condition requires and within 72 hours of the date we change our decision, or within
seven calendar days of the date we got your appeal if your request is for a Medicare Part B
drug.

If we say No to part or all of your request, you have additional appeal rights:

o If we say No to part or all of what you asked for, we send you a letter.

e If your problem is about coverage of a Medicare service or item, the letter tells
you that we sent your case to the IRO for a Level 2 Appeal.

e If your problem is about coverage of a Medi-Cal service or item, the letter tells
you how to file a Level 2 Appeal yourself.
F4. Making a Level 2 Appeal

If we say No to part or all of your Level 1 Appeal, we’ll send you a letter. This letter tells you if
Medicare, Medi-Cal, or both programs usually cover the service or item.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e If your problem is about a service or item that Medicare usually covers, we
automatically send your case to Level 2 of the appeals process as soon as the
Level 1 Appeal is complete.

o If your problem is about a service or item that Medi-Cal usually covers, you can
file a Level 2 Appeal yourself. The letter tells you how to do this. We also include
more information later in this chapter.

o If your problem is about a service or item that both Medicare and Medi-Cal may
cover, you automatically get a Level 2 Appeal with the IRO. In addition to the
automatic Level 2 Appeal, you can also ask for a State Hearing and an
Independent Medical Review with the state. However, an Independent Medical
Review isn’t available if you have already presented evidence in a State Hearing.

If you qualified for continuation of benefits when you filed your Level 1 Appeal, your benefits for
the service, item, or drug under appeal may also continue during Level 2. Refer to Section F3
for information about continuing your benefits during Level 1 Appeals.

e If your problem is about a service usually covered only by Medicare, your
benefits for that service don’t continue during the Level 2 appeals process with
the IRO.

e If your problem is about a service usually covered only by Medi-Cal, your benefits
for that service continue if you submit a Level 2 Appeal within ten calendar days
after getting our decision letter.

When your problem is about a service or item Medicare usually covers

The IRO reviews your appeal. It's an independent organization hired by Medicare.

The formal name for the Independent Review Organization (IRO) is the Independent
Review Entity, sometimes called the IRE.

e This organization isn’t connected with us and isn’t a government agency.
Medicare chose the company to be the IRO, and Medicare oversees their work.

¢ We send information about your appeal (your “case file”) to this organization. You
have the right to a free copy of your case file.

e You have a right to give the IRO additional information to support your appeal.

o Reviewers at the IRO take a careful look at all information related to your appeal.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If you had a fast appeal at Level 1, you also have a fast appeal at Level 2.

e If you had a fast appeal to us at Level 1, you automatically get a fast appeal at
Level 2. The IRO must give you an answer to your Level 2 Appeal within 72
hours of getting your appeal.

If you had a standard appeal at Level 1, you also have a standard appeal at Level 2.

e If you had a standard appeal to us at Level 1, you automatically get a standard
appeal at Level 2.

o If your request is for a medical item or service, the IRO must give you an answer
to your Level 2 Appeal within 30 calendar days of getting your appeal.

e If your request is for a Medicare Part B drug, the IRO must give you an answer to
your Level 2 Appeal within seven calendar days of getting your appeal.

If the IRO gives you their answer in writing and explains the reasons.

¢ If the IRO says Yes to part or all of a request for a medical item or service,
we must promptly implement the decision:

o Authorize the medical care coverage within 72 hours, or

o Provide the service within five working days after we get the IRO’s decision
for standard requests, or

o Provide the service within 72 hours from the date we get the IRO’s decision
for expedited requests.

¢ If the IRO says Yes to part or all of a request for a Medicare Part B drug, we
must authorize or provide the Medicare Part B drug under dispute:

o Within 72 hours after we get the IRO’s decision for standard requests, or

o Within 24 hours from the date we get the IRO’s decision for expedited
requests.

¢ If the IRO says No to part or all of your appeal, it means they agree that we
shouldn’t approve your request (or part of your request) for coverage for medical
care. This is called “upholding the decision” or “turning down your appeal.”

o If your case meets the requirements, you choose whether you want to take
your appeal further.

o There are three additional levels in the appeals process after Level 2, for a
total of five levels.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o If your Level 2 Appeal is turned down and you meet the requirements to
continue the appeals process, you must decide whether to go on to Level 3
and make a third appeal. The details about how to do this are in the written
notice you get after your Level 2 Appeal.

o An Administrative Law Judge (ALJ) or attorney adjudicator handles a Level 3 Appeal.
Refer to Section J for more information about Level 3, 4, and 5 Appeals.

When your problem is about a service or item Medi-Cal usually covers

There are two ways to make a Level 2 appeal for Medi-Cal services and items: (1) Filing a
complaint or Independent Medical Review or (2) State Hearing.

(1) Department of Managed Health Care (DMHC)

You can file a complaint with or apply for an Independent Medical Review (IMR) from the Help
Center at the DMHC. By filing a complaint, the DMHC will review our decision. The DMHC will
do their own investigation of your complaint or decide whether the case qualifies for IMR. An
IMR may be available for any Medi-Cal covered service or item that’s medical in nature. An IMR
is a review of your case by experts who aren’t part of our plan or a part of the DMHC. If the IMR
is decided in your favor, we must give you the service or item you requested. You pay no costs
for an IMR.

You can file a complaint or apply for an IMR if our plan:

o Denies, changes, or delays a Medi-Cal service or treatment because our plan
determines it's not medically necessary.

¢ Won't cover an experimental or investigational Medi-Cal treatment for a serious
medical condition.

e Disputes whether a surgical service or procedure was cosmetic or reconstructive
in nature.

o Won't pay for emergency or urgent Medi-Cal services that you already received.

e Hasn’t resolved your Level 1 Appeal on a Medi-Cal service within 30 calendar
days for a standard appeal or 72 hours, or sooner, if your health requires it, for a
fast appeal.

In most cases, you must file an appeal with us before requesting an IMR. Refer to Section F3
for information, about our Level 1 appeal process. If you disagree with our decision, you can
submit an IMR Application/Complaint Form with the DMHC.

NOTE: If your provider filed an appeal for you, but we don’t get your Appointment of
Representative form, you'll need to refile your appeal with us before you can file for a Level 2

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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IMR with the DMHC unless your appeal involves an imminent and serious threat to your health,
including but not limited to, severe pain, potential loss of life, limb, or major bodily function.

You may request for an IMR and a State Hearing, but you aren’t allowed to go to IMR if you
have already presented evidence in a State Hearing or had a State Hearing on the same issue.

If your treatment was denied because it was experimental or investigational, you don’t have to
take part in our appeal process before you apply for an IMR.

If your problem is urgent or involves an immediate and serious threat to your health or if you're
in severe pain, you may bring it immediately to the DMHC’s attention without first going through
our appeal process.

You must apply for an IMR within six months after we send you a written decision about your
appeal. The DMHC may accept your application after six months for good reason, such as you
had a medical condition that prevented you from asking for the IMR within six months, or you
didn’t get adequate notice from us of the IMR process.

To file a complaint or ask for an IMR:

¢ Fill out the IMR/Complaint Form available at:
www.dmhc.ca.gov/FileaComplaint/IndependentMedicalReviewComplaintForms.a
spx or call the DMHC Help Center at 1-888-466-2219. TTY users should call 1-
877-688-9891.

e If you have them, attach copies of letters or other documents about the service or
item that we denied. This can speed up the IMR process. Send copies of
documents, not originals. The Help Center can’t return any documents.

e Fill out the Authorized Assistant Form if someone is helping you with your IMR.
You can get the form at
www.dmhc.ca.gov/FileaComplaint/IndependentMedicalReviewComplaintForms.a
spx or call the Department’s Help Center at 1-888-466-2219. TTY users should
call 1-877-688-9891.

o  Submit the IMR/Complaint Form and any attachments to the DMHC online:
www.dmhc.ca.gov/FileaComplaint.

e Submit by mail or fax:

Help Center

Department of Managed Health Care
980 Ninth Street, Suite 500
Sacramento, CA 95814-2725

FAX: 916-255-5241

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Within seven days, DMHC will review your application and send you an acknowledgement of
receipt letter. If DMHC determines the case qualifies for IMR, then an IMR decision will be made
within 45 days after the receipt of all required documentation.

If your case is urgent and you qualify for IMR, an IMR decision will usually be made within
seven days after the receipt of all required documentation.

If you're not satisfied with the result of the IMR, you can still ask for a State Hearing.

An IMR can take longer if the DMHC doesn’t receive all of the medical records needed from you
or your treating doctor. If you're using a doctor who isn’t in your health plan's network, it's
important that you get and send us your medical records from that doctor. Your health plan is
required to get copies of your medical records from doctors who are in the network.

If the DMHC decides that your case isn'’t eligible for IMR, the DMHC will review your case
through its regular consumer complaint process. Your complaint should be resolved within 30
calendar days of the submission of the completed application. If your complaint is urgent, it will
be resolved sooner.

(2) State Hearing

You can ask for a State Hearing for Medi-Cal covered services and items. If your doctor or other
provider asks for a service or item that we won’t approve, or we won’t continue to pay for a
service or item you already have and we said no to your Level 1 appeal, you have the right to
ask for a State Hearing.

In most cases you have 120 days to ask for a State Hearing after the “Appeal Decision
Letter” notice is mailed to you.

NOTE: If you ask for a State Hearing because we told you that a service you currently get will
be changed or stopped, you have fewer days to submit your request if you want to keep
getting that service while your State Hearing is pending. Read “Will my benefits continue during
Level 2 appeals” on page 205 for more information.

You can ask for a State Hearing in the following ways:

e Online at www.cdss.ca.gov.

e By phone: Call 1-800-743-8525. This number can be very busy. You may get a
message to call back later. If you cannot speak or hear well, please call
TTY/TDD 1-800-952-8349.

e In writing: Fill out a State Hearing form or write a letter. Send it by mail or fax to:

¢ Mail: California Department of Social Services State Hearings Division
P.O. Box 944243, Mail Station 9-17-433
Sacramento, CA 94244-2430

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Fax: (916) 309-3487 or toll-free at 1-833-281-0903

¢ You may complete the “Request for State Hearing” on the back of the notice of
action. Be sure to include your name, address, telephone number, Social
Security Number and/or CIN number, and the reason you want a State Hearing.
If someone is helping you ask for a State Hearing, add their name, address, and
telephone number to the form or letter. If you need an interpreter, tell the State
Hearings Division what language you speak. You will not have to pay for an
interpreter. The State Hearings Division will get you one. If you have a disability,
the State Hearings Division can get you special accommodations free of charge
to help you participate in the hearing. Please include information about your
disability and the accommodation you need.

Whether you complete the “Request for State Hearing” form by mail, fax, or request a State

Hearing by phone, you must make the Level 2 appeal yourself. HPSM will not file the appeal for
you. The State Hearing Division will review your appeal and inform you of its decision as stated
below. The State Hearings Division gives you their decision in writing and explains the reasons.

o If the State Hearings Division says Yes to part or all of a request for a medical
item or service, we must authorize or provide the service or item within 72 hours
after we get their decision.

o If the State Hearings Division says No to part or all of your appeal, it means they
agree that we shouldn’t approve your request (or part of your request) for
coverage for medical care. This is called “upholding the decision” or “turning
down your appeal.”

If the IRO or State Hearing decision is No for all or part of your request, you have additional
appeal rights.

If your Level 2 Appeal went to the IRO, you can appeal again only if the dollar value of the
service or item you want meets a certain minimum amount. An ALJ or attorney adjudicator
handles a Level 3 Appeal. The letter you get from the IRO explains additional appeal rights
you may have.

The letter you get from the State Hearings Division describes the next appeal option.
Refer to Section J for more information about your appeal rights after Level 2.

F5. Payment problems

We don't allow our network providers to bill you for covered services and items. This is true
even if we pay the provider less than the provider charges for a covered service or item. You're
never required to pay the balance of any bill. The only amount you should be asked to pay is the
copay for Medicare Part D drugs.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If you get a bill that’s more than your copay for covered services and items, send the bill to us.
Don’t pay the bill yourself. We'll contact the provider directly and take care of the problem. If you
do pay the bill, you can get a refund from our plan if you followed the rules for getting services
or item.

For more information, refer to Chapter 7 of this Member Handbook. It describes situations when
you may need to ask us to pay you back or pay a bill you got from a provider. It also tells how to
send us the paperwork that asks us for payment.

If you ask to be paid back, you're asking for a coverage decision. We’'ll check if the service or
item you paid for is covered and if you followed all the rules for using your coverage.

o If the service or item you paid for is covered and you followed all the rules, we’ll
send you our share of the cost for the service or item typically within 30 calendar
days, but no later than 60 calendar days after we get your request

¢ If you haven't paid for the service or item yet, we’'ll send the payment directly to
the provider. When we send the payment, it’'s the same as saying Yes to your
request for a coverage decision.

e If the service or item isn’t covered or you didn’t follow all the rules, we’ll send you
a letter telling you we won’t pay for the service or item and explaining why.

If you don’t agree with our decision not to pay, you can make an appeal. Follow the appeals
process described in Section F3. When you follow these instructions, note:

e If you make an appeal for us to pay you back, we must give you our answer
within 30 calendar days after we get your appeal.

If our answer to your appeal is No and Medicare usually covers the service or item, we’ll send
your case to the IRO. We'll send you a letter if this happens.

e If the IRO reverses our decision and says we should pay you, we must send the
payment to you or to the provider within 30 calendar days. If the answer to your
appeal is Yes at any stage of the appeals process after Level 2, we must send
the payment to you or to the health care provider within 60 calendar days.

¢ If the IRO says No to your appeal, it means they agree that we shouldn’t approve
your request. This is called “upholding the decision” or “turning down your
appeal.” You'll get a letter explaining additional appeal rights you may have.
Refer to Section J for more information about additional levels of appeal.

If our answer to your appeal is No and Medi-Cal usually covers the service or item, you can file
a Level 2 Appeal yourself. Refer to Section F4 for more information.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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G. Medicare Part D drugs

Your benefits as a member of our plan include coverage for many drugs. Most of these are
Medicare Part D drugs. There are a few drugs that Medicare Part D doesn’t cover that Medi-Cal
may cover. This section only applies to Medicare Part D drug appeals. We'll say “drug” in
the rest of this section instead of saying “Medicare Part D drug” every time.

To be covered, the drug must be used for a medically accepted indication. That means the drug
is approved by the Food and Drug Administration (FDA) or supported by certain medical
references. Refer to Chapter 5 of this Member Handbook for more information about a
medically accepted indication.
G1. Medicare Part D coverage decisions and appeals
Here are examples of coverage decisions you ask us to make about your Medicare Part D
drugs:

e You ask us to make an exception, including asking us to:

o Cover a Medicare Part D drug that isn’t on our plan’s Drug List or

o Set aside a restriction on our coverage for a drug (such as limits on the
amount you can get)

e You ask us if a drug is covered for you (such as when your drug is on our plan’s
Drug List but we must approve it for you before we cover it)

NOTE: If your pharmacy tells you that your prescription can’t be filled as written, the pharmacy
gives you a written notice explaining how to contact us to ask for a coverage decision.

An initial coverage decision about your Medicare Part D drugs is called a “coverage
determination.”

¢ You ask us to pay for a drug you already bought. This is asking for a coverage
decision about payment.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If you disagree with a coverage decision we made, you can appeal our decision. This section
tells you both how to ask for coverage decisions and how to make an appeal. Use the chart
below to help you.

Which of these situations are you in?

You need a drug that
isn’t on our Drug List
or need us to set
aside a rule or
restriction on a drug
we cover.

You can ask us to
make an exception.
(This is a type of
coverage decision.)

Start with Section

You want us to cover
a drug on our Drug
List, and you think
you meet plan rules
or restrictions (such
as getting approval
in advance) for the
drug you need.

You can ask us for
a coverage
decision.

Refer to Section G4.

You want to ask us
to pay you back for a
drug you already got
and paid for.

You can ask us to
pay you back. (This
is a type of coverage
decision.)

Refer to Section G4.

We told you that we
won’t cover or pay
for a drug in the way
that you want.

You can make an
appeal. (This means
you ask us to
reconsider.)

Refer to Section G5.

G2, then refer to
Sections G3 and.

G2. Medicare Part D exceptions

If we don’t cover a drug in the way you would like, you can ask us to make an “exception.” If we
turn down your request for an exception, you can appeal our decision.

When you ask for an exception, your doctor or other prescriber needs to explain the medical
reasons why you need the exception.

Asking for coverage of a drug not on our Drug List or for removal of a restriction on a
drug is sometimes called asking for a “formulary exception.”

Here are some examples of exceptions that you or your doctor or other prescriber can ask us to
make:

1. Covering a drug that isn’t on our Drug List

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o If we agree to make an exception and cover a drug that’s not on our Drug List,
you pay the copay that applies to drugs in Tier 2 for brand name drugs or Tier 1
for generic drugs.

e You can’t get an exception to the required copay amount for the drug.
2. Removing a restriction for a covered drug

e Extra rules or restrictions apply to certain drugs on our Drug List (refer to
Chapter 5 of this Member Handbook for more information).

o Extra rules and restrictions for certain drugs include:

o Being required to use the generic version of a drug instead of the brand name
drug.

o Getting our approval in advance before we agree to cover the drug for you.
This is sometimes called “prior authorization (PA).”

o Being required to try a different drug first before we agree to cover the drug
you ask for. This is sometimes called “step therapy.”

o Quantity limits. For some drugs, there are restrictions on the amount of the
drug you can have.

e [f we agree to an exception for you and set aside a restriction, you can ask for an
exception to the copay amount you’re required to pay.

3. Changing coverage of a drug to a lower cost-sharing tier. Every drug on our
Drug List is in one of two cost-sharing tiers. In general, the lower the cost-sharing tier
number, the less your required copay amount is.

o Our Drug List often includes more than one drug for treating a specific condition.
These are called “alternative” drugs.

o |f an alternative drug for your medical condition is in a lower cost-sharing tier than
the drug you take, you can ask us to cover it at the cost-sharing amount for the
alternative drug. This would lower your copay amount for the drug.

¢ If we approve your tiering exception request and there’s more than one lower
cost-sharing tier with alternative drugs you can’t take, you usually pay the lowest
amount.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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G3. Important things to know about asking for an exception

Your doctor or other prescriber must tell us the medical reasons.

Your doctor or other prescriber must give us a statement explaining the medical reasons for
asking for an exception. For a faster decision, include this medical information from your doctor
or other prescriber when you ask for the exception.

Our Drug List often includes more than one drug for treating a specific condition. These are
called “alternative” drugs. If an alternative drug is just as effective as the drug you ask for and
wouldn’t cause more side effects or other health problems, we generally don’t approve your
exception request. If you ask us for a tiering exception, we generally don’t approve your
exception request unless all alternative drugs in the lower cost-sharing tier(s) won’t work as well
for you or are likely to cause an adverse reaction or other harm.

We can say Yes or No to your request.

e If we say Yes to your exception request, the exception usually lasts until the end
of the calendar year. This is true as long as your doctor continues to prescribe
the drug for you and that drug continues to be safe and effective for treating your
condition.

e If we say No to your exception request, you can make an appeal. Refer to
Section G5 for information on making an appeal if we say No.

The next section tells you how to ask for a coverage decision, including an exception.

G4. Asking for a coverage decision, including an exception

e Ask for the type of coverage decision you want by calling1-866-880-0606, writing,
or faxing us. You, your representative, or your doctor (or other prescriber) can do
this. Please include your name, contact information, and information about the
claim.

e You or your doctor (or other prescriber) or someone else acting on your behalf
can ask for a coverage decision. You can also have a lawyer act on your behalf.

e Refer to Section E3 to find out how to name someone as your representative.

¢ You don’t need to give written permission to your doctor or other prescriber to
ask for a coverage decision on your behalf.

¢ If you want to ask us to pay you back for a drug, refer to Chapter 7 of this
Member Handbook.

e If you ask for an exception, give us a “supporting statement.” The supporting
statement includes your doctor or other prescriber’'s medical reasons for the
exception request.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e Your doctor or other prescriber can fax or mail us the supporting statement. They
can also tell us by phone and then fax or mail the statement.
If your health requires it, ask us for a “fast coverage decision.”
We use the “standard deadlines” unless we agree to use the “fast deadlines.”

¢ A standard coverage decision means we give you an answer within 72 hours
after we get your doctor’s statement.

o A fast coverage decision means we give you an answer within 24 hours after
we get your doctor’s statement.

A “fast coverage decision” is called an “expedited coverage determination.”

You can get a fast coverage decision if:

e It's for a drug you didn’t get. You can’t get a fast coverage decision if you're
asking us to pay you back for a drug you already bought.

¢ Your health or ability to function would be seriously harmed if we use the
standard deadlines.

If your doctor or other prescriber tells us that your health requires a fast coverage decision, we’'ll
review your request under the fast coverage decision timeline. We’ll send you a letter with this
information.

e |f you ask for a fast coverage decision without support from your doctor or other
prescriber, we'll decide if you get a fast coverage decision.

e If we decide that your medical condition doesn’t meet the requirements for a fast
coverage decision, we’ll use the standard deadlines instead.

o We send you a letter that tells you we’ll use the standard deadline. The letter
also tells you how to make an appeal about our decision.

o You can file a fast complaint and get a response within 24 hours. For more
information making complaints, including fast complaints, refer to Section K.

Deadlines for a fast coverage decision

¢ If we use the fast deadlines, we must give you our answer within 24 hours after
we get your request. If you ask for an exception, we give you our answer within
24 hours after we get your doctor’s supporting statement. We give you our
answer sooner if your health requires it.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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¢ If we don’t meet this deadline, we send your request to Level 2 of the appeals
process for review by an IRO. Refer to Section G6 for more information about a
Level 2 Appeal.

o If we say Yes to part or all of your request, we give you the coverage within 24
hours after we get your request or your doctor’s supporting statement.

o If we say No to part or all of your request, we send you a letter with the reasons.
The letter also tells you how you can make an appeal.

Deadlines for a standard coverage decision about a drug you didn’t get

o If we use the standard deadlines, we must give you our answer within 72 hours
after we get your request. If you ask for an exception, we give you our answer
within 72 hours after we get your doctor’s supporting statement. We give you our
answer sooner if your health requires it.

¢ If we don’t meet this deadline, we send your request to Level 2 of the appeals
process for review by an IRO.

o If we say Yes to part or all of your request, we give you the coverage within 72
hours after we get your request or your doctor’s supporting statement for an
exception.

o If we say No to part or all of your request, we send you a letter with the reasons.
The letter also tells you how to make an appeal.

Deadlines for a standard coverage decision about a drug you already bought

o We must give you our answer within 14 calendar days after we get your request.

¢ If we don’t meet this deadline, we send your request to Level 2 of the appeals
process for review by an IRO.

e If we say Yes to part or all of your request, we pay you back within 14 calendar
days.

¢ If we say No to part or all of your request, we send you a letter with the reasons.
The letter also tells you how to make an appeal.

G5. Making a Level 1 Appeal

An appeal to our plan about a Medicare Part D drug coverage decision is called a plan
“redetermination”.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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o Start your standard or fast appeal by calling 1-866-880-0606, writing, or faxing
us. You, your representative, or your doctor (or other prescriber) can do this.
Please include your name, contact information, and information regarding your
appeal.

¢ You must ask for an appeal within 65 calendar days from the date on the letter
we sent to tell you our decision.

¢ If you miss the deadline and have a good reason for missing it, we may give you
more time to make your appeal. Examples of good reasons are things like you
had a serious illness, or we gave you the wrong information about the deadline.
Explain the reason why your appeal is late when you make your appeal.

¢ You have the right to ask us for a free copy of the information about your appeal.
You and your doctor may also give us more information to support your appeal.

If your health requires it, ask for a fast appeal.

A fast appeal is also called an “expedited redetermination.”

¢ |f you appeal a decision we made about a drug you didn’t get, you and your
doctor or other prescriber decide if you need a fast appeal.

e Requirements for a fast appeal are the same as those for a fast coverage
decision. Refer to Section G4 for more information.

We consider your appeal and give you our answer.

o We review your appeal and take another careful look at all of the information
about your coverage request.

o We check if we followed the rules when we said No to your request.

¢ We may contact you or your doctor or other prescriber to get more information.

Deadlines for a fast appeal at Level 1

o If we use the fast deadlines, we must give you our answer within 72 hours after
we get your appeal.

o We give you our answer sooner if your health requires it.

o If we don’t give you an answer within 72 hours, we must send your request to
Level 2 of the appeals process. Then an IRO reviews it. Refer to Section G6
for information about the review organization and the Level 2 appeals
process.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 224
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o If we say Yes to part or all of your request, we must provide the coverage we
agreed to provide within 72 hours after we get your appeal.

o If we say No to part or all of your request, we send you a letter that explains the
reasons and tells you how you can make an appeal.

Deadlines for a standard appeal at Level 1

¢ If we use the standard deadlines, we must give you our answer within seven
calendar days after we get your appeal for a drug you didn’t get.

o We give you our decision sooner if you didn’t get the drug and your health
condition requires it. If you believe your health requires it, ask for a fast appeal.

o If we don'’t give you a decision within seven calendar days, we must send
your request to Level 2 of the appeals process. Then an IRO reviews it. Refer
to Section G6 for information about the review organization and the Level 2
appeals process.

If we say Yes to part or all of your request:

e We must provide the coverage we agreed to provide as quickly as your health
requires, but no later than seven calendar days after we get your appeal.

¢ We must send payment to you for a drug you bought within 30 calendar days
after we get your appeal.

If we say No to part or all of your request:

e We send you a letter that explains the reasons and tells you how you can make
an appeal.

¢ We must give you our answer about paying you back for a drug you bought
within 14 calendar days after we get your appeal.

o If we don'’t give you a decision within 14 calendar days, we must send your
request to Level 2 of the appeals process. Then an IRO reviews it. Refer to
Section G6 for information about the review organization and the Level 2
appeals process.

e If we say Yes to part or all of your request, we must pay you within 30 calendar
days after we get your request.

e If we say No to part or all of your request, we send you a letter that explains the
reasons and tells you how you can make an appeal.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 225
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G6. Making a Level 2 Appeal

If we say No to your Level 1 Appeal, you can accept our decision or make another appeal. If you
decide to make another appeal, you use the Level 2 Appeal appeals process. The IRO reviews
our decision when we said No to your first appeal. This organization decides if we should
change our decision.

The formal name for the “Independent Review Organization” (IRO) is the
“Independent Review Entity”, sometimes called the “IRE”.

To make a Level 2 Appeal, you, your representative, or your doctor or other prescriber must
contact the IRO in writing and ask for a review of your case.

¢ If we say No to your Level 1 Appeal, the letter we send you includes
instructions about how to make a Level 2 Appeal with the IRO. The
instructions tell who can make the Level 2 Appeal, what deadlines you must
follow, and how to reach the organization.

¢ When you make an appeal to the IRO, we send the information we have about
your appeal to the organization. This information is called your “case file”. You
have the right to a free copy of your case file. If you need help requesting a
free copy of your case file, call 1-866-880-0606.

¢ You have a right to give the IRO additional information to support your appeal.

The IRO reviews your Medicare Part D Level 2 Appeal and gives you an answer in writing.
Refer to Section F4 for more information about the IRO.

Deadlines for a fast appeal at Level 2
If your health requires it, ask the IRO for a fast appeal.

o If they agree to a fast appeal, they must give you an answer within 72 hours
after getting your appeal request.

o Ifthey say Yes to part or all of your request, we must provide the approved drug
coverage within 24 hours after getting the IRO’s decision.

Deadlines for a standard appeal at Level 2

If you have a standard appeal at Level 2, the IRO must give you an answer:
o within seven calendar days after they get your appeal for a drug you didn’t get.

o within 14 calendar days after getting your appeal for repayment for a drug you
bought.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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If the IRO says Yes to part or all of your request:

e We must provide the approved drug coverage within 72 hours after we get the
IRO’s decision.

o We must pay you back for a drug you bought within 30 calendar days after we
get the IRO’s decision.

e [fthe IRO says No to your appeal, it means they agree with our decision not to
approve your request. This is called “upholding the decision” or “turning down
your appeal”.

If the IRO says No to your Level 2 Appeal, you have the right to a Level 3 Appeal if the dollar
value of the drug coverage you ask for meets a minimum dollar value. If the dollar value of the
drug coverage you ask for is less than the required minimum, you can’t make another appeal. In
that case, the Level 2 Appeal decision is final. The IRO sends you a letter that tells you the
minimum dollar value needed to continue with a Level 3 Appeal.

If the dollar value of your request meets the requirement, you choose if you want to take your
appeal further.

o There are three additional levels in the appeals process after Level 2.

o Ifthe IRO says No to your Level 2 Appeal and you meet the requirement to
continue the appeals process, you:

o Decide if you want to make a Level 3 Appeal.

o Refer to the letter the IRO sent you after your Level 2 Appeal for details about
how to make a Level 3 Appeal.

An ALJ or attorney adjudicator handles Level 3 Appeals. Refer to Section J for information
about Level 3, 4, and 5 Appeals.

H. Asking us to cover a longer hospital stay

When you’re admitted to a hospital, you have the right to get all hospital services that we cover
that are necessary to diagnose and treat your illness or injury. For more information about our
plan’s hospital coverage, refer to Chapter 4 of this Member Handbook.

During your covered hospital stay, your doctor and the hospital staff work with you to prepare for
the day when you leave the hospital. They also help arrange for care you may need after you
leave.

e The day you leave the hospital is called your “discharge date.”

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 227
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e Your doctor or the hospital staff will tell you what your discharge date is.

If you think you’re being asked to leave the hospital too soon or you’re concerned about your
care after you leave the hospital, you can ask for a longer hospital stay. This section tells you
how to ask.

Notwithstanding the appeals discussed in this Section H, you may also file a complaint with and
ask the DMHC for an Independent Medical Review to continue your hospital stay. Please refer
to Section F4 to learn how to file a complaint with and ask the DMHC for an Independent
Medical Review. You can ask for an Independent Medical Review in addition to or instead of a
Level 3 Appeal.

H1. Learning about your Medicare rights

Within two days after you're admitted to the hospital, someone at the hospital, such as a nurse
or caseworker, will give you a written notice called “An Important Message from Medicare about
Your Rights.” Everyone with Medicare gets a copy of this notice whenever they’re admitted to a
hospital.

If you don’t get the notice, ask any hospital employee for it. If you need help, call the
CareAdvantage Unit at the numbers at the bottom of the page. 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.

e Read the notice carefully and ask questions if you don’t understand. The notice
tells you about your rights as a hospital patient, including your rights to:

o Get Medicare-covered services during and after your hospital stay. You have
the right to know what these services are, who will pay for them, and where
you can get them.

o Be a part of any decisions about the length of your hospital stay.

o Know where to report any concerns you have about the quality of your
hospital care.

o Appeal if you think you're being discharged from the hospital too soon.
¢ Sign the notice to show that you got it and understand your rights.
o You or someone acting on your behalf can sign the notice.

o Signing the notice only shows that you got the information about your rights.
Signing doesn’t mean you agree to a discharge date your doctor or the
hospital staff may have told you.

o Keep your copy of the signed notice so you have the information if you need it.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 228
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If you sign the notice more than two days before the day you leave the hospital, you'll get
another copy before you're discharged.

You can look at a copy of the notice in advance if you:

e Call the CareAdvantage Unit at the numbers at the bottom of the page

o Call Medicare at 1-800 MEDICARE (1-800-633-4227). TTY users should call 1-
877-486-2048.

¢ Visit www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative/ffs-ma-
im.

H2. Making a Level 1 Appeal

To ask for us to cover your inpatient hospital services for a longer time, make an appeal. The
Quality Improvement Organization (QlO) reviews the Level 1 Appeal to find out if your planned
discharge date is medically appropriate for you.

The QIO is a group of doctors and other health care professionals paid by the federal
government. These experts check and help improve the quality for people with Medicare. They
aren’t part of our plan.

In California, the QIO is Commence Health. Call them at 1-877-588-1123. Contact information is
also in the notice, “An Important Message from Medicare about Your Rights,” and in Chapter 2.

Call the QIO before you leave the hospital and no later than your planned discharge date.

o If you call before you leave, you can stay in the hospital after your planned
discharge date without paying for it while you wait for the QIO’s decision about
your appeal.

o If you don’t call to appeal, and you decide to stay in the hospital after your
planned discharge date, you may pay all costs for hospital care you get after your
planned discharge date.

o Because hospital stays are covered by both Medicare and Medi-Cal, if the
Quality Improvement Organization won’t hear your request to continue your
hospital stay, or you believe that your situation is urgent, involves an immediate
and serious threat to your health, or you’re in severe pain, you may also file a
complaint with or ask the California Department of Managed Health Care
(DMHC) for an Independent Medical Review. Please refer to Section F4 to learn
how to file a complaint and ask the DMHC for an Independent Medical Review.

Ask for help if you need it. If you have questions or need help at any time:

o Call the CareAdvantage Unit at the numbers at the bottom of the page.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 229
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e Call the Health Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-
0222.

Ask for a fast review. Act quickly and contact the QIO to ask for a fast review of your hospital
discharge.

The legal term for “fast review” is “immediate review” or “expedited review.”

What happens during fast review

¢ Reviewers at the QIO ask you or your representative why you think coverage
should continue after the planned discharge date. You aren’t required to write a
statement, but you may.

e Reviewers look at your medical information, talk with your doctor, and review
information that the hospital and our plan gave them.

¢ By noon of the day after reviewers tell our plan about your appeal, you get a
letter with your planned discharge date. The letter also gives reasons why your
doctor, the hospital, and we think that’s the right discharge date that’'s medically
appropriate for you.

The legal term for this written explanation is the “Detailed Notice of Discharge.” You
can get a sample by calling the CareAdvantage Unit at the numbers at the bottom of
the page or 1-800-MEDICARE (1-800-633-4227). (TTY users should call 1-877-486-
2048.) You can also refer to a sample notice online at www.cms.gov/medicare/forms-
notices/beneficiary-notices-initiative/ffs-ma-im.

Within one full day after getting all of the information it needs, the QIO give you their answer to
your appeal.

If the QIO says Yes to your appeal:

o We’ll provide your covered inpatient hospital services for as long as the services
are medically necessary.

If the QIO says No to your appeal:
e They believe your planned discharge date is medically appropriate.

e Our coverage for your inpatient hospital services will end at noon on the day after
the QIO gives you their answer to your appeal.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 230
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¢ You may have to pay the full cost of hospital care you get after noon on the day
after the QIO gives you their answer to your appeal.

e You can make a Level 2 Appeal if the QIO turns down your Level 1 Appeal and
you stay in the hospital after your planned discharge date.

H3. Making a Level 2 Appeal

For a Level 2 Appeal, you ask the QIO to take another look at the decision they made on your
Level 1 Appeal. Call them at 1-877-588-1123.

You must ask for this review within 60 calendar days after the day the QIO said No to your
Level 1 Appeal. You can ask for this review only if you stay in the hospital after the date that
your coverage for the care ended.

QIO reviewers will:
e Take another careful look at all of the information related to your appeal.

e Tell you their decision about your Level 2 Appeal within 14 calendar days of
receipt of your request for a second review.

If the QIO says Yes to your appeal:

e We must pay you back for our share of hospital care costs since noon on the day
after the date the QIO turned down your Level 1 Appeal.

o We'll provide your covered inpatient hospital services for as long as the services
are medically necessary.

If the QIO says No to your appeal:
e They agree with their decision about your Level 1 Appeal and won’t change it.

e They give you a letter that tells you what you can do if you want to continue the
appeals process and make a Level 3 Appeal.

¢ You may also file a complaint with or ask the DMHC for an Independent Medical
Review to continue your hospital stay. Please refer to Section E4 to learn how to
file a complaint with and ask the DMHC for an Independent Medical Review.

An ALJ or attorney adjudicator handles Level 3 Appeals. Refer to Section J for information
about Level 3, 4, and 5 Appeals.

. Asking us to continue covering certain medical services

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 231
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This section is only about three types of services you may be getting:
e home health care services
e skilled nursing care in a skilled nursing facility, and

¢ rehabilitation care as an outpatient at a Medicare-approved CORF. This usually
means you’re getting treatment for an iliness or accident or you’re recovering
from a major operation.

With any of these three types of services, you have the right to get covered services for as long
as the doctor says you need them.

When we decide to stop covering any of these, we must tell you before your services end.
When your coverage for that service ends, we stop paying for it.

If you think we’re ending the coverage of your care too soon, you can appeal our decision.
This section tells you how to ask for an appeal.

I1. Advance notice before your coverage ends

We send you a written notice that you'll get at least two days before we stop paying for your
care. This is called the “Notice of Medicare Non-Coverage.” The notice tells you the date when
we’ll stop covering your care and how to appeal our decision.

You or your representative should sign the notice to show that you got it. Signing the notice only
shows that you got the information. Signing doesn’t mean you agree with our decision.

12. Making a Level 1 Appeal

If you think we’re ending coverage of your care too soon, you can appeal our decision. This
section tells you about the Level 1 Appeal process and what to do.

¢ Meet the deadlines. The deadlines are important. Understand and follow the
deadlines that apply to things you must do. Our plan must follow deadlines too. If
you think we’re not meeting our deadlines, you can file a complaint. Refer to
Section K for more information about complaints.

o Ask for help if you need it. If you have questions or need help at any time:
o Call the CareAdvantage Unit at the numbers at the bottom of the page.
o Call the HICAP at 1-800-434-0222.

e Contact the QIO.

o Refer to Section H2 or refer to Chapter 2 of this Member Handbook for more
information about the QIO and how to contact them.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 232
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o Ask them to review your appeal and decide whether to change our plan’s
decision.

o Act quickly and ask for a “fast-track appeal”. Ask the QIO if it's medically
appropriate for us to end coverage of your medical services.

Your deadline for contacting this organization

e You must contact the QIO to start your appeal by noon of the day before the
effective date on the “Notice of Medicare Non-Coverage” we sent you.

¢ |f the Quality Improvement Organization won’t hear your request to continue
coverage of your health care services or you believe that your situation is urgent
or involves an immediate and serious threat to your health or if you're in severe
pain, you may file a complaint with and ask the California Department of
Managed Health Care (DMHC) for an Independent Medical Review. Please refer
to Section F4 to learn how to file a complaint with and ask the DMHC for an
Independent Medical Review.

The legal term for the written notice is “Notice of Medicare Non-Coverage”. To get
a sample copy, call the CareAdvantage Unit at the numbers at the bottom of the page
or call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-
486-2048. Or get a copy online at www.cms.gov/Medicare/Medicare-General-
Information/BNI/FFS-Expedited-Determination-Notices.

What happens during a fast-track appeal

¢ Reviewers at the QIO ask you or your representative why you think coverage
should continue. You aren’t required to write a statement, but you may.

o Reviewers look at your medical information, talk with your doctor, and review
information that our plan gave them.

o Our plan also sends you a written notice that explains our reasons for ending
coverage of your services. You get the notice by the end of the day the reviewers
inform us of your appeal.

The legal term for the notice explanation is “Detailed Explanation of Non-
Coverage”.

e Reviewers provide their decision within one full day after getting all the
information they need.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 233
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If the QIO says Yes to your appeal:
e We'll provide your covered services for as long as they’re medically necessary.
If the QIO says No to your appeal:
e Your coverage ends on the date we told you.
o We stop paying our share of the costs of this care on the date in the notice.

¢ You pay the full cost of this care yourself if you decide to continue the home
health care, skilled nursing facility care, or CORF services after the date your
coverage ends

¢ You decide if you want to continue these services and make a Level 2 Appeal.

13. Making a Level 2 Appeal

For a Level 2 Appeal, you ask the QIO to take another look at the decision they made on your
Level 1 Appeal. Call them at 1-877-588-1123.

You must ask for this review within 60 calendar days after the day the QIO said No to your
Level 1 Appeal. You can ask for this review only if you continue care after the date that your
coverage for the care ended.

QIO reviewers will:
e Take another careful look at all of the information related to your appeal.

e Tell you their decision about your Level 2 Appeal within 14 calendar days of
receipt of your request for a second review.

If the QIO says Yes to your appeal:

o We pay you back for our share of the costs of care you got since the date when
we said your coverage would end.

o We'll provide coverage for the care for as long as it’'s medically necessary.
If the QIO says No to your appeal:
e They agree with our decision to end your care and won’t change it.

e They give you a letter that tells you what you can do if you want to continue the
appeals process and make a Level 3 Appeal.

e You may file a complaint with and ask the DMHC for an Independent Medical
Review to continue coverage of your health care services. Please refer to
Section F4 to learn how to ask the DMHC for an Independent Medical Review.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 234
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You can file a complaint with and ask the DMHC for an Independent Medical
Review in addition to or instead of a Level 3 Appeal.

An ALJ or attorney adjudicator handles Level 3 Appeals. Refer to Section J for information
about Level 3, 4, and 5 Appeals.

J. Taking your appeal beyond Level 2

J1. Next steps for Medicare services and items

If you made a Level 1 Appeal and a Level 2 Appeal for Medicare services or items, and both of
your appeals were turned down, you may have the right to additional levels of appeal.

If the dollar value of the Medicare service or item you appealed doesn’'t meet a certain minimum
dollar amount, you can’t appeal any further. If the dollar value is high enough, you can continue
the appeals process. The letter you get from the IRO for your Level 2 Appeal explains who to
contact and what to do to ask for a Level 3 Appeal.

Level 3 Appeal

Level 3 of the appeals process is an ALJ hearing. The person who makes the decision is an ALJ
or an attorney adjudicator who works for the federal government.

If the ALJ or attorney adjudicator says Yes to your appeal, we have the right to appeal a Level 3
decision that’s favorable to you.

¢ If we decide to appeal the decision, we send you a copy of the Level 4 Appeal
request with any accompanying documents. We may wait for the Level 4 Appeal
decision before authorizing or providing the service in dispute.

o If we decide not to appeal the decision, we must authorize or provide you with
the service within 60 calendar days after getting the ALJ or attorney adjudicator’s
decision.

o Ifthe ALJ or attorney adjudicator says No to your appeal, the appeals
process may not be over.

¢ If you decide to accept this decision that turns down your appeal, the appeals
process is over.

¢ If you decide not to accept this decision that turns down your appeal, you can
continue to the next level of the review process. The notice you get will tell you
what to do for a Level 4 Appeal.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 235
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Level 4 Appeal

The Medicare Appeals Council (Council) reviews your appeal and gives you an answer. The

Council is part of the federal government.

If the Council says Yes to your Level 4 Appeal or denies our request to review a Level 3 Appeal
decision favorable to you, we have the right to appeal to Level 5.

o If we decide to appeal the decision, we'll tell you in writing.

¢ If we decide not to appeal the decision, we must authorize or provide you with
the service within 60 calendar days after getting the Council’s decision.

If the Council says No or denies our review request, the appeals process may not be over.

¢ If you decide to accept this decision that turns down your appeal, the appeals
process is over.

¢ If you decide not to accept this decision that turns down your appeal, you may
be able to continue to the next level of the review process. The notice you get will
tell you if you can go on to a Level 5 Appeal and what to do.
Level 5 Appeal

e A Federal District Court judge will review your appeal and all of the information
and decide Yes or No. This is the final decision. There are no other appeal levels
beyond the Federal District Court.

J2. Additional Medi-Cal appeals

You also have other appeal rights if your appeal is about services or items that Medi-Cal usually
covers. The letter you get from the State Hearings Division will tell you what to do if you want to
continue the appeals process.

J3. Appeal Levels 3, 4 and 5 for Medicare Part D Drug Requests

This section may be right for you if you made a Level 1 Appeal and a Level 2 Appeal, and both
of your appeals were turned down.

If the value of the drug you appealed meets a certain dollar amount, you may be able to go on
to additional levels of appeal. The written response you get to your Level 2 Appeal explains who
to contact and what to do to ask for a Level 3 Appeal.

Level 3 Appeal

Level 3 of the appeals process is an ALJ hearing. The person who makes the decision is an ALJ
or an attorney adjudicator who works for the federal government.

If the ALJ or attorney adjudicator says Yes to your appeal:

o The appeals process is over.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 236
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o We must authorize or provide the approved drug coverage within 72 hours (or 24
hours for an expedited appeal) or make payment no later than 30 calendar days
after we get the decision.

If the ALJ or attorney adjudicator says No to your appeal, the appeals process may not be over.

¢ If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you decide not to accept this decision that turns down your appeal, you can
continue to the next level of the review process. The notice you get will tell you
what to do for a Level 4 Appeal.

Level 4 Appeal

The Council reviews your appeal and gives you an answer. The Council is part of the federal
government.

If the Council says Yes to your appeal:
e The appeals process is over.

o We must authorize or provide the approved drug coverage within 72 hours (or 24
hours for an expedited appeal) or make payment no later than 30 calendar days
after we get the decision.

If the Council says No to your appeal or if the Council denies the review request, the appeals
process may not be over.

¢ If you decide to accept the decision that turns down your appeal, the appeals
process is over.

¢ If you decide not to accept this decision that turns down your appeal, you may
be able to continue to the next level of the review process. The notice you get will
tell you if you can go on to a Level 5 Appeal and what to do.

Level 5 Appeal

e A Federal District Court judge will review your appeal and all of the information
and decide Yes or No. This is the final decision. There are no other appeal levels
beyond the Federal District Court.

K. How to make a complaint

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 237
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K1. What kinds of problems should be complaints

The complaint process is used for certain types of problems only, such as problems about
quality of care, waiting times, coordination of care, and customer service. Here are examples of
the kinds of problems handled by the complaint process.

Complaint Example

Quality of your medical care e You're unhappy with the quality of care, such as
the care you got in the hospital.

Respecting your privacy ¢ You think that someone didn’t respect your right to
privacy or shared confidential information about
you.

Disrespect, poor customer e A health care provider or staff was rude or

service, or other negative disrespectful to you.

behaviors

e Our staff treated you poorly.

¢ You think you’re being pushed out of our plan.

Accessibility and language e You can't physically access the health care
assistance services and facilities in a doctor or provider’s
office.

e Your doctor or provider doesn’t provide an
interpreter for the non-English language you
speak (such as American Sign Language or
Spanish).

e Your provider doesn'’t give you other reasonable
accommodations you need and ask for.

Waiting times e You have trouble getting an appointment or wait
too long to get it.

e Doctors, pharmacists, or other health
professionals, the CareAdvantage Unit, or other
plan staff keep you waiting too long.

Cleanliness e You think the clinic, hospital or doctor’s office
isn’t clean.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Complaint Example

Information you get from us ¢ You think we failed to give you a notice or letter
that you should have received.

¢ You think written information we sent you is too
difficult to understand.

Timeliness related to coverage e You think we don’t meet our deadlines for
decisions or appeals making a coverage decision or answering your
appeal.

¢ You think that, after getting a coverage or appeal
decision in your favor, we don’t meet the
deadlines for approving or giving you the service
or paying you back for certain medical services.

e You don'’t think we sent your case to the IRO on
time.

There are different kinds of complaints. You can make an internal complaint and/or an
external complaint. An internal complaint is filed with and reviewed by our plan. An external
complaint is filed with and reviewed by an organization not affiliated with our plan. If you need
help making an internal and/or external complaint, you can call the CareAdvantage Unit at 1-
866-880-0606, TTY 1-800-735-2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00
p.m.

The legal term for a “complaint” is a “grievance.”

The legal term for “making a complaint” is “filing a grievance.”

K2. Internal complaints

To make an internal complaint, call the CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-
2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. You can make the complaint
at any time unless it's about a Medicare Part D drug. If the complaint is about a Medicare Part D
drug, you must make it within 60 calendar days after you had the problem you want to
complain about.

¢ If there’s anything else you need to do, the CareAdvantage Unit will tell you.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 239
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¢ You can also write your complaint and send it to us. If you put your complaint in
writing, we’ll respond to your complaint in writing.

e To start your grievance, you, your doctor other provider, or your representative must
contact us. You can call the CareAdvantage Unit at 1-866-880-0606, TTY 1-800-735-
2929 or dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m.

e You can ask us for a “standard grievance” or a “fast grievance.”

o If you are asking for a standard grievance or fast grievance, put your grievance in writing
or call us.

e You can submit a written grievance to the following address:

Health Plan of San Mateo

Attn: Grievance and Appeals Unit
801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

e You can submit your grievance online at: www.grievance.hpsm.org

e You may also file your grievance by the Grievance and Appeals Unit at 1-888-576-7227,
TTY 1-800-735-2929 or dial 7-1-1, Monday through Friday, 8:00 a.m. to 5:00 p.m.

o We will send you a letter within 5 calendar days of receiving your grievance letting you
know that we received it.

The legal term for “fast complaint” is “expedited grievance.”

If possible, we answer you right away. If you call us with a complaint, we may be able to give
you an answer on the same phone call. If your health condition requires us to answer quickly,
we’ll do that.

o We answer most complaints within 30 calendar days. If we don’t make a decision
within 30 calendar days because we need more information, we notify you in
writing. We also provide a status update and estimated time for you to get the
answer.

o If you make a complaint because we denied your request for a “fast coverage
decision” or a “fast appeal,” we automatically give you a “fast complaint” and
respond to your complaint within 24 hours.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 240
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¢ If you make a complaint because we took extra time to make a coverage
decision or appeal, we automatically give you a “fast complaint” and respond to
your complaint within 24 hours.

If we don’t agree with some or all of your complaint, we’ll tell you and give you our reasons. We
respond whether we agree with the complaint or not.

K3. External complaints

Medicare

You can tell Medicare about your complaint or send it to Medicare. The Medicare Complaint
Form is available at: www.medicare.gov/my/medicare-complaint. You don’t need to file a
complaint with CareAdvantage before filing a complaint with Medicare.

Medicare takes your complaints seriously and uses this information to help improve the quality
of the Medicare program.

If you have any other feedback or concerns, or if you feel the health plan isn’t addressing your
problem, you can also call 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-
2048. The call is free.

Medi-Cal

You can file a complaint with the California Department of Health Care Services (DHCS) Medi-
Cal Managed Care Ombudsman by calling 1-888-452-8609. TTY users can call 711. Call
Monday through Friday between 8 a.m. and 5 p.m.

You can file a complaint with the California Department of Managed Health Care (DMHC). The
DMHC is responsible for regulating health plans. You can call the DMHC Help Center for help
with complaints about Medi-Cal services. For non-urgent matters, you may file a complaint with
the DMHC if you disagree with the decision in your Level 1 appeal or if the plan hasn’t resolved
your complaint after 30 calendar days. However, you may contact the DMHC without filing a
Level 1 appeal if you need help with a complaint involving an urgent issue or one that involves
an immediate and serious threat to your health, if you're in severe pain, if you disagree with our
plan’s decision about your complaint, or if our plan hasn’t resolved your complaint after 30
calendar days.

Here are two ways to get help from the Help Center:

e Call 1-888-466-2219. Individuals who are deaf, hard of hearing, or speech-
impaired can use the toll-free TTY number, 1-877-688-9891. The call is free.

o Visit the Department of Managed Health Care’s website (www.dmbhc.ca.gov).

Office for Civil Rights (OCR)

You can make a complaint to the Department of Health and Human Services (HHS) OCR if you
think you haven’t been treated fairly. For example, you can make a complaint about disability

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
2 dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
- information, visit www.hpsm.org/careadvantage. 241
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access or language assistance. The phone number for the OCR is 1-800-368-1019. TTY users
should call 1-800-537-7697. You can visit www.hhs.gov/ocr for more information.

You may also contact the local OCR office at:

Office for Civil Rights — Pacific Region

U.S. Department of Health and Human Services
90 7t Street, Suite 4-100

San Francisco, CA 94103

Customer Response Center:
1-800-368-1019

Fax: 202-619-3818

TDD: 1-800-537-7697
Email: OCRMail@hhs.gov

You may also have rights under the Americans with Disability Act (ADA) and under any
applicable state law. You can contact the Office of the Ombudsman at 1-888-452-8609 or refer
to Chapter 2 of your Member Handbook.

Qlo
When your complaint is about quality of care, you have two choices:

e You can make your complaint about the quality of care directly to the QIO.

e You can make your complaint to the QIO and to our plan. If you make a
complaint to the QIO, we work with them to resolve your complaint.

The QIO is a group of practicing doctors and other health care experts paid by the federal
government to check and improve the care given to Medicare patients. To learn more about the
QIO, refer to Section H2 or refer to Chapter 2 of this Member Handbook.

In California, the QIO is called Commence Health. The phone number for Commence Health is
1-877-588-1123.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
information, visit www.hpsm.org/careadvantage. 242
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Chapter 10: Ending your membership in our plan

Introduction

This chapter explains how you can end your membership with our plan and your health
coverage options after you leave our plan. If you leave our plan, you'll still be in the Medicare
and Medi-Cal programs as long as you’re eligible. Key terms and their definitions appear in
alphabetical order in the last chapter of this Member Handbook.

Table of Contents
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F. Rules against asking you to leave our plan for any health-related reason........................... 252
G. Your right to make a complaint if we end your membership in ourplan ............cccccccceeeo. 252
H. How to get more information about ending your plan membership .........ccccccceeiiiiiiiiinnnnn. 252

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
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A. When you can end your membership in our plan

Most people with Medicare can end their membership during certain times of the year. Since
you have Medi-Cal, you have some choices to end your membership with our plan including any
month of the year.

In addition, you may end your membership in our plan during the following periods each year:

e The Open Enrollment Period, which lasts from October 15 to December 7. If
you choose a new plan during this period, your membership in our plan ends on
December 31 and your membership in the new plan starts on January 1.

e The Medicare Advantage (MA) Open Enroliment Period, which lasts from
January 1 to March 31 and also for new Medicare beneficiaries who are enrolled
in a plan, from the month of entitlement to Part A and Part B until the last day of
the 3™ month of entitlement. If you choose a new plan during this period, your
membership in the new plan starts the first day of the next month.

There may be other situations when you're eligible to make a change to your enroliment. For
example, when:

e you move out of our service area,
e your eligibility for Medi-Cal or Extra Help changed, or

e if you recently moved into, currently are getting care in, or just moved out of a
nursing facility or a long-term care hospital.

Your membership ends on the last day of the month that we get your request to leave our plan.
For example, if we get your request on January 18, your coverage with our plan ends on
January 31. If you enroll in another plan, your new coverage begins the first day of the next
month (February 1, in this example).

If you leave our plan, you can get information about your:
¢ Medicare options in the table in Section C1.
¢ Medi-Cal options and services in Section C2.
You can get more information about how you can end your membership by calling:

e The CareAdvantage Unit at the number at the bottom of this page. The number
for TTY users is listed too.

e Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-
486-2048.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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e California Health Insurance Counseling and Advocacy Program (HICAP), at 1-
800-434-0222, Monday through Friday from 8 a.m. to 5 p.m. For more
information or to find a local HICAP office in your area, please visit
www.aging.ca.gov/HICAP. Health Care Options at 1-844-580-7272, Monday
through Friday from 8 a.m. to 6 p.m. TTY users should call 1-800-430-7077.

e Medi-Cal Managed Care Ombudsman at 1-888-452-8609, Monday through
Friday from 8 a.m. to 5 p.m. or e-mail MMCDOmbudsmanOffice@dhcs.ca.gov.

NOTE: If you're in a drug management program (DMP), you may not be able to change plans.
Refer to Chapter 5 of this Member Handbook for information about drug management
programs.

B. How to end membership in our plan

If you decide to end your membership you can do so by enrolling in another Medicare plan or
switch to Original Medicare. However, if you want to switch from our plan to Original Medicare
but you haven’t selected a separate Medicare drug plan, you must ask to be disenrolled from

our plan. There are two ways you can ask to be disenrolled:

e You can make a request in writing to us. Contact the CareAdvantage Unit at the
number at the bottom of this page if you need more information on how to do
this.

e Call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users (people who
have difficulty with hearing or speaking) should call 1-877-486-2048. When you
call 1-800-MEDICARE, you can also enroll in another Medicare health or drug
plan. More information on getting your Medicare services when you leave our
plan is in the chart on page 249.

o Section C below includes steps that you can take to enroll in a different plan,
which will also end your membership in our plan.

C. How to get Medicare and Medi-Cal services separately

You have choices about getting your Medicare and Medi-Cal services if you choose to leave our
plan.

C1. Your Medicare services

You have three options for getting your Medicare services listed below any month of the year.
You have an additional option listed below during certain times of the year including the Open
Enroliment Period and the Medicare Advantage Open Enrollment Period or other situations

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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described in Section A. By choosing one of these options, you automatically end your

membership in our plan.

1. You can change to:

A Medicare Medi-Cal Plan (Medi-Medi
Plan) is a type of Medicare Advantage
plan. It’s for people who have both
Medicare and Medi-Cal, and combines
Medicare and Medi-Cal benefits into one
plan. Medi-Medi Plans coordinate all
benefits and services across both
programs, including all Medicare and
Medi-Cal covered services or a Program
of All-inclusive Care for the Elderly
(PACE) plan, if you qualify.

Note: The term Medi-Medi Plan is the
name for integrated dual eligible special
needs plans (D-SNPs) in California.

Here is what to do:

Call Medicare at 1-800-MEDICARE (1-800-
633-4227). TTY users should call 1-877-
486-2048.

For Program of All-Inclusive Care for the
Elderly (PACE) inquiries, call 1-855-921-
PACE (7223).

If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8 a.m. to 5 p.m.
For more information or to find a local
HICAP office in your area, please visit
www.aging.ca.gov/HICAP/.

OR
Enroll in a new Medi-Medi Plan.

You'll automatically be disenrolled from our
Medicare plan when your new plan’s
coverage begins.

Your Medi-Cal plan will change to match
your Medi-Medi Plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or

w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage.
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2. You can change to:

Original Medicare with a separate
Medicare drug plan, and a Medi-Cal
Plan.

Here is what to do:

Call Medicare at 1-800-MEDICARE (1-800-
633-4227). TTY users should call 1-877-
486-2048.

If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8 a.m. to 5 p.m.
For more information or to find a local
HICAP office in your area, please visit
www.aging.ca.qgov/HICAP/.

OR
Enroll in a new Medicare drug plan.

You'll automatically be disenrolled from our
plan when your Original Medicare coverage
begins.

You'll remain enrolled in your Medi-Cal Plan
unless you choose a different plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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3. You can change to:

Original Medicare without a separate
Medicare drug plan if you have a valid
disenrollment reason

NOTE: If you switch to Original Medicare
and don’t enroll in a separate Medicare
drug plan, Medicare may enroll you in a
drug plan, unless you tell Medicare you
don’t want to join.

You should only drop drug coverage if you
have drug coverage from another source,
such as an employer or union. If you have
questions about whether you need drug
coverage, call the California Health
Insurance Counseling and Advocacy
Program (HICAP) at 1-800-434-0222,
Monday through Friday from 8 a.m. to 5
p.m. For more information or to find a local
HICAP office in your area, please visit
www.aging.ca.gov/HICAP/.

Here is what to do:

Call Medicare at 1-800-MEDICARE (1-800-
633-4227). TTY users should call 1-877-
486-2048.

If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8 a.m. to 5 p.m.
For more information or to find a local
HICAP office in your area, please visit
www.aging.ca.qgov/HICAP/.

You'll automatically be disenrolled from our
plan when your Original Medicare coverage
begins.

You’ll remain enrolled in your Medi-Cal Plan
unless you choose a different plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or

w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage.
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4. You can change to:

Any Medicare health plan during certain

Here is what to do:

Call Medicare at 1-800-MEDICARE (1-800-

times of the year including the Open
Enrollment Period and the Medicare
Advantage Open Enrollment Period or
other situations described in Section A.

633-4227). TTY users should call 1-877-
486-2048.

For Program of All-Inclusive Care for the
Elderly (PACE) inquiries, call 1-855-921-
PACE (7223).

If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8 a.m. to 5 p.m.
For more information or to find a local
HICAP office in your area, please visit
www.aging.ca.gov/HICAP/.

OR
Enroll in a new Medicare plan.

You'll automatically be disenrolled from our
Medicare plan when your new plan’s
coverage begins.

Your Medi-Cal Plan may change.

C2. Your Medi-Cal services

For questions about how to get your Medi-Cal services after you leave our plan, contact Health
Care Options at 1-844-580-7272, Monday through Friday from 8 a.m. to 6 p.m. TTY users
should call 1-800-430-7077. Or visit www.healthcareoptions.dhcs.ca.gov/en. Ask how joining
another plan or returning to Original Medicare affects how you get your Medi-Cal coverage. If
you have questions about your Medi-Cal eligibility, you can contact the following:

e If you have Medi-Cal through the San Mateo County Human Services Agency, you
should contact 1-800-223-8383.

o If you have Medi-Cal through SSI benefits, you should contact your local Social
Security Administration office at 1-800-772-1213.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 249
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D. Your medical items, services and drugs until your membership in
our plan ends
If you leave our plan, it may take time before your membership ends and your new Medicare

and Medi-Cal coverage begins. During this time, you keep getting your drugs and health care
through our plan until your new plan begins.

e Use our network providers to receive medical care.

e Use our network pharmacies including through our mail-order pharmacy services
to get your prescriptions filled.

¢ If you're hospitalized on the day that your membership in CareAdvantage ends,
our plan will cover your hospital stay until you’re discharged. This will happen
even if your new health coverage begins before you're discharged.

E. Other situations when your membership in our plan ends
These are cases when we must end your membership in our plan:
If there’s a break in your Medicare Part A and Medicare Part B coverage.

e If you no longer qualify for Medi-Cal or your circumstances have changed that
make you no longer eligible for CareAdvantage, you may continue to get
your benefits from CareAdvantage for an additional 4-month period.

This additional time will allow you to correct your eligibility information if you
believe that you are still eligible. You will get a letter from us about the change in
your eligibility with instructions to correct your eligibility information. To stay a
member of CareAdvantage, you must qualify again by the last day of the 4-month
period.

e If you do not qualify by the end of the 4-month period, you'll be disenrolled from
CareAdvantage. _For example, if your Medi-Cal ended June 1, we will disenroll
you from CareAdvantage if your Medi-Cal is still not active on October 1. If this
happens, you will be automatically enrolled in Original Medicare.

e [f you move out of our service area.

e [f you're away from our service area for more than six months. You can stay
enrolled in the plan until 6 months from the start of your trip. If you don't return to
our plan's service area by the end of the 6th month, we will end your membership
in our plan.

o If you move or take a long trip, call the CareAdvantage Unit to find out if
where you’re moving or traveling to is in our plan’s service area.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 250
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o Refer to Chapter 4 of this Member Handbook for information on getting care
through our visitor or traveler benefits when you're away from our plan’s
service area.

e If you go to jail or prison for a criminal offense.
e [f you lie about or withhold information about other insurance you have for drugs.
e [f you're not a United States citizen or national, or an eligible non-citizen.

o You must be a United States citizen or national, or an eligible non-citizen to
be a member of our plan.

o The Centers for Medicare & Medicaid Services (CMS) will notify us if you're
not eligible to remain a member on this basis.

o We must disenroll you if you don’t meet this requirement.

e If you no longer qualify for Medi-Cal or your circumstances have changed that make you
no longer eligible for CareAdvantage, you may continue to get your benefits from
CareAdvantage for an additional 4-month period. This additional time will allow you to
correct your eligibility information if you believe that you are still eligible. You will get a
letter from us about the change in your eligibility with instructions to correct your
eligibility information.

o To stay a member of CareAdvantage, you must qualify again by the last day of the 4-
month period.

o If you do not qualify by the end of the 4-month period, you'll be disenrolled from
CareAdvantage.

We can make you leave our plan for the following reasons only if we get permission from
Medicare and Medi-Cal first:

e [f you intentionally give us incorrect information when you’re enrolling in our plan
and that information affects your eligibility for our plan.

e If you continuously behave in a way that’s disruptive and makes it difficult for us
to provide medical care for you and other members of our plan.

e If you let someone else use your Member ID Card to get medical care. (Medicare
may ask the Inspector General to investigate your case if we end your
membership for this reason.)

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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F. Rules against asking you to leave our plan for any health-related
reason

We can’t ask you to leave our plan for any reason related to your health. If you think we're
asking you to leave our plan for a health-related reason, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users should call 1-877-486-2048.

G. Your right to make a complaint if we end your membership in our
plan

If we end your membership in our plan, we must tell you our reasons in writing for ending your
membership. We must also explain how you can file a grievance or make a complaint about our
decision to end your membership. You can also refer to Chapter 9 of this Member Handbook for
information about how to make a complaint.

H. How to get more information about ending your plan membership

If you have questions or would like more information on ending your membership, you can call
the CareAdvantage Unit at the number at the bottom of this page.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 252
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Chapter 11: Legal notices

Introduction

This chapter includes legal notices that apply to your membership in our plan. Key terms and
their definitions appear in alphabetical order in the last chapter of this Member Handbook.

Table of Contents

A. NOEICE @DOUL TAWS ...ttt nnnnnes 254
B. Federal notice about NONAISCIMINALION ............uiiiii e 254
C. Notice about nondiscrimination for Medi-Cal ... 254
D. Notice about Medicare as a second payer and Medi-Cal as a payer of last resort.............. 255
E. Notice about Medi-Cal estate reCOVErY .........coiii i 256

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or

w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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A. Notice about laws

Many laws apply to this Member Handbook. These laws may affect your rights and
responsibilities even if the laws aren’t included or explained in this Member Handbook. The
main laws that apply are federal and state laws about the Medicare and Medi-Cal programs.
Other federal and state laws may apply too.

B. Federal notice about nondiscrimination

We don’t discriminate based on race, ethnicity, national origin, color, religion, sex, age, mental
or physical disability, health status, claims experience, medical history, genetic information,
evidence of insurability, or geographic location within the service area. All organizations that
provide Medicare Advantage plans, like our plan, must obey federal laws against discrimination,
including Title VI of the Civil Rights Act of 1964, the Rehabilitation Act of 1973, the Age
Discrimination Act of 1975, the Americans with Disabilities Act, Section 1557 of the Affordable
Care Act, all other laws that apply to organizations that get federal funding, and any other laws
and rules that apply for any other reason.

If you want more information or have concerns about discrimination or unfair treatment:

e Call the Department of Health and Human Services, Office for Civil Rights at
1-800-368-1019. TTY users can call 1-800-537-7697. You can also visit
www.hhs.gov/ocr for more information.

C. Notice about nondiscrimination for Medi-Cal

We don’t discriminate or treat you differently because of your race, ethnicity, national origin,
color, religion, sex, age, mental or physical disability, health status, claims experience, medical
history, genetic information, evidence of insurability, or geographic location within the service
area. In addition, we don’t unlawfully discriminate, exclude people, or treat them differently
because of ancestry, ethnic group identification, gender identity, marital status, or medical
condition.

If you want more information or have concerns about discrimination or unfair treatment:

Call the Department of Health Care Services, Office for Civil Rights at 916-440-7370. TTY users
can call 711 (Telecommunications Relay Service). If you believe that you've been discriminated
against and want to file a discrimination grievance, contact HPSM’s Civil Rights Coordinator.
You can file a grievance in writing, in person, or electronically. Call HPSM’s Civil Rights
Coordinator at 1-888-576-7227, TTY 1-800-735-2929 or dial 7-1-1. You can also fill out a
complaint form or send to:

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Health Plan of San Mateo

Attn: HPSM Civil Rights Coordinator
801 Gateway Boulevard, Suite 100
South San Francisco, CA 94080

Complaint forms are available at: www.grievance.hpsm.org

If your grievance is about discrimination in the Medi-Cal program, you can also file a complaint
with the Department of Health Care Services, Office of Civil Rights, by phone, in writing, or
electronically:

e By phone: Call 916-440-7370. If you can’t speak or hear well, please call 711
(Telecommunications Relay Service).

e In writing: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

e Complaint forms are available at www.dhcs.ca.gov/Pages/Language Access.aspx.
o Electronically: Send an email to CivilRights@dhcs.ca.gov.

If you have a disability and need help accessing health care services or a provider, call the
CareAdvantage Unit. If you have a complaint, such as a problem with wheelchair access,
CareAdvantage can help.

D. Notice about Medicare as a second payer and Medi-Cal as a payer
of last resort

Sometimes someone else must pay first for the services we provide you. For example, if you're
in a car accident or if you're injured at work, insurance or Workers Compensation must pay first.

We have the right and responsibility to collect for covered Medicare services for which Medicare
isn’t the first payer.

We comply with federal and state laws and regulations relating to the legal liability of third
parties for health care services to members. We take all reasonable measures to ensure that
Medi-Cal is the payer of last resort.

Medi-Cal members must utilize all other health coverage (OHC) prior to Medi-Cal when the
same service is available under your health coverage since Medi-Cal is the payer of last resort.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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This means that in most cases, Medi-Cal will be the secondary payer to the Medicare OHC,
covering allowable costs not paid by our plan or other OHC up to the Medi-Cal rate.

E. Notice about Medi-Cal estate recovery

The Medi-Cal program must seek repayment from probated estates of certain deceased
members for Medi-Cal benefits received on or after their 55th birthday. Repayment includes
Fee-For-Service and managed care premiums/capitation payments for nursing facility services,
home and community-based services, and related hospital and prescription drug services
received when the member was an inpatient in a nursing facility or was receiving home and
community-based services. Repayment can’t exceed the value of a member’s probated estate.

To learn more, go to the Department of Health Care Services’ estate recovery website at
www.dhcs.ca.gov/er or call 916-650-0590.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Chapter 12: Definitions of important words

Introduction

This chapter includes key terms used throughout this Member Handbook with their definitions.
The terms are listed in alphabetical order. If you can’t find a term you’re looking for or if you
need more information than a definition includes, contact the CareAdvantage Unit.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Activities of daily living (ADL): The things people do on a normal day, such as eating, using
the toilet, getting dressed, bathing, or brushing teeth.

Administrative law judge: An Administrative Law Judge (ALJ) is a judge who hears and
decides cases involving government agencies. A judge that reviews a level 3 appeal.

AIDS drug assistance program (ADAP): A program that helps eligible individuals living with
HIV/AIDS have access to life-saving HIV medications.

Ambulatory surgical center: A facility that provides outpatient surgery to patients who don’t
need hospital care and who aren’t expected to need more than 24 hours of care.

Appeal: A way for you to challenge our action if you think we made a mistake. You can ask us
to change a coverage decision by filing an appeal. Chapter 9 of this Member Handbook
explains appeals, including how to make an appeal.

Balance billing: The practice where a provider bills a patient for the difference between the
provider’s full billed charges and the amount paid by the patient’s health plan.

Behavioral health: Refers to our emotional, psychological, and social well-being. In simpler
terms: It's about how we think, feel, and interact with others. It's an all-inclusive term referring to
mental health and substance use disorder services.

Biological product: A drug that’s made from natural and living sources like animal cells, plant
cells, bacteria, or yeast. Biological products are more complex than other drugs and can’t be
copied exactly, so alternative forms are called biosimilars. (See also “Original biological product”
and “Biosimilar”).

Biosimilar: A biological drug that’s very similar, but not identical, to the original biological
product. Biosimilars are as safe and effective as the original biological product. Some
biosimilars may be substituted for the original biological product at the pharmacy without
needing a new prescription. (Go to “Interchangeable biosimilar”).

Brand name drug: A drug that's made and sold by the company that originally made the drug.
Brand name drugs have the same ingredients as the generic versions of the drugs. Generic
drugs are usually made and sold by other drug companies and are generally not available until
the patent on the brand name drug has ended.

CareAdvantage Unit: A department in our plan responsible for answering your questions about
membership, benefits, grievances, and appeals. Refer to Chapter 2 of your Member Handbook
for more information about the CareAdvantage Unit.

Care manager: One main person who works with you, with the health plan, and with your care
providers to make sure you get the care you need.

Care plan: Refer to “Individualized care plan.”

Care team: Refer to “Interdisciplinary care team.”

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Catastrophic coverage stage: The stage in the Medicare Part D drug benefit where our plan
pays all costs of your drugs until the end of the year. You begin this stage when you (or other
qualified parties on your behalf) have spent $2,400 for Part D covered drugs during the year.
You pay nothing.

Centers for Medicare & Medicaid Services (CMS): The federal agency in charge of Medicare.
Chapter 2 of this Member Handbook explains how to contact CMS.

Community-Based Adult Services (CBAS): Outpatient, facility-based service program that
delivers skilled nursing care, social services, occupational and speech therapies, personal care,
family/caregiver training and support, nutrition services, transportation, and other services to
eligible members who meet applicable eligibility criteria.

Complaint: A written or spoken statement saying that you have a problem or concern about
your covered services or care. This includes any concerns about the quality of service, quality of
your care, our network providers, or our network pharmacies. The formal name for “making a
complaint” is “filing a grievance”.

Comprehensive outpatient rehabilitation facility (CORF): A facility that mainly provides
rehabilitation services after an iliness, accident, or major operation. It provides a variety of
services, including physical therapy, social or psychological services, respiratory therapy,
occupational therapy, speech therapy, and home environment evaluation services.

Copay: A fixed amount you pay as your share of the cost each time you get certain drugs. For
example, you might pay $2 or $5 for a drug.

Cost-sharing: Amounts you have to pay when you get certain drugs. Cost-sharing includes
copays.

Cost-sharing tier: A group of drugs with the same copay. Every drug on the List of Covered
Drugs (also known as the Drug List) is in one of two (2) cost-sharing tiers. In general, the higher
the cost-sharing tier, the higher your cost for the drug.

Coverage decision: A decision about what benefits we cover. This includes decisions about
covered drugs and services or the amount we pay for your health services. Chapter 9 of this
Member Handbook explains how to ask us for a coverage decision.

Covered drugs: The term we use to mean all of the prescription and over-the-counter (OTC)
drugs covered by our plan.

Covered services: The general term we use to mean all the health care, long-term services
and supports, supplies, prescription and over-the-counter drugs, equipment, and other services
our plan covers.

Cultural competence training: Training that provides additional instruction for our health care
providers that helps them better understand your background, values, and beliefs to adapt
services to meet your social, cultural, and language needs.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Daily cost- sharing rate: A rate that may apply when your doctor prescribes less than a full
month’s supply of certain drugs for you and you’re required to pay a copay. A daily cost-sharing
rate is the copay divided by the number of days in a month’s supply.

Here is an example: Let’s say the copay for your drug for a full month’s supply (a 30-day supply)
is $1.35. This means that the amount you pay for your drug is less than $0.05 per day. If you get
a seven-day supply of the drug, your payment is less than $0.05 per day multiplied by seven
days, for a total payment less than $0.35.

Department of Health Care Services (DHCS): The state department in California that
administers the Medicaid Program (known as Medi-Cal).

Department of Managed Health Care (DMHC): The state department in California responsible
for regulating most health plans. DMHC helps people with appeals and complaints about Medi-
Cal services. DMHC also conducts Independent Medical Reviews (IMR).

Disenrollment: The process of ending your membership in our plan. Disenroliment may be
voluntary (your own choice) or involuntary (not your own choice).

Drug Management Program (DMP): A program that helps make sure members safely use
prescription opioids and other frequently abused medications.

Drug tiers: Groups of drugs on our Drug List. Generic, brand name, or over-the-counter (OTC)
drugs are examples of drug tiers. Every drug on the Drug List is in one of 2 tiers.

Dual eligible special needs plan (D-SNP): Health plan that serves individuals who are eligible
for both Medicare and Medicaid. Our plan is a D-SNP.

Durable medical equipment (DME): Certain items your doctor orders for use in your own
home. Examples of these items are wheelchairs, crutches, powered mattress systems, diabetic
supplies, hospital beds ordered by a provider for use in the home, IV infusion pumps, speech
generating devices, oxygen equipment and supplies, nebulizers, and walkers.

Emergency: A medical emergency when you, or any other person with an average knowledge
of health and medicine, believe that you have medical symptoms that need immediate medical
attention to prevent death, loss of a body part, or loss of or serious impairment to a bodily
function (and if you’re a pregnant woman, loss of an unborn child). The medical symptoms may
be an iliness, injury, severe pain, or a medical condition that’s quickly getting worse.

Emergency care: Covered services given by a provider trained to give emergency services and
needed to treat a medical or behavioral health emergency.

Exception: Permission to get coverage for a drug not normally covered or to use the drug
without certain rules and limitations.

Excluded services: Services that aren’t covered by this health plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
=2 information, visit www.hpsm.org/careadvantage. 260



http://www.hpsm.org/careadvantage

?

CareAdvantage MEMBER HANDBOOK Chapter 12: Definitions of important words

Extra Help: Medicare program that helps people with limited incomes and resources reduce
Medicare Part D drug costs, such as premiums, deductibles, and copays. Extra Help is also
called the “Low-Income Subsidy”, or “LIS”.

Generic drug: A drug approved by the FDA to use in place of a brand name drug. A generic
drug has the same ingredients as a brand name drug. It's usually cheaper and works just as
well as the brand name drug.

Grievance: A complaint you make about us or one of our network providers or pharmacies. This
includes a complaint about the quality of your care or the quality of service provided by your
health plan.

Health Insurance Counseling and Advocacy Program (HICAP): A program that provides free
and objective information and counseling about Medicare. Chapter 2 of this Member Handbook
explains how to contact HICAP.

Health plan: An organization made up of doctors, hospitals, pharmacies, providers of long-term
services, and other providers. It also has care coordinators to help you manage all your
providers and services. All of them work together to provide the care you need.

Health risk assessment (HRA): A review of your medical history and current condition. It's
used to learn about your health and how it might change in the future.

Home health aide: A person who provides services that don’t need the skills of a licensed
nurse or therapist, such as help with personal care (like bathing, using the toilet, dressing, or
carrying out the prescribed exercises). Home health aides don’t have a nursing license or
provide therapy.

Hospice: A program of care and support to help people who have a terminal prognosis live
comfortably. A terminal prognosis means that a person has been medically certified as
terminally ill, meaning having a life expectancy of six months or less.

e An enrollee who has a terminal prognosis has the right to elect hospice.

e Aspecially trained team of professionals and caregivers provide care for the
whole person, including physical, emotional, social, and spiritual needs.

o We’re required to give you a list of hospice providers in your geographic area.

Improper/inappropriate billing: A situation when a provider (such as a doctor or hospital) bills
you more than our cost-sharing amount for services. Call the CareAdvantage Unit if you get any
bills you don’t understand.

Because we pay the entire cost for your services, you don’t owe any cost-sharing. Providers
shouldn’t bill you anything for these services.

In-Home Supportive Services (IHSS): The IHSS Program will help pay enrolled care providers
for services provided to you so that you can remain safely in your own home. IHSS is an

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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alternative to out-of-home care, such as nursing homes or board and care facilities. To receive
services, an assessment is conducted to determine which types of services may be authorized
for each participant based on their needs. The types of services which can be authorized
through IHSS are housecleaning, meal preparation, laundry, grocery shopping, personal care
services (such as bowel and bladder care, bathing, grooming and paramedical services),
accompaniment to medical appointments, and protective supervision for the mentally impaired.
County social service agencies administer IHSS.

Independent Medical Review (IMR): If we deny your request for medical services or treatment,
you can make an appeal. If you disagree with our decision and your problem is about a Medi-
Cal service, including DME supplies and drugs, you can ask the California Department of
Managed Health Care for an IMR. An IMR is a review of your case by experts who aren’t part of
our plan. If the IMR decision is in your favor, we must give you the service or treatment you
asked for. You pay no costs for an IMR.

Independent review organization (IRO): An independent organization hired by Medicare that
reviews a level 2 appeal. It isn’t connected with us and isn’t a government agency. This
organization decides whether the decision we made is correct or if it should be changed.
Medicare oversees its work. The formal name is the Independent Review Entity.

Individualized care plan (ICP or Care Plan): A plan for what services you’ll get and how you’ll
get them. Your plan may include medical services, behavioral health services, and long-term
services and supports.

Initial coverage stage: The stage before your total Medicare Part D drug expenses reach
$2,400. This includes amounts you paid, what our plan paid on your behalf, and the low-income
subsidy. You begin in this stage when you fill your first prescription of the year. During this stage,
we pay part of the costs of your drugs, and you pay your share.

Inpatient: A term used when you’re formally admitted to the hospital for skilled medical
services. If you’re not formally admitted, you may still be considered an outpatient instead of an
inpatient even if you stay overnight.

Integrated D-SNP: A dual-eligible special needs plan that covers Medicare and most or all
Medicaid services under a single health plan or affiliated health plans for certain groups of
individuals eligible for both Medicare and Medicaid. These individuals are known as full-benefit
dually eligible individuals.

Interchangeable biosimilar: A biosimilar that may be substituted at the pharmacy without
needing a new prescription because it meets additional requirements about the potential for
automatic substitution. Automatic substitution at the pharmacy is subject to state law.

Interdisciplinary care team (ICT or care team): A care team may include doctors, nurses,
counselors, or other health professionals who are there to help you get the care you need. Your
care team also helps you make a care plan.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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List of Covered Drugs (Drug List): A list of prescription and over-the-counter (OTC) drugs we
cover. We choose the drugs on this list with the help of doctors and pharmacists. The Drug List
tells you if there are any rules you need to follow to get your drugs. The Drug List is sometimes
called a “formulary”.

Long-term services and supports (LTSS): Long-term services and supports help improve a
long-term medical condition. Most of these services help you stay in your home so you don’t
have to go to a nursing facility or hospital. LTSS covered by our plan include Community-Based
Adult Services (CBAS), also known as adult day health care, Nursing Facilities (NF), and
Community Supports. IHSS and 1915(c) waiver programs are Medi-Cal LTSS provided outside
our plan.

Low-income subsidy (LIS): Refer to “Extra Help”

Mail-order program: Some plans may offer a mail-order program that allows you to get up to a
three-month supply of your covered prescription drugs sent directly to your home. This may be a
cost-effective and convenient way to fill prescriptions you take regularly.

Medicaid (or Medical Assistance): A program run by the federal government and the state that
helps people with limited incomes and resources pay for long-term services and supports and
medical costs. Medi-Cal is the Medicaid program for the State of California.

Medi-Cal: This is the name of California Medicaid program. Medi-Cal is managed by the state
and is paid for by the state and the federal government.

e It helps people with limited incomes and resources pay for long-term services
and supports and medical costs.

e |t covers extra services and some drugs not covered by Medicare.

e Medicaid programs vary from state to state, but most health care costs are
covered if you qualify for both Medicare and Medi-Cal.

Medi-Cal plans: Plans that cover only Medi-Cal benefits, such as long-term services and
supports, medical equipment, and transportation. Medicare benefits are separate.

Medically necessary: This describes services, supplies, or drugs you need to prevent,
diagnose, or treat a medical condition or to maintain your current health status. This includes
care that keeps you from going into a hospital or nursing facility. It also means the services,
supplies, or drugs meet accepted standards of medical practice.

Medicare: The federal health insurance program for people 65 years of age or older, some
people under age 65 with certain disabilities, and people with end-stage renal disease
(generally those with permanent kidney failure who need dialysis or a kidney transplant). People
with Medicare can get their Medicare health coverage through Original Medicare or a managed
care plan (refer to “Health plan”).

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Medicare Advantage: A Medicare program, also known as “Medicare Part C” or “MA”, that
offers MA plans through private companies. Medicare pays these companies to cover your
Medicare benefits.

Medicare Appeals Council (Council): A council that reviews a level 4 appeal. The Council is
part of the Federal government.

Medicare-covered services: Services covered by Medicare Part A and Medicare Part B. All
Medicare health plans, including our plan, must cover all the services covered by Medicare
Part A and Medicare Part B.

Medicare Diabetes Prevention Program (MDPP): A structured health behavior change
program that provides training in long-term dietary change, increased physical activity, and
strategies for overcoming challenges to sustaining weight loss and a healthy lifestyle.

Medicare-Medi-Cal enrollee: A person who qualifies for Medicare and Medicaid coverage. A
Medicare- Medicaid enrollee is also called a “dually eligible individual”.

Medicare Part A: The Medicare program that covers most medically necessary hospital, skilled
nursing facility, home health, and hospice care.

Medicare Part B: The Medicare program that covers services (such as lab tests, surgeries, and
doctor visits) and supplies (such as wheelchairs and walkers) that are medically necessary to
treat a disease or condition. Medicare Part B also covers many preventive and screening
services.

Medicare Part C: The Medicare program, also known as “Medicare Advantage” or “MA”, that
lets private health insurance companies provide Medicare benefits through an MA Plan.

Medicare Part D: The Medicare drug benefit program. We call this program “Part D” for short.
Medicare Part D covers outpatient drugs, vaccines, and some supplies not covered by Medicare
Part A or Medicare Part B or Medicaid. Our plan includes Medicare Part D.

Medicare Part D drugs: Drugs covered under Medicare Part D. Congress specifically excludes
certain categories of drugs from coverage under Medicare Part D. Medicaid may cover some of
these drugs.

Medication Therapy Management (MTM): A Medicare Part D program for complex health
needs provided to people who meet certain requirements or are in a Drug Management
Program. MTM services usually include a discussion with a pharmacist or health care provider
to review medications. Refer to Chapter 5 of this Member Handbook for more information.

Medi-Medi Plan: A Medi-Medi Plan is a type of Medicare Advantage plan. It's for people who
have both Medicare and Medi-Cal, and combines Medicare and Medi-Cal benefits into one plan.
Medi-Medi Plans coordinate all benefits and services across both programs, including all
Medicare and Medi-Cal covered services.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Member (member of our plan, or plan member): A person with Medicare and Medi-Cal who
qualifies to get covered services, who has enrolled in our plan, and whose enroliment has been
confirmed by the Centers for Medicare & Medicaid Services (CMS) and the state.

Member Handbook and disclosure information: This document, along with your enrollment
form and any other attachments, or riders, which explain your coverage, what we must do, your
rights, and what you must do as a member of our plan.

Network pharmacy: A pharmacy (drug store) that agreed to fill prescriptions for our plan
members. We call them “network pharmacies” because they agreed to work with our plan. In
most cases, we cover your prescriptions only when filled at one of our network pharmacies.

Network provider: Are providers who work with our plan. These providers agree to accept our
payment as full payment. Network providers bill us directly for care they give you. When you use
a network provider, you usually pay nothing for covered services. “Provider” is the general term
we use for doctors, nurses, and other people who give you services and care. The term also
includes hospitals, home health agencies, clinics, and other places that give you health care
services, medical equipment, and long-term services and supports.

Nursing home or facility: A facility that provides care for people who can’t get their care at
home but don’t need to be in the hospital.

Ombudsperson: An office in your state that works as an advocate on your behalf. They can
answer questions if you have a problem or complaint and can help you understand what to do.
The ombudsperson’s services are free. You can find more information in Chapters 2 and 9 of
this Member Handbook.

Organization determination: Our plan makes an organization determination when we, or one
of our providers, decide about whether services are covered or how much you pay for covered
services. Organization determinations are called “coverage decisions”. Chapter 9 of this
Member Handbook explains coverage decisions.

Original biological product: A biological product that has been approved by the FDA and
serves as the comparison for manufacturers making a biosimilar version. It’s also called a
reference product.

Original Medicare (traditional Medicare or fee-for-service Medicare): The government offers
Original Medicare. Under Original Medicare, services are covered by paying doctors, hospitals,
and other health care providers amounts that Congress determines.

e You can use any doctor, hospital, or other health care provider that accepts
Medicare. Original Medicare has two parts: Medicare Part A (hospital insurance)
and Medicare Part B (medical insurance).

e Original Medicare is available everywhere in the United States.

e If you don’t want to be in our plan, you can choose Original Medicare

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Out-of-network pharmacy: A pharmacy that hasn’t agreed to work with our plan to coordinate
or provide covered drugs to members of our plan. Our plan doesn’t cover most drugs you get
from out-of-network pharmacies unless certain conditions apply.

Out-of-network provider or Out-of-network facility: A provider or facility that isn’t employed,
owned, or operated by our plan and isn’'t under contract to provide covered services to members
of our plan. Chapter 3 of this Member Handbook explains out-of-network providers or facilities.

Out-of-pocket costs: The cost- sharing requirement for members to pay for part of the services
or drugs they get is also called the “out-of-pocket” cost requirement. Refer to the definition for
“cost-sharing” above.

Over-the-counter (OTC) drugs: Over-the-counter drugs are drugs or medicines that a person
can buy without a prescription from a health care professional.

Part A: Refer to “Medicare Part A.”
Part B: Refer to “Medicare Part B.”
Part C: Refer to “Medicare Part C.”
Part D: Refer to “Medicare Part D.”
Part D drugs: Refer to “Medicare Part D drugs.”

Personal health information (also called Protected health information) (PHI): Information
about you and your health, such as your name, address, social security number, physician
visits, and medical history. Refer to our Notice of Privacy Practices for more information about
how we protect, use, and disclose your PHI, as well as your rights with respect to your PHI.

Preventive services: Health care to prevent iliness or detect iliness at an early stage, when
treatment is likely to work best (for example, preventive services include Pap tests, flu shots,
and screening mammograms).

Primary care provider (PCP): The doctor or other provider you use first for most health
problems. They make sure you get the care you need to stay healthy.

e They also may talk with other doctors and health care providers about your care
and refer you to them.

¢ In many Medicare health plans, you must use your primary care provider before
you use any other health care provider.

e Refer to Chapter 3 of this Member Handbook for information about getting care
from primary care providers.

Prior authorization (PA): An approval you must get from us before you can get a specific
service or drug or use an out-of-network provider. Our plan may not cover the service or drug if
you don’t get approval first.

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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Our plan covers some network medical services only if your doctor or other network provider
gets PA from us.

e Covered services that need our plan’s PA are marked in Chapter 4 of this
Member Handbook.

Our plan covers some drugs only if you get PA from us.

e Covered drugs that need our plan’s PA are marked in the List of Covered Drugs
and the rules are posted on our website.

Program of All-Inclusive Care for the Elderly (PACE): A program that covers Medicare and
Medicaid benefits together for people age 55 and over who need a higher level of care to live at
home.

Prosthetics and orthotics: Medical devices ordered by your doctor or other health care
provider that include, but aren’t limited to, arm, back, and neck braces; artificial limbs; artificial
eyes; and devices needed to replace an internal body part or function, including ostomy
supplies and enteral and parenteral nutrition therapy.

Providers: Are doctors, nurses, and other people who give you services and care and are
licensed by the state. Providers also include hospitals, home health agencies, clinics, and other
places that give you health care services, behavioral health services, medical equipment, and
certain LTSS.

Quality improvement organization (QIO): A group of doctors and other health care experts
who help improve the quality of care for people with Medicare. The federal government pays the
QIO to check and improve the care given to patients. Refer to Chapter 2 of this Member
Handbook for information about the QIO.

Quantity limits: A limit on the amount of a drug you can have. We may limit the amount of the
drug that we cover per prescription.

Real Time Benefit Tool: A portal or computer application in which enrollees can look up
complete, accurate, timely, clinically appropriate, enrollee-specific covered drugs and benefit
information. This includes cost-sharing amounts, alternative drugs that may be used for the
same health condition as a given drug, and coverage restrictions (prior authorization, step
therapy, quantity limits) that apply to alternative drugs.

Referral: A referral is your primary care provider’s (PCP’s) or our approval to use a provider
other than your PCP. If you don’t get approval first, we may not cover the services. You don't
need a referral to use certain specialists, such as women’s health specialists. You can find more
information about referrals in Chapters 3 and 4 of this Member Handbook.

Rehabilitation services: Treatment you get to help you recover from an iliness, accident, or
major operation. These services include inpatient rehabilitation care, physical therapy

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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(outpatient), speech and language therapy, and occupational therapy. Refer to Chapter 4 of this
Member Handbook to learn more about rehabilitation services.

Sensitive services: Services related to mental or behavioral health, sexual and reproductive
health, family planning, sexually transmitted infections (STls), HIV/AIDS, sexual assault and
abortions, substance use disorder, gender affirming care, and intimate partner violence.

Service area: A geographic area where a health plan accepts members if it limits membership
based on where people live. For plans that limit which doctors and hospitals you may use, it's
generally the area where you can get routine (non-emergency) services. Only people who live in
our service area can enroll in our plan.

Share of cost: The portion of your health care costs that you may have to pay each month
before your benefits become effective. The amount of your share of cost varies depending on
your income and resources.

Skilled nursing facility (SNF): A nursing facility with the staff and equipment to give skilled
nursing care and, in most cases, skilled rehabilitative services and other related health services.

Skilled nursing facility (SNF) care: Skilled nursing care and rehabilitation services provided
on a continuous, daily basis, in a skilled nursing facility. Examples of skilled nursing facility care
include physical therapy or intravenous (1V) injections that a registered nurse or a doctor can
give.

Specialist: A doctor who treats certain types of health care problems. For example, an
orthopedic surgeon treats broken bones; an allergist treats allergies; and a cardiologist treats
heart problems. In most cases, a member will need a referral from their PCP to go to a
specialist.

Specialized pharmacy: Refer to Chapter 5 of this Member Handbook to learn more about
specialized pharmacies.

State hearing: If your doctor or other provider asks for a Medi-Cal service that we won’t
approve, or we won’t continue to pay for a Medi-Cal service you already have, you can ask for a
State Hearing. If the State Hearing is decided in your favor, we must give you the service you
asked for.

Step therapy: A coverage rule that requires you to try another drug before we cover the drug
you ask for.

Supplemental Security Income (SSI): A monthly benefit Social Security pays to people with
limited incomes and resources who are disabled, blind, or age 65 and over. SSI benefits aren’t
the same as Social Security benefits.

Urgently needed care: Care you get for an unforeseen illness, injury, or condition that isn’t an
emergency but needs care right away. You can get urgently needed care from out-of-network

providers when you can’t get to them because given your time, place, or circumstances, it isn’t
possible, or it's unreasonable to get services from network providers (for example when you're

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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outside our plan’s service area and you require medically needed immediate services for an
unseen condition but it isn’t a medical emergency).

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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CareAdvantage

CALL 1-866-880-0606

Calls to this number are free. Hours are Monday through Sunday,
8:00 a.m. to 8:00 p.m.

CareAdvantage also has free language interpreter services
available for non-English speakers.

TTY 1-800-735-2929 or dial 7-1-1

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free. Hours are Monday through Sunday,
8:00 a.m. to 8:00 p.m.

FAX (650) 616-2190

WRITE Health Plan of San Mateo
Attn: CareAdvantage Unit
801 Gateway Blvd., Suite 100
South San Francisco, CA 94080

Email: CareAdvantageSupport@hpsm.org

WEBSITE www.hpsm.org/careadvantage

PRA Disclosure Statement According to the Paperwork Reduction Act of 1995, no persons are
required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1444. If you have
comments or suggestions for improving this form, write to: CMS, 7500 Security Boulevard, Attn:
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850

If you have questions, please call CareAdvantage at 1-866-880-0606, TTY 1-800-735-2929 or
w I dial 7-1-1, Monday through Sunday, 8:00 a.m. to 8:00 p.m. The call is free. For more
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