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L.A. Care Medicare Plus (HMO D-SNP) Member Handbook
January 1, 2025 - December 31, 2025
Your Health and Drug Coverage under L.A. Care Medicare Plus

Member Handbook Introduction

This Member Handbook, otherwise known as the Evidence of Coverage, tells you about
your coverage under our plan through December 31, 2025. It explains health care services,
behavioral health (mental health and substance use disorder) services, prescription drug
coverage, and long-term services and supports. Key terms and their definitions appear in
alphabetical order in Chapter 12 of your Member Handbook.

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

ni ni

When this Member Handbook says “we, “us,”“our,” or “our plan,” it means L.A. Care Medicare Plus.

This document is available for free in Arabic, Armenian, Chinese, Punjabi, Hindi, Hmong,
Japanese, Korean, Laotian, Mien, Cambodian, Farsi, Russian, Spanish, Tagalog, Thai, Ukrainian
and Vietnamese.

You can get this document for free in other formats, such as large print, braille, and/or audio
by calling Member Services at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week,
including holidays. The call is free.

You can ask that we always send you information in the language or format you need. This

is called a standing request. We will keep track of your standing request so you do not need
to make separate requests each time we send you information. To get this documentin a
language other than English and/or in an alternate format, please contact Member Services at
(833) 522-3767,TTY: 711, 24 hours a day, 7 days a week, including holidays. A representative
can help you make or change a standing request.

* English Tagline
ATTENTION: If you need help in your language, call
1-833-522-3767 (TTY: 711). Aids and services for
people with disabilities, like documents in braille and
large print, are also available. Call 1-833-522-3767
(TTY: 711). These services are free.

OMB Approval 0938-1444 (Expires: June 30, 2026)
If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 1
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Aoy jally laddl (Arabic) <
2 Jatld celialy 3ac Lol L.;\ Caaial 1) sluisy @)é
1-833-522-3767 (TTY: 711). Claclowall Woal i g5
45y yhay 4 giSall Clatiaall Jie ABle Y 5 93 GaladM cileadldl
1-833-522-3767- J=il . Sl adll 5 Ly 0 (TTY: 711). 02a
dilae Gleaadll,

% Zuytipkt whwnwl (Armenian)
NhTUMNR(E3NPL: Gpl 2tq oqunipniu k
hwplwynp tp 1kqyny, quuquhwpbp
1-833-522-3767 (TTY: 711): Ywl twl odwtinuy
Uhongubp nt Swnwnipniutitp hwydwtinuudnipmiu
niubkgnn wtdwug hwdwp, ophttwly” Fpuygh
qpunhwny ni jpnonputnun nuyyugpyus uniphp:
Quiiquhwiptp 1-833-522-3767 (TTY: 711): Ujy
dwnuwjnipnLutbpt wtddwn tu:

% B SCAR1E (Chinese)
AR R SEED GBS, - F80h
1-833-522-3767 (TTY: 711) o S54NAFRALEHEE A
TAVERBIAIARSS - B0 E SR R R AR ] 13
H S5 (EE R AT - 1%L 1-833-522-3767 (TTY: 711)
o XECAR S HEN R R DY o

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 2
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< YAt 29S8 S (Punjabi)

e SfS: H 3T% WUEl ST 2fd Hee ©f 83 J
3T IS J9 1-833-522-3767 (TTY:711). WU R
S8 ATTE3™ W3 Aee, FrﬁfafaéEWBﬂéraréreﬁd
TH3<, éT@UBEIUcJM IS S 1-833-522-3767
(TTY: 711). T8I AS< HE3 IS |

< &Y Sarearsa (Hindi)

AT &: 3R AR AT HWT A Ter—Idr &
3-TI?—TQI'€IEI"»_<-IT e dr1 -833-522-3767 (TTY: 711) W
el Y| AT aTet ool & oITQ Herda
3R 99T, é@ﬂiﬂﬁ?@ﬂ?ﬁ:ﬁraﬂqadlqm
SUSY &1 1-833-522-3767 (TTY: 711) UX hiel
| A Jaw Al g

** Nge Lus Hmoob Cob (Hmong)
CEEB TOOM: Yog koj xav tau kev pab txhais koj hom
lus hu rau 1-833-522-3767 (TTY: 711). 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 1-833-522-3767
(TTY:711). Cov kev pab cuam no yog pab dawb xwb.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 3
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2 El Zliﬁ iC (Japanese)
2 HAGE CORLDE 725413 1-833-522-3767
(TTY 71) ~BEEL7Z I, ,m% DE R F-D
JERFR7E, ERWERBELD DD —
E2AHHE L TWET, 1-833-522-3767 (TTY: 711)
SEEES T2 &V, 2B O — A TR T
LTV ET,

& Sl=rof B 12}2] (Korean)
Folabak: F5te] doj R Eag wm oAy
1-833-522-3767 (TTY:711) HOo 2 &
A2 2ae g 2 st go] Fo
l‘i—gg St = 3 A H| A% o] 8 Ts iy T
1-833-522-3767 (TTY: 711) HLCLE o
olg g Myl At B R 2 AlTH U

1o,

ol

—‘_l

>,
Pl
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X2 CCU)‘.T) QWITFI90 (Laotlan)
UEMI0:; 1?"7U)‘)DC’)&‘DD‘)‘)D&')O‘)DQOE)CU)S?D&)‘)%‘) _
2891 INYICL 1-833-522-3767 (TTY:711), ©9L
©990Q08CMYCCIFNIVVINIVTIDVOVWNIV
CQUCONFTIMNCUVONTDVVLYCILLIOWD
Twe lolnmacy 1-833-522-3767 gZTTY 711). NIV
LINIVCMIVVAOIDYCION (978 {0

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 4
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% Mien Tagline (Mien)
LONGC HNYOUV JANGX LONGX OC: Beiv taux meih
giemx longc mienh tengx faan benx meih nyei waac
nor douc waac daaih lorx taux 1-833-522-3767
(TTY:711). Liouh lorx jauvlouc tengx aengx caux nzie
gong bun taux ninh mbuo wuaaic fangx mienh, beiv
taux longc benx nzangc-pokc bun hluo mbiutc aengx
caux aamz mborqgv benx domh sou se mbenc nzoih
bun longc. Douc waac daaih lorx 1-833-522-3767
(TTY:711). Naaiv deix nzie weih gong-bou jauv-louc
se benx wang-henh tengx mv zuqc cuotv nyaanh oc.

< Ny mmm ﬁﬂiBi (Cambodian)
GONS ﬁjﬁﬁ {0l mmStﬁ M IUTSHN JY
GifuRIgHIUS 1-833-522-3767 (TTY: 711)1 (IS
SH iﬁmﬁﬁ fUTHIU 08 m‘mi uﬁm{]ﬁﬁmﬁjﬁﬁjim
HAEPR AU, AUTNUNS AMRARA UNAANIFUTESIN
Hﬁjﬁﬂﬁﬁ AHGIRNSHRIET giﬁjﬂHﬁIWZ
1-833-522-3767 (TTY: 711)“] iﬁjﬁ‘ﬁﬁmms 68
ARG
(Farsi) (= ol 43 clha &
L eani€ il 50 S 2 gl 4wl i e Kl s
1-833-522-3767 (TTY: 711) Sled 5 lacSS 3y 150 Ll
g%\%}dﬁﬁagummsu ¢l glaa (gl Hla 2 ) ya pnda
1-833-522-3767 L .ol 353 50 i oS i a
(TTY: 711) 2 sdoe 45 9801 ladd ol 2,80 G,

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 5
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¢ Pycckun cnoraH (Russian)
BHUMAHWE! Ecnn Bam Hy>KHa nomoLb Ha Ballem
POAHOM A3blKe, 3BOHUTE NO HOMepY
1-833-522-3767 (TTY: 711). Takke NpegoCTaBNAIOTCA
cpencTsa v ycnyru gns nogein ¢ orpaHNYeHHbIMA
BO3MO>KHOCTAMM, HANpPUMep AOKYMEHTbI KPYMHbIM
wpudpTom nnm wpudTtom bpamna. 3BoHUTE NO
HoMmepy 1-833-522-3767 (TTY: 711). Takue ycnyru
npeaocTaBnATCcA 6ecnnartHo.

* Mensaje en espanol (Spanish)
ATENCION: si necesita ayuda en su idioma, llame al
1-833-522-3767 (TTY: 711). También ofrecemos
asistencia y servicios para personas con
discapacidades, como documentos en braille y con
letras grandes. Llame al 1-833-522-3767 (TTY: 711).
Estos servicios son gratuitos.

+ Tagalog Tagline (Tagalog)
ATENSIYON: Kung kailangan mo ng tulong sa iyong
wika, tumawag sa 1-833-522-3767 (TTY: 711).
Mayroon ding mga tulong at serbisyo para sa mga taong
may kapansanan, tulad ng mga dokumento sa braille
at malaking print. Tumawag sa 1-833-522-3767
(TTY:711). Libre ang mga serbisyong ito.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 6
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< un'launrwInga (Thai)
Tsansu: naadasnIsANNmIadaLiun1
2adAn NTUN INTANW LA eaa 1-833-522-3767
(TTY: 711) uanannil fawsanlrianuanlanasiinng
619 9 SUFUUAARNIAINNANNIT LU Lan&T6NY 9 A
udnssiusaduasianssiiuvidiadmanasaua e
AT InsAwildvinuneaa 1-833-522-3767
(TTY: 711) LA TdIr a8 1niuuinsiuanid

» MpumiTtka ykpaiHcbKoto (Ukrainian)
YBAI'A! Akwo Bam noTpibHa gonomora BaLloio
pigHOI0 MOBOIO, TeNnedOHYNTe Ha HOMep
1-833-522-3767 (TTY: 711). JTioan 3 obmexxeHnmun
MOXKJTIMBOCTAMM TaKOXK MOXYTb CKOPUCTATUCA
LOMOMIPKHUMM 3acobamMmm Ta NOCyraMu, Hanpuknag,
OTPUMATN AOKYMEHTU, HaQPYKOBaHiI WwpudTom bpannsa
Ta BeNMKUM Wwpudtom. TenepoHynTe Ha HOMep
1-833-522-3767 (TTY: 711). Lli nocnyrn 6e3KOLWTOBHI.

< Khau hiéu tiéng Viét (Viethamese)
CHU Y: Néu quy vi can trg giup bang ngén ngir clia
minh, vui long goi s6 1-833-522-3767 (TTY: 711).
Chung t6i cting ho tro va cung cap cac dich vu danh
cho ngudi khuyét tat, nhu tai liéu bang chi noi Braille va
chirkho 16n (chit hoa). Vui long goi s6 1-833-522-3767
(TTY: 711). Cac dich vu nay déu mién phi.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 7
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Other languages

You can get this Member Handbook and other plan
materials in other languages at no cost to you. L.A. Care
Medicare Plus provides written translations from qualified
translators. Call 1-833-522-3767 (TTY:711). The call is
free. Refer to your 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 other formats such as
braille, 20-point font large print, audio, and accessible
electronic formats at no cost to you. Call 1-833-522-3767
(TTY:711).The call is free.

Interpreter services

L.A. Care Medicare Plus provides oral interpretation
services, including sign language, from a qualified
interpreter, on a 24-hour basis, at no cost to you.

You do not have to use a family member or friend as

an interpreter. We discourage the use of minors as
interpreters unless it is an emergency. Interpreter,
linguistic, and cultural services are available for free. Help
is available 24 hours a day, 7 days a week. For help in your
language, or to get this Member Handbook in a different
language, call 1-833-522-3767 (TTY:711).The call is free.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 8
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and Medi-Cal to provide benefits of both programs to enrollees. Enroliment in L.A. Care
Medicare Plus depends on contract renewal.

++ Coverage under L.A. Care Medicare Plus is qualifying health coverage called “minimum
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Chapter 1: Getting started as a member

Introduction

This chapter includes information about L.A. Care Medicare Plus, 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 will
get from us. Key terms and their definitions appear in alphabetical order in the last chapter of
your Member Handbook.

Table of Contents
A, Welcome t0 OUN PlaN. . ..o e e e e e e e e e n
B. Information about Medicareand Medi-Cal............coiiiiiiiiii i n
R 1Y =T o P n
B2, Medi-Cal. .o e e n
C. Advantages of OUr Plan . ...t e e e e 12
D. OUr Plan’s SEIVICE @rBa .. ..t vttt ettt et ettt et e e e e e aa e 13
E. What makes you eligibletobeaplanmember ........ ... .. i 13
F. What to expect when you first joinour healthplan................. .o it 13
G. Yourcareteam and care Plan. . .....o.iiii i e e e e 14
O IR 1= (= o PPN 14
G2, Qare PlaN . o e 15
H. Your monthly costs for L.A. Care Medicare Plus. ...........ccoiiiiiiiiiiiiiiiiiiiinenen. 15
HT. Plan premium . ... e e e e e 15
H2. Monthly Medicare Part B Premium ... . ... 16
H3. Optional Supplemental Benefit Premium. ........ ..ot 16
H4. Medicare Prescription Payment Amount ......... .ot 16
[ YOour Member HandbOOK. . ... e et e e e 16
J. Otherimportantinformationyou getfromus............oiiiiiiiiiiii ... 17
JI.YoUr Member ID Card .. ...t e e e e 17
J2. Provider and Pharmacy DireCtory . ........ouuu o ittt eiennennens 18
J3.LiSt Of COVEIed DIUGS. . . . ..o ettt et et e e et ettt et 19
JA. The EXplanation OF BENEFits . .. ........uuue ettt et ettt eieaennans 19
K. Keeping your membershiprecorduptodate...........ooviiiiiiiiiiiiiiiiiiiinnnns. 20
K1. Privacy of personal health information (PHI) ........... ... .o i, 20

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 10
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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.

L.A. Care Medicare Plus is a Medicare Medi-Cal Plan (MMP or Medi-Medi plan), which is an
Exclusively Aligned Enrollment Dual Eligible Special Needs Plan offered by L.A. Care Health Plan.

L.A. Care Health Plan is a public entity whose official name is the Local Initiative Health
Authority for Los Angeles County. L.A. Care Health Plan is an independent, publicly managed
health plan, licensed by the State of California. L.A. Care Health Plan works with doctors,
clinics, hospitals, and other providers to offer you quality health care services.

B. Information about Medicare and Medi-Cal
B1. Medicare
Medicare is the federal health insurance program for:
« people 65 years of age or over,
« some people under age 65 with certain disabilities, and
« 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 Managed Long-Term Services and Supports (MLTSS) and medical costs. It
covers extra services and drugs not covered by Medicare.

Each state decides:
e what counts as income and resources,
« whoiseligible,
« what services are covered, and

« the cost for services.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
o visit medicare.lacare.org. n
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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:

« we choose to offer the plan, and
» 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 is not affected.

C. Advantages of our plan

You will now get all your covered Medicare and Medi-Cal services from our plan, including
prescription drugs. You do not 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:

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

« 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.

« 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.

« You're able to direct your own care with help from your care team and Care Manager.

« 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.

New members to L.A. Care Medicare Plus: In most instances you will be enrolled in L.A. Care
Medicare Plus for your Medicare benefits the 1st day of the month after you request to be
enrolled in L.A. Care Medicare Plus. You may still receive your Medi-Cal services from your
previous Medi-Cal health plan for one additional month. After that, you will receive your
Medi-Cal services through L.A. Care Medicare Plus. There will be no gap in your Medi-Cal
coverage. Please call us at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including
holidays if you have any questions.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 12
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D. Our plan’s service area
Our service area includes these counties in California, Los Angeles County.
Only people who live in our service area can join our plan.

You cannot stay in our plan if you move outside of our service area. Refer to Chapter 8 of your
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 are eligible for our plan as long as you:

« live in our service area (incarcerated individuals are not considered living in the service
area even if they are physically located in it), and

« areage 21 and older at the time of enrollment, and

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

« are a United States citizen or are lawfully present in the United States, and
 are currently eligible for Medi-Cal.

If you lose Medi-Cal eligibility but can be expected to regain it within 3 months then you are
still eligible for our plan.

Call Member Services 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 send you more information about this HRA.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 13
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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 are not in our network. We call this continuity of care. If they are 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:

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

« 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 enrollment in our plan.

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

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
1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays. If you are
at risk of harm, we must respond within 3 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 rental and have a network provider deliver the rental.
Although you cannot 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 will need to use doctors and other providers

in the L.A. Care Medicare Plus network that are affiliated with your primary care provider’s
medical group, unless we make an agreement with your out-of-network doctor. A network
provider is a provider who works with the health plan. When you select a primary care
provider (PCP), you will be assigned to the medical group affiliated with that provider. A
primary care provider is the doctor or other provider you see first for most health problems. A
medical group is an association of PCPs and specialists created to provide coordinated health
services. Refer to Chapter 3 of your 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, or other health person that you choose.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 14
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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:
« your personal health care goals and preferences, and
« 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
based on your responses on the HRA, and any other information you share with your care
team. Your care team works with you to update your care plan at least every year, or more
often if your needs change. If you decide to not participate in your care plan or your Care
Manager is not able to reach you, a Care Plan will be created for you.

H. Your monthly costs for L.A. Care Medicare Plus
Your costs may include the following:

e Plan premium (Section H1)

« Monthly Medicare Part B Premium (Section H2)

« Optional Supplemental Benefit Premium (Section H3)

« Medicare Prescription Payment Plan Amount (Section H4)
In some situations, your plan premium could be less.
H1. Plan premium

You do not have a premium for this plan based on the level of Extra Help you receive.

Extra Help is a Medicare program that helps people with limited incomes and resources
reduce Medicare Part D prescription drug costs, such as premiums, deductibles, and copays.
Extra Help is also called the “Low-Income Subsidy,” or “LIS”

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 15
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H2. Monthly Medicare Part A and Part B Premium

Some members are required to pay other Medicare premiums. As explained in Section E
above, in order to be eligible for our plan, you must maintain your eligibility for Medi-Cal
as well as have both Medicare Part A and Medicare Part B. For most L.A. Care Medicare
Plus members, Medi-Cal pays for your Medicare Part A premium (if you don't qualify for it
automatically) and for your Medicare Part B premium.

If Medi-Cal is not paying your Medicare premiums for you, you must continue to pay
your Medicare premiums to remain a member of the plan. This includes your premium for
Medicare Part B. It may also include a premium for Medicare Part A which affects members
who aren’t eligible for premium free Medicare Part A. In addition, please contact Member
Services or your care coordinator and inform them of this change.

H3. Optional Supplemental Benefit Premium

If you signed up for extra benéefits, also called “optional supplemental benefits,” then you pay
additional premium each month for these extra benefits. Refer to Chapter 4, Section E for details.

H4. Medicare Prescription Payment Amount

If you're participating in the Medicare Prescription Payment Plan, you'll get a bill from your
plan for your prescription 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 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.

I. Your Member Handbook

Your 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 your
Member Handbook or call 1-800-MEDICARE (1-800-633-4227).

You can ask for a Member Handbook by calling Member Services 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 are enrolled in our plan between January 1, 2025
and January 31, 2025.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 16
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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 Formulary.

J1. Your Member ID Card

Under our plan, you have one card for your Medicare and Medi-Cal services, including 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:

If your Member ID Card is damaged, lost, or stolen, call Member Services at the number at the
bottom of the page right away. We will send you a new card.

As long as you are a member of our plan, you do not 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. Refer to Chapter 7 of
your 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:

« Specialty Mental Health
e Substance Use Disorder
+ Medical-Cal Rx

« As best practice bring both cards to access your services

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 17
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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 Member Services 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 Directory lists health care professionals (such as doctors, nurse practitioners, and
psychologists), facilities (such as hospitals or clinics), and support providers (such as Adult Day
Health and Home Health providers) that you may see as a L.A. Care Medicare Plus member.
We also list the pharmacies that you may use to get your prescription drugs. Contact Member
Services for information about network providers, such as name, address, telephone numbers,
professional qualifications, specialty, medical school attended, residency completion and
board certification status.

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 MLTSS, 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 18


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 1: Getting started as a member

Definition of network pharmacies

« 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.

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

J3. List of Covered Drugs

The plan has a List of Covered Drugs. We call it the “Drug List” for short. It tells you which
prescription drugs our plan covers.

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 your 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 Member Services 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 prescription drug benefits, we send you a summary to
help you understand and keep track of payments for your Medicare Part D prescription 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 prescription drugs and the total amount we paid for each of your Medicare Part D
prescription drugs during the month. This EOB is not a bill. The EOB has more information
about the drugs you take. Chapter 6 of your 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 Member Services at the numbers at the
bottom of the page.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 19
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K. Keeping your membership record up to date
You can keep your membership 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.
Our network providers and pharmacies also need correct information about you. They use
your membership record to know what services and drugs you get and how much they
cost you.

Tell us right away about the following:
« changes to your name, your address, or your phone number;

« 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;

« any liability claims, such as claims from an automobile accident;
« admission to a nursing facility or hospital;

« care from a hospital or emergency room;

« changes in your caregiver (or anyone responsible for you); and,

« if you take partin a clinical research study. (Note: You are not required to tell us about
a clinical research study you are in or become part of, but we encourage you to do so.)

If any information changes, call Member Services at the numbers at the bottom of the page.

You can also make information changes using your online L.A. Care Connect account. L.A. Care
Connect is an online account available for L.A. Care Medicare Plus members who register. You can
register and access your L.A. Care Connect account by visiting www.medicare.lacare.org. After
registering, you can sign in to do the following:

« View your eligibility and benefits
« Request, view, and/or print your ID card
« Change your Doctor or Medical Group

« Manage your medications, view your medication history, find a pharmacy, and access
all other Pharmacy benefits

« Participate in available wellness programs
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 your Member Handbook.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 20
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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 Care Manager and others to advocate on your
behalf. Key terms and their definitions appear in alphabetical order in the last chapter of your
Member Handbook.

Table of Contents
AL MEMDEI SEIVICES . ettt ettt e e e e e e 22
B. YOUr Care Manager . ... .ottt ettt e 25
C. Health Insurance Counseling and Advocacy Program (HICAP) . .........cooviiiininn.n. 27
D. Nurse Advice Call Line . ...t e ettt 28
E. Behavioral Health Crisis Line. . ......cuu i e 29
F. Quality Improvement Organization (QIO) .........ouiitiiiiiiii it i en e, 30
G /T [Tt P 31
H. Medi-Cal . ... e e 32
l. Medi-Cal Managed Care and Mental Health Office of the Ombudsman................... 33
J. CouNty SOCIAl SEIVICES ...ttt et e e e 34
K. County Behavioral Health Services AGencCy. ... 35
L. California Department of Managed HealthCare.............ccooiiiiiiiiiii .. 36
M. Programs to Help People Pay for Their Prescription Drugs ...........coviviiiiiinniinn. 37
Ml EXtra HElD . oo i e e e 37
N. SOCIAl SECUITY . . . ettt e e e et 38
O. Railroad Retirement Board (RRB). .. ......cuuitittt et 39
P, Other reSOUICES. . ..ottt 40
Q. Medi-Cal Dental Program ..ottt e et e e et 41

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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A. Member Services

CALL 1-833-522-3767.This call is free.

24 hours a day, 7 days a week, including holidays You can get this information
for free in other formats, such as large print, braille and/or audio by calling the
number above.

We have free interpreter services for people who do not speak English.

TTY 711.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.

24 hours a day, 7 days a week, including holidays

FAX 1-213-438-5712

WRITE L.A. Care Medicare Plus
Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

WEBSITE medicare.lacare.org/

Contact Member Services to get help with:
« Questions about the plan
« Questions about claims or billing
« 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 your
Member Handbook.

« Appeals about your health care

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 22
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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.

To learn more about making an appeal, refer to Chapter 9 of your Member Handbook
or contact Member Services.

« Complaints about your health care

[}

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).

You can call us and explain your complaint at 1-833-522-3767 (TTY: 711), 24 hours a
day, 7 days a week, including holidays.

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

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

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

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

« Coverage decisions about your drugs

o

o

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

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.

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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 23
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« 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 prescription drugs, refer to Chapter 9 of
your Member Handbook.

« Complaints about your drugs

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

o |f your complaint is about a coverage decision about your prescription 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/MedicareComplaintForm/home.aspx. Or you can call
1-800-MEDICARE (1-800-633-4227) to ask for help.

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

« 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 your Member Handbook.

o [f 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 your Member Handbook.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 24
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B. Your Care Manager

What is a Care Manager?

« A Care Manager is a nurse or other licensed person who will get to know you and learn
your health needs. This person might be with your medical group or with L.A. Care
Health Plan. Your Care Manager works in a team with you, your doctor(s), caregivers,
and others involved in your health care. The Care Manager assesses what care you
need, makes a care plan with you to determine how you will get the care you need,
coordinates your care, and follows up to see how things are going.

You can talk to your Care Manager to help answer questions and find the right support to
make sure you stay as healthy as possible.

How can you contact your Care Manager?

* You can call Member Services at the numbers listed below. They will connect you to
the Care Coordination/Care Management unit.

How can you change your Care Manager?

Call Member Services at 1-833-522-3767 (TTY: 711) 24 hours a day, 7 days a week,

including holidays.

CALL

TTY

FAX
WRITE

WEBSITE

1-833-522-3767.This call is free.

24 hours a day, 7 days a week, including holidays. You can get this
information for free in other formats, such as large print, braille and/or
audio by calling the number above. We have free interpreter services
for people who do not speak English.

711.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.

24 hours a day, 7 days a week, including holidays

1-213-438-5712

L.A. Care Medicare Plus

Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

medicare.lacare.org/

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),

24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org.
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Contact your Care Manager to get help with:

questions about your health care

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

guestions 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)

guestions about Community Supports to help you remain safe at home
(e.g. caregiver services, home modifications, housing and meals programs)

You might be able to get these services:

Community-Based Adult Services (CBAS)
skilled nursing care

physical therapy

occupational therapy

speech therapy

medical social services

home health care

Community Transition Services

Long Term Care (LTC) in a nursing facility, or an intermediate care facility for
developmentally disabled

In-Home Supportive Services (IHSS) through your county social service agency
Personal Care and Homemaker Services (PCHS)

Respite Services for Caregivers

Home Modification

Nursing Facility Transition and Diversion Services

sometimes you can get help with your daily health care and living needs

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 26
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C. Health Insurance Counseling and Advocacy Program (HICAP)

The State Health Insurance Assistance Program (SHIP) gives free health insurance counseling
to people with Medicare. 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 not connected with any insurance company or health plan.

CALL 1-800-434-0222
Schedule an appointment to see a counselor at your local HICAP office

TTY 711 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.

WRITE California Health Advocates
5380 Elvas Avenue, Suite 221
Sacramento, CA 95819

WEBSITE www.cahealthadvocates.org/HICAP/

Contact HICAP for help with:
e questions about Medicare

« 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 make complaints about your health care or treatment, and

o straighten out problems with your bills.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 27
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D. Nurse Advice Call Line

You can call the Nurse Advice Line 24 hours a day, 7 days a week for any health related question.
Our nurses are trained professionals who can provide appropriate health information,
education and advice, including helping you to get urgent or emergency level care. If you
have specific questions about ongoing treatment, you should call your physician’s office. Nurse
Advice line does not replace your physician’s office. You can contact the

Nurse Advice Call Line with questions about your health or health care.

CALL 1-800-249-3619 This call is free.

24 hours a day, 7 days a week, including holidays. You can get this
information for free in other formats, such as large print, braille and/or audio
by calling the number above.

We have free interpreter services for people who do not speak English.

TTY 711 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, including holidays

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 28
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E. Behavioral Health Crisis Line

If you are feeling alone, overwhelmed, hopeless or having thoughts of suicide, crisis services
are available to offer emotional support and resources to you.

CALL 988 This call is free.

24 hours a day, 7 days a week, including holidays. You can get this
information for free in other formats, such as large print, braille and/or
audio by calling the number above.

We have free interpreter services for people who do not speak English.

TTY 988 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, including holidays.

If you have an urgent behavioral health need but it is not an emergency, you can call our
Behavioral Health Services Lines for behavioral health clinical questions.

CALL For mental health services: 1-877-344-2858 This call is free.
For substance use services: 1-844-804-7500 This call is free.

24 hours a day, 7 days a week, including holidays. You can get this
information for free in other formats, such as large print, braille and/or audio
by calling the number above.

We have free interpreter services for people who do not speak English.

TTY 711 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, including holidays

Contact the Behavioral Health Crisis Line for help with:
« questions about behavioral health and substance abuse services

For questions about your county specialty mental health services, refer to Section K.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 29
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F. Quality Improvement Organization (QIO)

Our state has an organization called Livanta Medicare Beneficiary and Family Centered Care
Quality Improvement Organization (BFCC-QIO). This is a group of doctors and other health
care professionals who help improve the quality of care for people with Medicare. Livanta
Medicare Beneficiary and Family Centered Care Quality Improvement Organization (BFCC-QIO)
is not connected with our plan.

1-877-588-1123
Monday-Friday, 9 a.m. -5 p.m.

CALL
Saturday, Sunday and Holidays, 10:00 a.m. - 4:00 p.m.
Additionally, 24-hour voicemail service is available.
711
TTY This number is for people who have difficulty with hearing or speaking.

You must have special telephone equipment to call it.

Livanta BFCC-QIO Program
WRITE 10820 Guilford Rd. Suite 202
Annapolis Junction, MD 20701

WEBSITE www.livantagio.com

Contact Livanta Medicare Beneficiary and Family Centered Care Quality Improvement
Organization (BFCC-QIO) for help with:

« questions about your health care rights

« making a complaint about the care you got if you:
o have a problem with the quality of care,
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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.
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

This is the official website for Medicare. It gives you up-to-date
information about Medicare. It also has information about hospitals,
nursing facilities, doctors, home health agencies, dialysis facilities,
inpatient rehabilitation facilities, and hospices.

It includes helpful websites and phone numbers. It also has documents
you can print right from your computer.

If you don't have a computer, your local library or senior center may be
able to help you visit this website using their computer. Or, you can call
Medicare at the number above and tell them what you are looking for.
They will find the information on the website and review the information
with you.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
s visit medicare.lacare.org. 31
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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 are 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 enroliment,
call Health Care Options.

CALL 1-800-430-4263
Monday through Friday, 8 a.m. to 6 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

WEBSITE www.healthcareoptions.dhcs.ca.gov/

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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I. Medi-Cal Managed Care and Mental Health Office of the Ombudsman

The Office of the Ombudsman 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 Office of the Ombudsman also helps you with service or billing problems. They are not
connected with our plan or with any insurance company or health plan. Their services are free.

CALL 1-888-452-8609
This call is free. Monday through Friday, between 8:00 a.m. and 5:00 p.m.

TTY 711
This call is free.

WRITE California Department of Healthcare Services
Office of the Ombudsman
1501 Capitol Mall MS 4412
PO Box 997413
Sacramento, CA 95899-7413

EMAIL MMCDOmbudsmanOffice@dhcs.ca.gov

WEBSITE www.dhcs.ca.gov/services/medi-cal/Pages/
MMCDOfficeoftheOmbudsman.aspx

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 33
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J. County Social Services

If you need help with your In-Home Supportive Services (IHSS), Supplemental Security
Income (SSI), Mental Health or Substance Abuse benefits, contact your local County Social

Services agency.

Contact your county social services agency 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 your county social services agency for any questions about your Medi-Cal eligibility.

CALL

TTY

WRITE

WEBSITE

1-866-613-3777 This call is free.
Monday through Friday, excluding holidays, 7:30 a.m. to 6:30 p.m.

The customer Service Center (CSC) is a “single point of contact” currently
providing services to 33 District Offices for the following aid programs and
languages: CalWORKSs, CalFresh, Medi-Cal and General Relief, with services
in Armenian, Cambodian, English, Spanish, Vietnamese, Chinese, Farsi,
Tagalog, Russian and Korean.

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

Los Angeles County Department of Public Social Services
12860 Crossroads Parkway South
City of Industry, CA 91746

http://dpss.lacounty.gov

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org.
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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 1-800-854-7771 This call is free.
24 hours a day, 7 days a week, including holidays
We have free interpreter services for people who do not speak English.

TTY 711 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, including holidays

Contact the county Behavioral Health agency for help with:
« questions about specialty mental health services provided by the county
« questions about substance use disorder services provided by the county

e The Los Angeles County Department of Mental Health provides specialty mental
health services including outpatient mental health services, day rehabilitation or
treatment intensive services, crisis intervention and stabilization, targeted case
management, medication support services, adult and crisis residential treatment
services, psychiatric inpatient hospital and health facility services, peer support
services, and mobile crisis services.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 1-888-466-2219

DMHC representatives are available between the hours of 8:00 a.m. and
6:00 p.m., Monday through Friday.

TDD 1-877-688-9891

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

WRITE Help Center
California Department of Managed Health Care
980 Ninth Street, Suite 500
Sacramento, CA 95814-2725

FAX 1-916-255-5241

WEBSITE www.dmhc.ca.gov

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 36


http://www.dmhc.ca.gov
https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 2: Important phone numbers and resources

M. Programs to Help People Pay for Their Prescription Drugs

The Medicare.gov website (www.medicare.gov/drug-coverage-part-d/costs-for-medicare-
drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs)
provides information on how to lower your prescription drug costs. For people with limited
incomes, there are also other programs to assist, as described below.

M1. Extra Help

Because you are eligible for Medi-Cal, you qualify for and are getting “Extra Help” from
Medicare to pay for your prescription drug plan costs. You do not 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 have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 37
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N. Social Security

Social Security determines eligibility and handles enrollment for Medicare. U.S. Citizens and
lawful permanent residents who are 65 and over, or who have a disability or End-Stage Renal
Disease (ESRD) and meet certain conditions, are eligible for Medicare. If you are already
getting Social Security checks, enrollment into Medicare is automatic. If you are not getting
Social Security checks, you have to enroll in Medicare. To apply for Medicare, you can call
Social Security or visit your local Social Security office.

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

CALL 1-800-772-1213
Calls to this number are free.
Available 8:00 am to 7:00 pm, 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.S5a.goVv

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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O. 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 receive Medicare through the RRB, it
is important that you let them know if you move or change your mailing address. If you have

questions regarding your benefits from the RRB, contact the agency.

CALL

TTY

WEBSITE

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

If you press “0”, you may 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.

If you press “1”, you may access the automated RRB Help Line and recorded
information 24 hours a day, including weekends and holidays.

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 are not free.

www.rrb.gov

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org.
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P. Other resources

The Medicare Medi-Cal Ombuds 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:

Medi-Cal

Medicare

your health plan
accessing medical services

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

medical billing

IHSS (In-Home Supportive Services)

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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 40
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Q. Medi-Cal Dental Program

Certain dental services are available through the Medi-Cal Dental Program; includes but is not
limited to, services such as:

 initial examinations, X-rays, cleanings, and fluoride treatments

« restorations and crowns

« root canal therapy

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

Dental benefits are available through Medi-Cal Dental Fee-for-Service (FFS) and,
Dental Managed Care (DMC) Programs.

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

Medi-Cal Dental FFS Program representatives are available to assist you
from 8:00 a.m. to 5:00 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.gov
smilecalifornia.org

Instead of the Medi-Cal Dental Fee-For-Service Program, you may get dental benefits through
a dental managed care plan. Dental managed care plans are available in Sacramento and

Los Angeles Counties. If you want more information about dental plans, or want to change
dental plans, contact Health Care Options at 1-800-430-4263 (TTY users call 1-800-430-7077),
Monday through Friday, 8:00 a.m. to 6:00 p.m. The call is free. DMC contacts are also available
here: www.dhcs.ca.gov/services/Pages/ManagedCarePlanDirectory.aspx.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
o visit medicare.lacare.org. 41


http://www.dental.dhcs.ca.gov
https://smilecalifornia.org/
www.dhcs.ca.gov/services/Pages/ManagedCarePlanDirectory.aspx
https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 3: Using our plan’s coverage for your health care
and other covered services

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 are 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 your 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 your Member Handbook. Your covered services for
prescription and over-the-counter drugs are in Chapter 5 of your Member Handbook.

Providers are doctors, nurses, and other people who give you services and care. 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 MLTSS.

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:

« The care you get must be a plan benefit. This means we include it in our Benefits
Chart in Chapter 4 of your Member Handbook.

« The care must be medically necessary. By medically necessary, we mean important
services that are reasonable and protect life. 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.

« For medical services, you must have a network primary care provider (PCP) who
orders the care or tells you to use another doctor. As a plan member, you must choose
a network provider to be your PCP.

o In most cases, your network PCP or our plan must give you approval before you can
use a provider that is not 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.

o Our plan’s PCPs are affiliated with medical groups. When you choose your PCP, you
are also choosing the affiliated medical group. This means that your PCP refers you
to specialists and services that are also affiliated with their medical group. A medical
group is an association of PCPs and specialists created to provide coordinated health
care services.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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o You do not need a referral from your PCP for emergency care or urgently needed
care, to use a woman'’s health provider, or for any of the other services listed in
section D1 of this chapter.

« You must get your care from network providers that are affiliated with your PCP’s
medical group. Usually, we won't cover care from a provider who doesn’t work with
our health plan and your PCP’s medical group. This means that you will have to pay
the provider in full for the services provided. Here are some cases when this rule does

not apply:

o We cover emergency or urgently needed care from an out-of-network provider (for
more information, refer to Section H in this chapter).

o [f you need care that our plan covers and our network providers can't give it
to you, you can get care from an out-of-network provider. Authorizations for
non-emergency services must be obtained from L.A. Care Medicare Plus before
seeking that care. In this situation, we cover the care at no cost to you.

o We cover 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 these services at a Medicare-certified dialysis facility.

o When you first join 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 your 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 that are affiliated with
your PCP’s medical group. After 12 months, we will no longer cover your care if you
continue to use providers that are not in our network and not affiliated with your
PCP’s medical group.

New members to L.A. Care Medicare Plus: In most instances, you will be enrolled in L.A. Care
Medicare Plus for your Medicare benefits the 1st day of the month after you request to be
enrolled in L.A. Care Medicare Plus. You may still receive your Medi-Cal services from your
previous Medi-Cal health plan for one additional month. After that, you will receive your Medi-Cal
services through L.A. Care Medicare Plus. There will be no gap in your Medi-Cal coverage. Please
call us at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holiday if you have
any questions.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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C. Your care manager
C1. What a Care Manager is

A Care Manager is a nurse or other licensed person who will get to know you and learn your
health needs. This person might be with your medical group or with L.A. Care Health Plan.
Your Care Manager works in a team with you, your doctor(s), caregivers, and others involved
in your health care.

Your Care Manager works with you to:
o Review your health care needs
o Plan your care with you and your Care Team
o Create your Individualized Care Plan that focuses on your needs and your choice
o Coordinate your care
o Talk with you and your doctors
o Follow to see how you are doing and make changes if needed
C2. How you can contact your care manager

Contact Member Services at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week,
including holidays.

C3. How you can change your care manager

Contact Member Services at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week,
including holidays.

D. Care from providers
D1. Care from a primary care provider (PCP)

You must choose a PCP to provide and manage your care. Our plan’s PCPs are affiliated with
medical groups. When you choose your PCP, you are also choosing the affiliated medical group.

Definition of a PCP and what a PCP does do for you

When you become a member of our plan, you must choose a network provider to be your
PCP. Your PCP may be an internist, family practitioner, general practitioner, or OB-GYN doctor
who meets State requirements and is trained to give you a basic medical care. You will get
your routine or basic care from your PCP. You can also choose a Federally Qualified Health
Center (FQHC) as your PCP. FQHCs are health centers that are located in areas that do not have
many health care service providers.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 46


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 3: Using our plan’s coverage for your health care

-y

and other covered services

Your PCP will coordinate the rest of the covered services you get as a member of our plan.
For example, to see a specialist, you may need to get referred to a specialist by your PCP first
(this is called getting a “referral” to a specialist). Examples of specialty services that require a
referral include:

o X-rays
o Laboratory tests

o Therapies

o

Care from doctors who are specialists

o

Hospital admission

o

Follow-up care

“Coordinating” your services include consulting with other plan providers about
your care. If you need certain types of covered services or supplies, you must first
get approval from your PCP (such as giving you a referral to see a specialist). In some
cases, your PCP will need to get prior authorization (prior approval) from us. 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.

A Federally Qualified Health Center (FQHCQ) is a clinic and can be your PCP. FQHCs get money
from the federal government because they are located in areas without many health care
services. Call L.A. Care Medicare Plus Plan for the names and addresses of the FQHCs that work
with L.A. Care Medicare Plus or look in the provider directory.

L.A. Care Medicare Plus works with a large number of doctors, specialists, pharmacies,
hospitals, and other health care providers. Some of these providers work within a network,
sometimes called a “medical group” or an “independent practice association (IPA)." These
providers may also be directly contracted with L.A. Care Medicare Plus.

Your primary care provider (PCP) will refer you to specialists and services that are connected
with his or her medical group, IPA or with L.A. Care Medicare Plus. If you are going to a
specialist already, talk with your PCP or call Member Services at 1-833-522-3767 (TTY 711).
Member Services will help you see that provider if you are eligible for continuity of care.

Your choice of PCP

As an L.A. Care Medicare Plus member, you will be enrolled with L.A. Care for both your
Medicare and Medi-Cal Programs. You will be assigned a Medicare PCP as your primary doctor
who will coordinate both your Medicare and Medi-Cal services, you will not be assigned a
Medi-Cal primary doctor. You may change your PCP at any time.

First, you will need to choose a PCP. You may be able to have a specialist act as your PCP. A
specialist is a doctor who provides health care services for a specific disease or part of the body.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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You may choose a specialist as your PCP if that doctor is listed as a PCP in the provider directory.
You can get services from any provider who is in our network and accepting new members.

o Choose a PCP that you use now, or
— who has been recommended by someone you trust, or
— whose offices are easy for you to get to.

— If you want help in choosing a PCP, please call Member Services at 1-833-522-3767
(TTY: 711), 24 hours a day, 7 days a week, including holidays. The call is free. Or,
visit medicare.lacare.org.

If you have questions about whether we will pay for any medical service or care that you want or
need, call Member Services to ask before you get the service or care.

If there is a particular specialist or hospital that you want to use, find out if they're affiliated with
your PCP’s medical group. You can look in the Provider and Pharmacy Directory, or ask Member
Services to find out if the PCP you want makes referrals to that specialist or uses that hospital.

Option to change your PCP

You may change your PCP for any reason, at any time. Also, it's 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.

Call Member Services to change your PCP. If you notify Member Services of your request for

a PCP change before the last business day of the month, the change will be effective the first
day of the following month. Member Services will verify that the PCP you choose is accepting
new patients. Member Services 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. Member Services will
send you a new membership card that shows the name and phone number of your new PCP.
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 Member Services if you use a
specialist or get other covered services that must have PCP approval. Member Services 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 or our plan 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 or our plan first:

« emergency services from network providers or out-of-network providers
« urgently needed care from network providers

« urgently needed care from out-of-network providers when you can’t get to a network
provider (for example, if you're outside our plan’s service area)

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Note: Urgently needed care must be immediately needed and medically necessary.

« Kidney dialysis services that you get at a Medicare-certified dialysis facility when you're
outside our plan’s service area. If you call Member Services before you leave the service
area, we can help you receive dialysis while you're away.

e Flu shots and COVID-19 vaccinations as well as hepatitis B vaccinations and
pneumonia vaccinations 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 are an American Indian Member, you may obtain Covered Services
from an Indian Health Care Provider of your choice, without requiring a referral from a
Network PCP or Prior Authorization.

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:

« Oncologists care for patients with cancer.
« Cardiologists care for patients with heart problems.
» Orthopedists care for patients with bone, joint, or muscle problems.

Your provider may give you a referral to see a network specialist or certain other providers
when it is medically necessary for you to maintain good health. For some types of referrals,
your provider may need to get approval in advance from your medical group or from L.A. Care
Medicare Plus. This is called getting a “prior authorization”.

It is very important to get a prior authorization before you see a network specialist or certain
other providers. There are a few exceptions, including routine women'’s health care that we
explained in the section above.

If you don’t have a prior authorization before you get services from a specialist or certain
other providers, you may have to pay for these services yourself.

If the specialist or certain other provider wants you to come back for more care, check first to
be sure that the prior authorization you got for the first visit covers more visits.

If there are specific specialists you want to use, find out whether your provider sends
patients to these specialists. Please read Chapter 4, for information about which services
require prior authorization.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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:

a chronic (ongoing) condition;
a life-threatening mental or physical iliness;
a degenerative 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 Member Services at the number at the bottom of this page.

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 certain rights and protections that are summarized below:

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

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

o [f your primary care or behavioral health provider leaves our plan, we will notify you
if you have seen that provider within the past three years.

o If any of your other providers leave our plan, we will notify you if you are assigned to
the provider, currently receive care from them, or have seen them within the past
three months.

We will help you select a new qualified in-network provider to continue managing
your health care needs.

If you are currently undergoing medical treatment or therapies with your current
provider, you have the right to ask, and we work with you to ensure, that the medically
necessary treatment or therapies you are getting continues.

We will provide you with information about the different enrollment periods available
to you 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

is needed.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« Ifyou 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 QIO, a quality of care grievance, or both. (Refer to Chapter 9 for more information.)

If you find out one of your providers is leaving our plan, contact us. We can assist you in
finding a new provider and managing your care. Call Member Services at 1-833-522-3767
(TTY:711), 24 hours a day, 7 days a week, including holidays. The call is free.

DA4. Out-of-network providers

When a specific medical service is determined to be medically necessary to ensure continuity
of care and the specific medical service is not available from a network health care provider,
L.A. Care Medicare Plus or the member’s medical group will identify the appropriate out-of-
network provider who can provide the medical service. L.A. Care Medicare Plus Plan’s or the
medical group will execute a special contract with the identified out-of-network provider.
You must get pre-approval (prior authorization) before you go to an out-of-network provider
inside the L.A. Care Medicare Plus service area except for emergency care and urgently
needed services. If you don't have a prior authorization before you get services from a
specialist or certain other providers, you may have to pay for these services yourself.

If you are new to L.A. Care and are in an active service treatment plan or are receiving services
from a provider who is not in L.A. Care Medicare Plus Plan’s network, L.A. Care Medicare

Plus or the medical group will execute a special contract with the identified out-of-network
provider. Certain limitations apply. Call Member Services at 1-833-522-3767 (TTY:711), 24 hours a
day, 7 days a week, including holidays.

If you use an out-of-network provider, the provider must be eligible to participate in Medicare
and/or Medi-Cal.

« We cannot pay a provider who is not eligible to participate in Medicare and/or Medi-Cal.

« If you use a provider who is not eligible to participate in Medicare, you must pay the
full cost of the services you get.

« Providers must tell you if they are not 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, Intermediate Care
Facility care, Community Based Adult Services (CBAS), and Community Supports (Such as: Long
Term Care (LTC) in a nursing facility, or an intermediate care facility for developmentally disabled,
Personal Care and Homemaker Services (PCHS), Respite Care, Home Modifications, Nursing
Facility Transition and Diversion services). Another type of LTSS, the In Home Supportive Services
program, is available through your county social service agency. If you meet the criteria for any

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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of the LTSS programs, we will help coordinate these services to ensure you have the needed care
and support at home. You may call the LTSS department to discuss these programs or talk to
your health care provider about your care needs.

F. Behavioral health (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 does not provide Medi-Cal specialty mental health or
county substance use disorder services, but these services are available to you through

Los Angeles County Department of Mental Health or the Los Angeles County Department of
Public Health for Substance Abuse, Prevention and Control.

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 the Los Angeles County Department of Mental
Health (DMH) include:

« mental health services

« medication support services

« day treatment intensive services

« day rehabilitation

e crisis intervention

« crisis stabilization

e adult residential treatment services
 crisis residential treatment services
« psychiatric health facility services

« psychiatric inpatient hospital services
« targeted case management

e peer support services

« therapeutic behavioral services

« therapeutic foster care

« intensive care coordination

intensive home-based services

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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s visit medicare.lacare.org. 52


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 3: Using our plan’s coverage for your health care

-y

and other covered services

Drug Medi-Cal Organized Delivery System services are available to you through the Los Angeles
County Department of Public Health for Substance Abuse, Prevention and Control (DPH-SAPC) if
you meet criteria to receive these services. Drug Medi-Cal services provided by the Los Angeles
County Department of Public Health for Substance Abuse, Prevention and Control include:

* intensive outpatient treatment services

» perinatal residential substance use disorder treatment

» oOutpatient treatment services

e narcotic treatment program

« medications for addiction treatment (also called Medication Assisted Treatment)
Drug Medi-Cal Organized Delivery System Services include:

e outpatient treatment services

* intensive outpatient treatment services

« medications for addiction treatment (also called Medication Assisted Treatment)

« residential treatment services

« withdrawal management services

e narcotic treatment program

e recovery services

« (Case management

In addition to the services listed above, you may have access to voluntary inpatient
detoxification services if you meet the criteria.

D-SNP Members who need behavioral health services, including both mental health and
substance use services, can access services through either L.A. Care’s behavioral health
vendor, Carelon Behavioral Health, Los Angeles County Department of Mental Health (DMH),
and Los Angeles County Department of Public Health, Substance Abuse and Prevention
Control (DPH-SAPC). The delivery system in which Members can access care is based on

the type and severity of symptoms and impairment. A PCP referral is not needed to access
behavioral health services and there is a“no wrong door” approach to service access, with
multiple entry points. A service is “medically necessary” or a “medical necessity” when it is
reasonable and necessary to protect life, to prevent significant illness or significant disability,
or to alleviate severe pain.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Coordination of behavioral health services for D-SNP members will be facilitated by

L.A. Care when members are accessing behavioral health services through County entities as
needed, and when necessary, appropriate consents are signed. L.A. Care and County entities
follow a mutually agreed upon review process to facilitate timely resolution of clinical and
administrative disputes.

G. Transportation services
G1. Medical transportation of non-emergency situations

You are entitled to non-emergency medical transportation if you have medical needs that
dont allow you to use a car, bus, or taxi to your appointments. Non-emergency medical
transportation can be provided for covered services such as medical, dental, mental

health, substance use, and pharmacy appointments. If you need non-emergency medical
transportation, you can talk to your PCP or other provider and ask for it. Your PCP or other
provider will decide the best type of transportation to meet your needs. If you need non-
emergency medical transportation, they will prescribe it by completing a form and submitting
it to L.A. Care Medicare Plus for approval. Depending on your medical need, the approval

is good for one year. Your PCP or other provider will reassess your need for non-emergency
medical transportation for re-approval every 12 months.

Non-emergency medical transportation is an ambulance, litter van, wheelchair van, or air
transport. L.A. Care Medicare Plus allows the lowest cost covered transportation mode and
most appropriate non-emergency medical transportation 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, L.A. Care Medicare Plus will not pay for an ambulance.
You are only entitled to air transport if your medical condition makes any form of ground
transportation impossible.

Non-emergency medical transportation must be used when:

« You physically or medically need it as determined by written authorization from your
PCP or other provider because you are not 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711), 24 hours a day,

7 days a week, including holidays at least two 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Medical transportation limits

L.A. Care Medicare Plus 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 will not be provided if Medicare or Medi-Cal does not cover the service. If the
appointment type is covered by Medi-Cal but not through the health plan, L.A. Care Medicare
Plus will help you schedule your transportation. A list of covered services is in Chapter 4 of this
handbook. Transportation is not covered outside L.A. Care Medicare Plus’ network or service
area unless pre-authorized.

G2. Non-medical transportation

Non-medical transportation 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 are:

« Traveling to and from an appointment for a -service authorized by your provider,
or
» Picking up prescriptions and medical supplies.
L.A. Care Medicare Plus allows you to use a car, taxi, bus, or other public/private way of getting
to your non-medical appointment for services authorized by your provider. L.A. Care Medicare

Plus uses Call the Car to arrange for non-medical transportation. We cover the lowest cost,
non-medical transportation type that meets your needs.

Sometimes, you can be reimbursed for rides in a private vehicle that you arrange. L.A. Care
Medicare Plus 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. You cannot be
reimbursed for driving yourself.

Mileage reimbursement requires all of the following:
« Thedriver’s license of the driver.
« The vehicle registration of the driver.
« Proof of carinsurance for the driver.

To ask for a ride for services that have been authorized, call L.A. Care Medicare Plus at
1-833-522-3767 (TTY:711), 24 hours a day, 7 days a week, including holidays at least two
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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Non-medical transportation limits

L.A. Care Medicare Plus provides the lowest cost non-medical transportation that meets your
needs from your home to the closest provider where an appointment is available. You cannot
drive yourself or be reimbursed directly.

Non-medical transportation does not apply if:

« Anambulance, 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.

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

« The service is not 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 severe pain or serious
injury. 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 health or to that of your unborn child; or
« serious harm to bodily functions; or
« serious dysfunction of any bodily organ or part; or
« Inthe case of a pregnant woman in active labor, when:
o There is not 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.

If you have a medical emergency:

« 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 do not need approval or a referral from your
PCP. You do not need to use a network provider. You may get emergency medical care
whenever you need it, anywhere in the U.S. or its territories, from any provider with an
appropriate state license.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« Assoon as possible, tell our plan about your emergency. We follow up on your
emergency care. You, your Care Manager or someone should call to tell us about your
emergency care, usually within 48 hours. However, you won't pay for emergency
services if you delay telling us. Call L.A. Care Medicare Plus Member Services at
1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays.

Covered services in a medical emergency

If you need an ambulance to get to the emergency room, our plan covers that. We also cover
medical services during the emergency. To learn more, refer to the Benefits Chart in Chapter 4
of your Member Handbook.

The providers who give you emergency care decide when your condition is stable and the
medical emergency is over. They will 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 will try to get network providers to take over your care as soon as possible.

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.

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

« 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

In most cases, we cover urgently needed care only if:
« You get this care from a network provider and
« You follow the rules described in this chapter.

If it is not 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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How to get urgent care

« Call your PCP. You may speak to an operator who answers calls for your PCP’s office
when closed.

« Ask to speak to your PCP or the doctor on call. Another doctor may answer your call if
your PCP is not available. A doctor is available by phone 24 hours a day, 7 days a week,
including holidays.

« Tell them about your condition and follow their instructions.

« Tofind an Urgent Care center near you, please call 1-844-346-3874 (1-844-FIND-URG),
24 hours a day, 7 days a week, including holidays.

You may receive same-day urgent care services. It should not take longer than 48 hours from
the time you call to request an appointment to get urgent care services from your PCP. If you
are outside of Los Angeles County, you do not need to call your PCP or get prior authorization
before getting urgent care services. Be sure to let your PCP know about this care. You may
need follow-up care from your PCP.

Following are the appointment standards for getting other types of appointments:
« Primary Care Physician (PCP) routine appointment within 10 business days
« PCP routine physical examinations within 30 calendar days.

« Specialist Care Physician (SCP) urgent appointments requiring prior authorization
within 96 hours.

« SCP routine appointment within 15 business days.
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.

L.A. Care Medicare Plus offers world-wide urgent coverage anywhere outside the United
States. We will cover up to $10,000 in combined emergency/urgent costs. To learn more, see
the Benefits Chart in Chapter 4. Our plan does not cover urgently needed care or any other
non-emergency care that you get outside the United States.

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 are
still entitled to care from our plan.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Visit our website for information on how to get care you need during a declared disaster:
medicare.lacare.org.

During a declared disaster, if you can’t use a network provider, you can get care from out-of-
network providers at the in-network cost-sharing rate. If you can’t use a network pharmacy
during a declared disaster, you can fill your prescription drugs at an out-of-network pharmacy.
Refer to Chapter 5 of your Member Handbook for more information.

I. What to do if you are billed directly for services our plan covers

If a provider sends you a bill instead of sending it to our plan, you should ask us to pay our
share of the bill.

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

If you paid more than your plan cost-sharing for covered services or if you got a bill for the
full cost of covered medical services, refer to Chapter 7 of your Member Handbook to find out
what to do.

I11. What to do if our plan does not cover services
Our plan covers all services:
« that are determined medically necessary, and

« thatare listed in our plan’s Benefits Chart (refer to Chapter 4 of your
Member Handbook), and

« thatyou get by following plan rules.

If you get services that our plan does not cover, you pay the full cost yourself, unless it is
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 will not pay for your services, you
have the right to appeal our decision.

Chapter 9 of your 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 Member Services 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 Member
Services to find out what the benefit limits are and how much of your benefits you've used.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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J. Coverage of health care services in a clinical research study
J1. Definition of a clinical research study

L.A. Care covers routine patient care costs for patients accepted into clinical trials, including
clinical trials for cancer, listed for the United States at https://clinicaltrials.gov. Medi-Cal Rx, a
Medi-Cal FFS program, covers most outpatient prescription drugs. 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.

Once Medicare approves a study you want to be in, and you express interest, someone who
works on the study contacts you. That person tells you about the study and finds out if you
qualify to be in it. You can be in the study as long as you meet the required conditions. You
must understand and accept what you must do in the study.

While you're in the study, you may stay enrolled in our plan. That way, our plan continues to
cover you for services and care not related to the study.

If you want to take part in any Medicare-approved clinical research study, you do not need
to tell us or get approval from us or your primary care provider. Providers that give you care
as part of the study do not need to be network providers. Please note that this does not
include benefits for which our plan is responsible that include, as a component, a clinical
trial or registry to assess the benefit. These include certain benefits specified under national
coverage determinations requiring coverage with evidence development (NCDs-CED) and
investigational device exemption (IDE) studies and may be subject to prior authorization and
other plan rules.

We encourage you to tell us before you take part in a clinical research study.

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 Member Services to let us know you will take
partin 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:

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

« an operation or other medical procedure that is part of the research study

« treatment of any side effects and complications of the new care

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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If you're part of a study that Medicare has not 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/Pubs/pdf/02226-Medicare-
and-Clinical-Research-Studies.pdf). 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.

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
‘Moral Objection’

Some providers have a moral objection to some covered services. This means they have a
right not to offer some covered services if they morally disagree with the services. If your
provider has a moral objection, they will help you find another provider for the needed
services. L.A. Care can also help you find a provider.

Some hospitals and other providers do not provide one or more of these services even if they
are covered by Medi-Cal:

« Family planning

« Contraception services, including emergency contraception

« Sterilization, including tubal ligation at the time of labor and delivery
« Infertility treatments

« Abortion

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 that says you are against getting medical treatment that is “non-excepted.”

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

« “Excepted” medical treatment is any care that is 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:

« The facility providing the care must be certified by Medicare.
« Our plan’s coverage of services is limited to non-religious aspects of care.
« If you get services from this institution that are 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 are admitted to the facility, or your stay
will not be covered.

For inpatient hospital stays, Medicare coverage limits do not apply if the hospital is in the
health plan’s network. For more information, see the Benefits Chart in Chapter 4.

L. Durable medical equipment (DME)
L1. 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, no matter how long you rent it.

In certain limited situations, we transfer ownership of the DME item to you. Call Member
Services to find out about requirements you must meet and papers you need to provide.

Even if you had DME for up to 12 months in a row under Medicare before you joined our plan,
you will not own the equipment.

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
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must rent certain types of DME before they own it.

Note: You can find definitions of Original Medicare and MA Plans in Chapter 12. You can also
find more information about them in the Medicare & You 2025 handbook. If you don’t have a
copy of this booklet, you can get it at the Medicare website (www.medicare.gov/medicare-
and-you) or by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.
TTY users should call 1-877-486-2048.

If Medi-Cal is not elected, you will have to make 13 payments in a row under Original
Medicare, or you will have to make the number of payments in a row set by the MA plan, to
own the DME item if:

« youdid not become the owner of the DME item while you were in our plan, and

« 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 do not count toward the
payments you need to make after leaving our plan.

* You will 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.

« 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 and you're a member of our plan,
we cover:

« rental of oxygen equipment

« 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.

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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If oxygen equipment is medically necessary after you rent it for 36 months, your supplier
must provide:

« oxygen equipment, supplies, and services for another 24 months
« oxygen equipment and supplies for up to 5 years if medically necessary
If oxygen equipment is still medically necessary at the end of the 5-year period:

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

« A new 5-year period begins.
« You rent from a supplier for 36 months.

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

« A new cycle begins every 5 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 your Member Handbook.

New members to L.A. Care Medicare Plus: In most instances you will be enrolled in

L.A. Care Medicare Plus for your Medicare benefits the 1st day of the month after you request
to be enrolled in L.A. Care Medicare Plus. You may still receive your Medi-Cal services from
your previous Medi-Cal health plan for one additional month. After that, you will receive
your Medi-Cal services through L.A. Care Medicare Plus. There will be no gap in your
Medi-Cal coverage. Please call us at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week,
including holidays if you have any questions.
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A. Your covered services

This chapter tells you about services our plan covers. You can also learn about services that
are not covered. Information about drug benefits is in Chapter 5 of your Member Handbook.
This chapter also explains limits on some services.

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

If you need help understanding what services are covered, call Member Services at
1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays.

A1. During public health emergencies

As a L.A. Care Medicare Plus member, you will have access to your benefits during a public
health emergency or a disaster. When one of these events is declared, and until the event
ends, L.A. Care Medicare Plus will:

« Cover out-of-network services and benefits at the rate those services and benefits
would be provided by network providers

« Waive referral requirements, where applicable
« Make changes that benefit you right away, without the required 30-day notice

L.A. Care Medicare Plus can explain your payment terms and conditions if you live in a
disaster area and get care from an out-of-network provider during a declared emergency
or disaster. Call Member Services at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week,
including holidays for more information.

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 your Member Handbook or call Member Services.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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C. About our plan’s Benefits Chart

The Benefits Chart tells you the services our plan pays for. 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 do not pay anything for the services listed in the Benefits Chart, as long as you meet the
requirements described below.

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

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.

For new enrollees, the plan must provide a minimum 90-day transition period, during
which time the new MA plan may not require prior authorization for any active course
of treatment, even if the course of treatment was for a service that began with an out-
of-network provider.

You get your care from a network provider. A network provider is a provider who works
with us. In most cases, care you receive from an out-of-network provider will not be
covered unless it is an emergency or urgently needed care or unless your plan or a
network provider has given you a referral. Chapter 3 of your Member Handbook has
more information about using network and out-of-network providers.

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

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 (¥).

If your 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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If you lose your Medi-Cal benefits, within the 3 months period of deemed continued
eligibility, your Medicare benefits in this plan will continue. However, your Medi-Cal
service may not be covered. Contact your county eligibility office or Health Care
Options for information about your Medi-Cal eligibility. You can keep your Medicare
benefits, but not your Medi-Cal benefits.

Important Benefit Information for Members Who Qualify for “Extra Help”:

If you receive “Extra Help”to pay your Medicare Part D prescription drug costs, such
as premiums, deductibles, and coinsurance, you may be eligible for targeted reduced
cost sharing.

LIS eligible members in this plan will pay nothing for their Part D covered drugs
through all of the Part D coverage. See Chapter 6, Section C for further details.

LIS eligible members in this plan will receive a combined monthly allowance that will
be preloaded onto your Benefits Mastercard® Prepaid Card. Your combined monthly
allowance can be used towards the following benefits:

o

Healthy Foods / Grocery

o

Utilities Assistance

o

Automotive gasoline

o

Over-the-Counter (OTC) items

Refer to the “Benefit Prepaid Card Allowance for Grocery, Utilities, Auto Gas and
Over-the-Counter (OTC) items” row in the Benefits Chart for more information.

Medicare approved L.A. Care Medicare Plus to provide lower copayments/co-insurance as
part of the Value-Based Insurance Design (VBID) program. This program lets Medicare try new
ways to improve Medicare Advantage plans.

All preventive services are free. You will find this apple ) next to preventive services in the
Benefits Chart.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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D. Our plan’s Benefits Chart

Services that our plan pays for What you must pay

3 Abdominal aortic aneurysm screening S0

We pay for a one-time ultrasound screening for people
at risk. The plan only covers this screening if you have
certain risk factors and if you get a referral for it from
your physician, physician assistant, nurse practitioner,
or clinical nurse specialist.

Acupuncture S0

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

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

+ lasting 12 weeks or longer;

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

+ not associated with surgery; and
+ not associated with pregnancy.

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.
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w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 69


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 4: Benefits Chart

Services that our plan pays for What you must pay

Routine Acupuncture and Chiropractic S0
(Supplemental)

Our plan covers up to 45 combined visits every year for
Non-Medicare and Non-Medi-Cal covered Acupuncture
and Routine Chiropractic services. In most cases, you
must use a contracted provider to receive covered
services. Please contact our Member Service if you have
questions on how to use this benefit.

Covered Acupuncture services include:
+ Evaluation and Examination
+ Acupressure

+ Modalities and therapeutic treatment for
pain syndromes

« Musculoskeletal conditions
+ Nausea
Covered Chiropractic services include:
«+ Evaluation and Examination
« X-ray examination

+ Chiropractic manipulative therapy, modalities and
therapeutic procedures

+ Physical rehabilitation for musculoskeletal conditions
of the spine and extremities with clinic-based and
telehealth options

‘b Alcohol misuse screening and counseling S0

We pay for one alcohol-misuse screening (SABIRT) and
counseling (AMSC) for adults who misuse alcohol but are
not 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 are able and alert during counseling) with a
qualified primary care provider (PCP) or practitionerin a
primary care setting.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Services that our plan pays for What you must pay

Ambulance services* S0

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-emergent) must
be approved by us. In cases that are not 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.

Annual Physical Exam S0

We pay for one annual physical exam every year in addition
to the yearly Wellness visit. An annual physical exam
includes a detailed medical/family history and a detailed
head to toe assessment with hands-on examination.

3 Annual wellness visit S0

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.

Asthma Preventive Services S0

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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Services that our plan pays for What you must pay

Behavioral Health Services $0

L.A. Care Medicare Plus offers support for mild to
moderate impairment(s) resulting from a mental disorder,
referred to as Non-Specialty Mental Health Services
(NSMHS), which are provided through Carelon Behavioral
Health. These services include, but are not limited to:

+ Mental health evaluation and treatment, including
individual, group, and family psychotherapy

« Outpatient services that include lab work, drugs,
and supplies

+ Outpatient services to monitor drug therapy
+ Psychiatric consultation

+ Psychological testing to evaluate a mental
health condition

+ Inpatient psychiatric admissions
For more information, contact Carelon Behavioral Health:
« By Phone: 1-877-344-2858/1-800-735-2929 TTY/TDD

- Tolearn more about Carelon Behavioral Health services,
please visit: www.carelonbehavioralhealth.com/

Someone is available to help you connect to services
24 hours a day, 7 days a week, including holidays.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Services that our plan pays for What you must pay

Benefits Prepaid Card Allowance S0

You will receive a combined $120 monthly allowance
which will be preloaded on your Benefits Mastercard®
Prepaid Card. Any remaining balance does not rollover
to the next month. The card and activation instructions
will be mailed to you. You will also receive OTC and
Healthy Foods catalogs in the mail.

Your combined monthly allowance can be used towards
the following benefits:

Over-the-Counter (OTC) items

You can use the card to order non-prescription OTC
health and wellness items such as cough and cold
medicine, vitamins, pain relievers, bandages and
COVID-19 Over-The-Counter Tests.

Your OTC allowance Benefits Prepaid Card, along with
activation instructions and an OTC catalog will be mailed
to you.

Getting your items is easy! You can use your

Benefits Mastercard® Prepaid Card to buy approved,
non-prescription OTC items in-store at participating
pharmacies and retail locations, online or by phone.

+ In-Store: You can shop for a variety of approved items
at Albertsons, CVS, Food-4-Less, Ralphs, Walgreens,
Walmart, and more. Go to lacare.nationsbenefits.com
to find a participating store near you.

+ Online: Go to lacare.nationsbenefits.com to view a
variety of approved products. If this is your first time
placing an order online, you will need to create an
account by registering on the Benefits Pro Portal
portal or the Benefits Pro app. If you already created
an account, simply log in, select your items and when
ready click “Checkout.”

This benefit is continued on the next page.
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Services that our plan pays for What you must pay

Benefits Prepaid Card Allowance (continued)

+ By Phone: Review the OTC Catalog or go to
lacare.nationsbenefits.com to find the products you
want to order. To place an order by phone, please
call 1-833-571-7587 (TTY: 711). Member Service
Representatives are available 24 hours per day,

7 days a week, including holidays.

Because our plan participates in the Value-Based Insurance
Design Program, you can also use the Benefits Mastercard®
Prepaid Card towards any of the below benefits:

Healthy Foods / Grocery

You can use your card to help get the nutrition you need
for a well-balanced diet. Categories of Healthy Foods/
Grocery include the following: fresh fruits, vegetables,
frozen meals, meat, seafood, nutritional shakes, water and
so much more.

Utilities Assistance

You can use your card to help with the cost of utilities
for your home. Members have the choice to use this
benefit to pay for home utilities such as electric, heating,
cable, satellite, telecommunication services, computer
networks/information services, and more.

Automotive gasoline (Gas at the Pump)

You can use your card to pay for gas at the pump.
Members have the choice to use this benefit to pay for
gas at service stations and automated fuel dispensers.
The benefit is restricted to paying for gas at the actual
pump. You cannot make any purchases inside gas station
convenience stores. Also, please note some gas stations
may place a hold on the amount (amounts may differ)
which may cause your transaction to be declined.

For more information on how to utilize these benefits,
contact NationsBenefits® at 1-833-571-7587 (TTY:711) or
visit NationsBenefits at LACare.NationsBenefits.com

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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3 Bone mass measurement S0

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.

3 Breast cancer screening (mammograms) S0
We pay for the following services:

+ one baseline mammogram between the ages of
35and 39

+ one screening mammogram every 12 months for
women age 40 and over

+ clinical breast exams once every 24 months

Cardiac (heart) rehabilitation services* S0

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

We also cover intensive cardiac rehabilitation programs,
which are more intense than cardiac rehabilitation programs.

Talk to your provider and get a referral.

3 Cardiovascular (heart) disease risk reduction visit S0
(therapy 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 or visits,
your doctor may:

« discuss aspirin use,

« check your blood pressure, and/or

+ give you tips to make sure you are eating well.
Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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3 Cardiovascular (heart) disease testing* S0

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.

Talk to your provider and get a referral.

5 Cervical and vaginal cancer screening S0
We pay for the following services:

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

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

» 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

« for women aged 30-65: human papillomavirus (HPV)
testing or Pap plus HPV testing once every 5 years

Chiropractic services S0
We pay for the following services:
« adjustments of the spine to correct alignment

Note: You will pay all costs for any other services or tests
ordered by a chiropractor (including X-rays).

See Section: Acupuncture and Chiropractic
(Supplemental) for additional benefits.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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5 Colorectal cancer screening S0
We pay for the following services:

+ Colonscopy has no minimum or maximum age
limitation and is covered once every 120 months
(10 years) for patients not at high risk, or 48 months
after a previous flexible sigmoidoscopy for patients
who are not at high risk for colorectal cancer, and
once every 24 months for high risk patients after a
previous screening colonoscopy or barium enema.

+ Flexible sigmoidoscopy for patients 45 years and
older. Once every 120 months for patients not at
high risk after the patient received a screening
colonoscopy. Once every 48 months for high risk
patients from the last flexible sigmoidoscopy or
barium enema.

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

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

« Blood-based Biomarker Tests for patients 45 to 85
years of age and not meeting high risk criteria. Once
every 3 years.

« Barium Enema as an alternative to colonoscopy
for patients at high risk and 24 months since
the last screening barium enema or the last
screening colonoscopy.

+ Barium Enema as an alternative to flexible
sigmoidoscopy for patients not at high risk and
45 years or older. Once at least 48 months following
the last screening barium enema or screening
flexible sigmoidoscopy.

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Community Health Worker Service S0

L.A. Care covers community health worker (CHW) services
for individuals when recommended by a physician or
other licensed practitioner to prevent disease, disability,
and other health conditions or their progression; prolong
life; and promote physical and mental health and
efficiency. Services may include:

+ Health education and training, including control
and prevention of chronic or infections diseases;
behavioral, perinatal and oral health conditions; and
injury prevention

+ Health promotion and coaching, including goal
setting and creating action plans to address disease
prevention and management

Dental services S0

We pay for certain dental services, including but not limited
to, cleanings, fillings, and dentures. What we do not cover is
available through Medi-Cal Dental, described in F2 below.

We pay for some dental services when the service is
an integral part of specific treatment of a beneficiary’s
primary medical condition.

Some examples include reconstruction of the jaw
following fracture or injury, tooth extractions done in
preparation for radiation treatment for cancer involving
the jaw, or oral exams preceding kidney transplantation.

Additional Dental Services (Supplemental)

Our plan covers additional dental services and procedures.
These services may include, but are not limited to,
the following:
+ Preventive Services
o QOral Exams — 1 every year
o (Cleaning - 1 every year
o Fluoride Treatment - 1 topical application in a year
o X-Rays - 1 every year
« Comprehensive Services
o Restorative*
Endodontics* — 1 per tooth per lifetime
Periodontics*
Prosthodontics (Fixed and Removable)*
Oral/Maxillofacial Surgery*
Adjunctive General Services*

This benefit is continued on the next page.

o O O O ©o
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Dental services (continued)

Our plan partners with Liberty Dental to provide your
dental benefits.

Benefits exclusions and limitations may apply. There may
be exceptions if medically necessary. Please note that
some services require clinical review for pre-authorization
approval prior to treatment. Certain documentation
must be submitted with these pre-authorization requests.
These services are clinically reviewed using the provided
documentation to determine if they are indicated and
appropriate based on industry standards, and that they
meet all requirements specific to such service as outlined
in Liberty’s Clinical Criteria and Guidelines. Any treatment
which, in the opinion of LIBERTY’s Dental Director, is not
necessary or does not meet plan’s criteria will not be
covered. If the required documentation is not provided, the
service cannot be adequately reviewed and will therefore
be denied. If the prior authorization is denied for any
reason, the service will not be covered, and you will be
responsible for all associated costs. Dental procedures for
cosmetic or aesthetic reasons are not covered. Coverage is
limited to the services listed in the Schedule of Benefits.

For a detailed list of coverage, you can visit the website at
medicare.lacare.org or by calling 1-855-552-8243, Monday
to Friday, 8:00 a.m. to 8:00 p.m., local time. Services that
are not covered by our plan, may be available through the
Medi-Cal Dental Program.

To locate a network dentist you may call Member Services
at 1-855-552-8243 or search the online dental provider
directory at libertydentalplan.com/lacaremedicare. It is
recommended that you work with your in-network dentist
to check benefit coverage prior to obtaining dental services.
If you choose to use a dentist outside of the network, the
services you receive will not be covered by our plan.

5 Depression screening S0

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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é Diabetes screening S0

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

+ high blood pressure (hypertension)

+ history of abnormal cholesterol and triglyceride
levels (dyslipidemia)

+ obesity
« history of high blood sugar (glucose)

Tests may be covered in some other cases, such as if you
are 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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é Diabetic self-management training, services, S0
and supplies*

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

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

o ablood 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

« 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)

« In some cases, we pay for training to help
you manage your diabetes. To find out more,
contact Member Services.

Members with Diabetes are eligible for the L.A. Cares
About Diabetes® program. This is a free program to help
members control their diabetes, including:

Mailing of diabetes health materials

Instructions on how to log on to MyHIM Wellness Portal

Diabetes Self-Management Education classes
(virtual option available)

Access to Registered Dietitians to:
Coach you on how to manage blood sugar levels
Guide you on healthy eating

Provide helpful tips on how to talk with your your
doctor about diabetes

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Doula Services S0

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.

Durable medical equipment (DME) and S0
related supplies

Refer to Chapter 12 of your 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 (IV) 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
does not carry a particular brand or maker, you may ask
them if they can special order it for you.

You should talk to your provider and get a referral for
DME items used outside the home.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Emergency care
Emergency care means services that are:

+ given by a provider trained to give emergency
services, and

+ needed to treat a medical emergency.

A medical emergency is a medical condition with severe
pain or serious injury. The condition is so serious that, if it
does not get immediate medical attention, anyone with an
average knowledge of health and medicine could expect
it to resultin:

« serious risk to your health or to that of your unborn
child; or

« serious harm to bodily functions; or
« serious dysfunction of any bodily organ or part.
+ Inthe case of a pregnant woman in active labor, when:

o There is not 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 and urgently needed services are covered
world-wide without prior authorization. We will cover up
to $10,000 in costs per calendar year. Contact Member
Services for additional information.

$0

If you get emergency
care at an out-of-
network hospital and
need inpatient care
after your emergency

is stabilized, you must
return 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Family planning services S0

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:
+ family planning exam and medical treatment
- family planning lab and diagnostic tests

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

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

« 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)

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

+ 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.)

+ 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:

« treatment for medical conditions of infertility
(This service does not include artificial ways to
become pregnant.)

. treatment for AIDS and other HIV-related conditions
+ genetic testing

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Fitness Benefit (SilverSneakers®) S0

Our plan offers a fitness benefit through SilverSneakers®.
SilverSneakers is more than a traditional fitness program.
It's a way to improve your health and live the life you
want. Whether you enjoy group fitness classes, sports or
using strength and cardio equipment or prefer staying
active at home, SilverSneakers gives you the opportunity
to improve your health, gain confidence and connect
with your community.

SilverSneakers gives you access to:

+ A nationwide network of participating gym and
community locations' with group fitness classes? at
select locations - enroll in as many as you'd like

+ SilverSneakers LIVE online classes and workshops
led by specially trained instructors, offered 7 days a
week, morning, afternoon and evening,

- SilverSneakers On-Demand 200+ online workout
videos available 24/7

+ SilverSneakers GO mobile app with adjustable
workout plans and more

+ Burnalong® access with a supportive virtual
community and thousands of classes for all interests
and abilities

+ GetSetUp3, with hundreds of interactive online
classes one hour or less, ranging from nutrition to
mindfulness and more.

Stay active at the gym, from home and at locations
around your community. With SilverSneakers, you have
more options than ever.

Activate your free online account today and explore
everything SilverSneakers has to offer.

This benefit is continued on the next page.
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Fitness Benefit (SilverSneakers®) (continued)
Get started in 3 easy steps

1. Go online to SilverSneakers.com/StartHere to create
an online account.

2. Login to view your member ID number and take that
to a participating location.

3. You can also enjoy virtual workouts online through
your new account.

As a SilverSneakers member, you can save

thousands of dollars on tuition for your loved ones,
simply by working out at a participating SilverSneakers®
location. It’s easy and no cost to you. Please visit
SilverSneakers.TuitionRewards.com for more information.

1. Participating locations (“PL") are not owned or
operated by Tivity Health, Inc. or its affiliates. Use
of PL facilities and amenities is limited to terms and
conditions of PL basic membership. Facilities and
amenities vary by PL.

2. Membership includes SilverSneakers instructor-led
group fitness classes. Some locations offer members
additional classes. Classes vary by location.

3. GetSetUp is a third-party service provider and is not
owned or operated by Tivity Health, Inc. (“Tivity”)
or its affiliates. Users must have internet service to
access GetSetUp service. Internet service charges are
responsibility of user.

Burnalong is a registered trademark of Burnalong, Inc.
SilverSneakers is a registered trademark of Tivity Health,
Inc. © 2024 Tivity Health, Inc. All rights reserved.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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é Health and wellness education programs S0

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

- Health Education classes;

+ Nutrition Education classes;

« Smoking and Tobacco Use Cessation; and
+ Nurse Advice Line

+ Individual telephonic counseling, in-person group
appointments, and online wellness workshops in a
variety of topics including nutrition, fall prevention,
osteoporosis, heart health, weight management,
asthma, and diabetes prevention.

+ Individual telephonic counseling with a certified
health coach.

+ Medical Nutrition Therapy with a Registered Dietitian
(upon PCP referral)

+ Education and assistance using technology to
access health care services and information (digital
health literacy)

+ Health education materials in easy-to-read languages
and formats, including large print.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Hearing services N

We pay for hearing and balance tests done by your
provider. These tests tell you whether you need medical
treatment. They are 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
+ aninitial 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

i HIV screening S0

We pay for one HIV screening exam every 12 months for
people who:

« ask for an HIV screening test, or
- are atincreased risk for HIV infection.

For women who are 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 88


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 4: Benefits Chart

Services that our plan pays for What you must pay

Home health agency care* S0

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:

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

+ physical therapy, occupational therapy, and
speech therapy

« medical and social services
» medical equipment and supplies
Talk to your provider and get a referral.

Home infusion therapy N

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:

+ thedrug or biological substance, such as an antiviral
or immune globulin;

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

Our plan covers home infusion services that include but
are not limited to:

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

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

« remote monitoring; and

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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Hospice care

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. Your hospice doctor

Covered services include:

+ drugs to treat symptoms and pain
« short-term respite care
+ home care

Hospice services and services covered by Medicare
Part A or Medicare Part B that relate to your terminal
prognosis are billed to Medicare.

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

« 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.

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

+ Drugs are never covered by both hospice and our
plan at the same time. For more information, refer to
Chapter 5 of your 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
coordinator and/or member services to arrange the
services. Non-hospice care is care that is not related to
your terminal prognosis.

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

can be a network provider or an out-of-network provider.

+ Refer to Section F of this chapter for more information.

When you enroll in

a Medicare-certified
hospice program, your
hospice services and
your Part A and Part B
services related to your
terminal prognosis are
paid for by Original
Medicare, not L.A. Care
Medicare Plus.

You pay $0 for the
hospice consultation
services (one time only).

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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3 Immunizations S0
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 are at high or intermediate
risk of getting hepatitis B

+ COVID-19 vaccines

+ human papillomavirus (HPV) vaccine

« other vaccines if you are 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 your Member
Handbook to learn more.

In-Home Support Services with Papa Pals $0

Our plan pays for up to 60 hours per year for In-Home
Support Services. In-Home Support Services benefit
offered by vetted and trained companions (Papa Pals),
bring help right to the front door. They provide assistance
with daily activities like transportation (to doctor’s
appointments, the pharmacy, or anywhere else you may
need to go), caregiving support, technology assistance,
help navigating health plan benefits, light house help,
and of course, social interaction.

For more information please visit
https://www.papa.com/member-central.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Inpatient hospital care* S0
We pay for the following services and other medically You must get approval
necessary services not listed here: from our plan to get

inpatient care at an
out-of-network hospital
after your emergency is
stabilized.

+ semi-private room (or a private room if
medically necessary)

« meals, including special diets
+ regular nursing services

« costs of special care units, such as intensive care or
coronary care units

+ drugs and medications

+ lab tests

« X-rays and other radiology services

+ needed surgical and medical supplies

« appliances, such as wheelchairs

+ operating and recovery room services

+ physical, occupational, and speech therapy
+ inpatient substance abuse services

+ 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.
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Inpatient hospital care* (continued)

If you need a transplant, a Medicare-approved transplant
center will review your case and decide if you are a
candidate for a transplant. Transplant providers may be
local or outside of the service area. If local transplant
providers are willing to accept the Medicare rate, then
you can get your transplant services locally or outside the
pattern of care for your community. If our plan provides
transplant services outside the pattern of care for our
community and you choose to get your transplant there,
we arrange or pay for lodging and travel costs for you and
one other person.

+ blood, including storage and administration
+ physician services

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 are not
sure if you are an inpatient or an outpatient, you should
ask the hospital staff.

You can also find more information in a Medicare fact
sheet called “Are you a Hosptial Inpatient or Outpatient?
If You Have Medicare — Ask!”. This fact sheet is available

at es.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. You can
call these numbers for free, 24 hours a day, 7 days a week.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Inpatient services in a psychiatric hospital S0

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

« 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 does not apply to inpatient
mental health services provided in a psychiatric
unit of a general hospital

« If you are 65 years or older, we pay for services you
getin an Institute for Mental Diseases (IMD).

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Inpatient stay: Covered services in a hospital or S0
skilled nursing facility (SNF) during a non-covered
inpatient stay

We do not pay for your inpatient stay if you have used all
of your inpatient benefit or if the stay is not reasonable
and medically necessary.

However, in certain situations where inpatient care is not
covered, we may pay for services you get while you're in
a hospital or nursing facility. To find out more, contact
Member Services.

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

« doctor services
+ diagnostic tests, like lab tests

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

+ surgical dressings

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

« 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.

+ 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

+ physical therapy, speech therapy,
and occupational therapy
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Kidney disease services and supplies* S0
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 your 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.

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

Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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5 Lung cancer screening S0
Our plan pays for lung cancer screening every 12 months
if you:

+ areaged50-77,and

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

+ have smoked at least 1 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.

Meal Benefit S0

Our plan provides healthy meals tailored to your health
needs. You get up to 12 weeks of meals sent straight to
your home. You may be eligible if you meet one of the
following criteria:

o Adisease or health condition that is long- term.
This may include diabetes, cancer, stroke, heart
failure, or other conditions of the heart. This may
also include certain lung problems, HIV, or a mental
health need.

o A recent discharge from the hospital or nursing facility.
o Widespread health needs that need to be managed.

During the program, you must be able to receive a meal
delivery every week. You will also need to store and
prepare the meals properly. Other restrictions may apply.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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5 Medical nutrition therapy S0

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

We pay for three hours of one-on-one counseling services
during your first year that 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 referral. A doctor must
prescribe these services and renew the referral each year
if you need treatment in the next calendar year. We may
approve additional services if medically necessary.

i Medicare Diabetes Prevention Program (MDPP) S0

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

+ long-term dietary change, and
« increased physical activity, and

« ways to maintain weight loss and a healthy lifestyle.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Medicare Part B prescription drugs S0

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

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

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

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

+ the Alzheimer’s drug, Leqembi (generic lecanemab)
which is given intravenously (IV)

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

+ 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 does not cover them

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

« 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

This benefit is continued on the next page.
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Medicare Part B prescription drugs (continued)

+ 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

- 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

« certain oral End-Stage Renal Disease (ESRD) drugs if
the same drug is available in injectable form and the
Part B ESRD benefit covers it

+ calcimimetic medications under the ESRD payment
system, including the intravenous medication
Parsabiv, and the oral medication Sensipar

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

- 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

+ IVimmune globulin for the home treatment of
primary immune deficiency diseases

. parenteral and enteral nutrition (IV and tube feeding)

The following link takes you to a list of Medicare
Part B drugs that may be subject to step therapy:
medicare.lacare.org.

This benefit is continued on the next page.
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Medicare Part B prescription drugs (continued)

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

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

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

Nursing facility care* S0

A nursing facility (NF) is a place that provides care for
people who cannot get care at home but who do not
need to be in a hospital.

Services that we pay for include, but are not 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.
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Nursing facility care* (continued)
+ lab tests usually given by nursing facilities

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

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

+ physician/practitioner services

+ durable medical equipment

« dental services, including dentures
+ vision benefits

+ hearing exams

+ chiropractic care

+ 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:

+ anursing 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).

+ anursing facility where your spouse or domestic
partner is living at the time you leave the hospital.

Talk to your provider and get a referral.

& Obesity screening and therapy to keep weight down S0

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.
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Opioid treatment program (OTP) services $0

Our plan pays for the following services to treat opioid
use disorder (OUD):

« intake activities
+ periodic assessments

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

+ substance use disorder counseling
« individual and group therapy

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

Outpatient diagnostic tests and therapeutic S0
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
+ other outpatient diagnostic tests

Prior authorization and referral are required, except for
diagnostic procedures and services related to COVID-19.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Outpatient hospital services* S0

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:

+ Services in an emergency department or
outpatient clinic, such as outpatient surgery or
observation services

o Observation services help your doctor know if you
need to be admitted to the hospital as “inpatient.”

o Sometimes you can be in the hospital overnight
and still be “outpatient.”

o You can get more information about being
inpatient or outpatient in this fact sheet:
es.medicare.gov/publications/11435-Medicare-
Hospital-Benefits.pdf.

« Labs and diagnostic tests billed by the hospital

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

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

+ Medical supplies, such as splints and casts

+ Preventive screenings and services listed throughout
the Benefits Chart

« Some drugs that you can't give yourself
Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Outpatient mental health care* S0
We pay for mental health services provided by:

+ a state-licensed psychiatrist or doctor

+ aclinical psychologist

+ aclinical social worker

+ aclinical nurse specialist

+ alicensed professional counselor (LPC)

+ alicensed marriage and family therapist (LMFT)

+ anurse practitioner (NP)

+ a physician assistant (PA)

« any other Medicare-qualified mental health care
professional as allowed under applicable state laws

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

« clinic services

+ day treatment when you meet the medically
necessary criteria for specialty mental health services

+ psychosocial rehab services - when you meet the
medically necessary criteria for specialty mental
health services

+ partial hospitalization or intensive outpatient
programs

+ individual and group mental health evaluation and
treatment

« psychological testing when clinically indicated to
evaluate a mental health outcome

« outpatient services for the purposes of monitoring
drug therapy

+ outpatient laboratory, drugs, supplies and
supplements

+ psychiatric consultation

Talk to your provider and get a referral.
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Outpatient rehabilitation services* S0

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.

Talk to your provider and get a referral.

Outpatient substance use disorder services* S0

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

+ alcohol misuse screening and counseling

+ treatment of drug abuse

+ group or individual counseling by a qualified
clinician

+ subacute detoxification in a residential addiction
program

+ alcohol and/or drug services in an intensive
outpatient treatment center

. extended-release Naltrexone (vivitrol) treatment

Outpatient surgery* S0

We pay for outpatient surgery and services at hospital
outpatient facilities and ambulatory surgical centers.

Talk to your provider and get a referral.
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Palliative Care S0

Palliative care is covered by our plan. Palliative care is

for people with serious illness. It provides patient and
family-centered care that improves quality of life by
anticipating, preventing, and treating suffering. Palliative
Care is not hospice, therefore you do not 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:
« advance care planning
« palliative care assessment and consultation

+ aplan of care including all authorized palliative and
curative care, including mental health and medical
social services

« services from your designated care team
- care coordination
+ pain and symptom management

You may not get hospice care and palliative care at the
same time if you are over the age of 21. If you are 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Partial hospitalization services and intensive S0
outpatient services*

Partial hospitalization is a structured program of active
psychiatric treatment. It is offered as a hospital outpatient
service or by a community mental health center. It is 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 is more intense than the care
received in your doctor’s, therapist’s, LMFT, or licensed
professional counselor’s office but less intense than
partial hospitalization.

Personal Emergency Response System (PERS) S0

Coverage for one Personal Emergency Response System
(PERS). A Personal Emergency Response System is a
medical alert monitoring system that provides

24/7 access to help at the push of a button.
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Physician/provider services, including doctor’s S0
office visits*

We pay for the following services:

« medically necessary health care or surgery services
given in places such as:

« physician’s office

. certified ambulatory surgical center

+ hospital outpatient department

+ consultation, diagnosis, and treatment by a specialist

+ basic hearing and balance exams given by your
primary care provider or specialist, if your doctor
orders them to find out whether you need treatment

+ Certain telehealth services, including those for colds,
flu, cough, sinus and chest infections, allergies, skin,
fevers, sore throat and ear infections.

o You have the option of getting these services
through an in-person visit or by telehealth. If you
choose to get one of these services by telehealth,
you must use a network provider who offers
the service by telehealth. Your PCP or PCP’s
medical group may offer telehealth services. You
should talk to your provider to verify if they offer
telehealth services.

o Telephonic Consultations: Teladoc will
provide members with unlimited toll-free access
to telephone consultation by state licensed
physicians by calling 1-800-835-2362 (TTY: 711)
24 hours a day, 7 days a week.

o Video Consultations: Teladoc will provide
members access to private and secure video
consultations provided by a physician who
is licensed in the state where the member is
located 7 a.m. to 9 p.m./ 7 days a week. (Video
consultations are available by downloading the
Teladoc app to your mobile device. Get the app
by going to https:/www.teladoc.com/mobile/.

This benefit is continued on the next page.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 109


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 4: Benefits Chart

Services that our plan pays for What you must pay

Physician/provider services, including doctor’s
office visits* (continued)

+ 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

+ telehealth services to diagnose, evaluate, or treat
symptoms of a stroke

- telehealth services for members with a substance use
disorder or co-occurring mental health disorder

+ telehealth services for diagnosis, evaluation, and
treatment of mental health disorders if:

+ you have an in-person visit within 6 months prior to
your first telehealth visit

+ you have an in-person visit every 12 months while
receiving these telehealth services

« exceptions can be made to the above for
certain circumstances

. telehealth services for mental health visits
provided by Rural Health Clinics and Federally
Qualified Health Centers.

« virtual check-ins (for example, by phone or video
chat) with your doctor for 5-10 minutes if

o you're not a new patient and

o the check-in isn't related to an office visit in the
past 7 days and

o the check-in doesn't lead to an office visit within
24 hours or the soonest available appointment

This benefit is continued on the next page.
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Physician/provider services, including doctor’s
office visits* (continued)

« 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 7 days and

o the evaluation doesn’t lead to an office visit within
24 hours or the soonest available appointment

+ Consultation your doctor has with other doctors by
phone, the Internet, or electronic health record if
you're not a new patient

+ Second opinion by another network provider
before surgery

« Non-routine dental care. Covered services are
limited to:

o surgery of the jaw or related structures
o setting fractures of the jaw or facial bones

o pulling teeth before radiation treatments of
neoplastic cancer

o services that would be covered when provided by
a physician

Talk to your provider and get a referral.

Podiatry services* S0
We pay for the following services:

+ diagnosis and medical or surgical treatment of
injuries and diseases of the foot (such as hammer toe
or heel spurs)

- routine foot care for members with conditions
affecting the legs, such as diabetes

Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Routine Podiatry Services* S0

Our plan covers up to 12 routine foot care visits every year
for Non-Medicare and Non-Medi-Cal covered Podiatry.

Routine foot care can include:
» Cutting or removing corns and calluses
« Trimming, cutting, or clipping nails

Hygienic or other preventive maintenance, like cleaning
and soaking your feet

Talk to your provider and get a referral.

& Prostate cancer screening exams S0

For men age 50 and over, we pay for the following
services once every 12 months:

- adigital rectal exam

+ a prostate specific antigen (PSA) test

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Prosthetic and orthotic devices and related supplies* S0

Prosthetic devices replace all or part of a body part or
function. These include but are not 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.

Pulmonary rehabilitation services* S0

We pay for pulmonary rehabilitation programs for
members who have moderate to very severe chronic
obstructive pulmonary disease (COPD). You must have a
referral for pulmonary rehabilitation from the doctor or
provider treating the COPD.

Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
o visit medicare.lacare.org. 13
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Services that our plan pays for What you must pay

i Sexually transmitted infections (STIs) screening S0
and 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 STls. 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
o visit medicare.lacare.org. 14
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Services that our plan pays for What you must pay

Skilled nursing facility (SNF) care* S0

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

+ asemi-private room, or a private room if it is
medically necessary

« meals, including special diets
+ nursing services

« physical therapy, occupational therapy, and speech
therapy

« drugs you get as part of your plan of care, including
substances that are naturally in the body, such as
blood-clotting factors

+ blood, including storage and administration

« medical and surgical supplies given by nursing
facilities

« lab tests given by nursing facilities

« X-rays and other radiology services given by
nursing facilities

+ appliances, such as wheelchairs, usually given by
nursing facilities

+ physician/provider 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:

+ anursing facility or continuing care retirement
community where you lived before you went to the
hospital (as long as it provides nursing facility care)

+ anursing facility where your spouse or domestic
partner lives at the time you leave the hospital

Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Services that our plan pays for What you must pay

5 Smoking and tobacco use cessation S0

If you use tobacco, do not have signs or symptoms of
tobacco-related disease, and want or need to quit:

«  We pay for two quit attempts in a 12-month period
as a preventive service. This service is free for you.
Each quit attempt includes up to four face-to-face
counseling visits.

If you use tobacco and have been diagnosed with a
tobacco-related disease or are taking medicine that may
be affected by tobacco:

+  We pay for two counseling quit attempts within a
12-month period. Each counseling attempt includes
up to four face-to-face visits

Supervised exercise therapy (SET)* S0

We pay for SET for members with symptomatic peripheral
artery disease (PAD).

Our plan pays for

« upto 36 sessions during a 12-week period if all SET
requirements are met

+ an additional 36 sessions over time if deemed
medically necessary by a health care provider

The SET program must be:

« 30 to 60-minute sessions of a therapeutic exercise-
training program for PAD in members with leg
cramping due to poor blood flow (claudication)

+ in a hospital outpatient setting or in a physician’s
office
« delivered by qualified personnel who make sure

benefit exceeds harm and who are trained in exercise
therapy for PAD

« under the direct supervision of a physician, physician
assistant, or nurse practitioner/clinical nurse specialist
trained in both basic and advanced life support
techniques

Talk to your provider and get a referral.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Services that our plan pays for What you must pay

Transportation: Non-emergency medical S0
transportation®

This benefit allows for transportation that is the most cost
effective and accessible. This can include: ambulance,
litter van, wheelchair van medical transportation services,
and coordinating with para transit.

The forms of transportation are authorized when:

« your medical and/or physical condition does not
allow you to travel by bus, passenger car, taxicab, or
another form of public or private transportation, and

« prior authorization may be required, depending on
the service

L.A. Care works with your doctor to help you schedule the
transportation you need to get to and from your L.A. Care
Medicare Plus covered services. Scheduling may require

a provider’s request and L.A. Care approval. Call L.A. Care
Medicare Plus Member Services at 1-833-522-3767
(TTY:711), 24 hours a day, 7 days a week, including
holidays, to learn more about your transportation options
and how to schedule a ride.

Transportation: Non-medical transportation S0

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
needed medical care, including travel to dental
appointments and to pick up prescription drugs.

This benefit does not limit your non-emergency medical
transportation benefit.

L.A. Care can help you schedule the transportation you
need to get to and from your services that are covered

by L.A. Care Medicare Plus. Call L.A. Care Medicare Plus
Member Services at 1-833-522-3767 (TTY:711), 24 hours a
day, 7 days a week, including holidays, to learn more about
your transportation options and how to schedule a ride.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
o visit medicare.lacare.org. 17
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Services that our plan pays for What you must pay

Urgently needed care S0
Urgently needed care is care given to treat:

« anon-emergency that requires immediate
medical care, or

- an unforeseen illness, or
« aninjury, or
+ 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 is not possible, or it is unreasonable,
to obtain services from network providers (for example,
when you are outside the plan’s service area and you
require medically needed immediate services for an
unseen condition but it is not a medical emergency).

Emergency and urgently needed services are covered
world-wide without prior authorization. We will cover up
to $10,000 in costs per calendar year. Contact Member
Services for additional information.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
o visit medicare.lacare.org. 18
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Services that our plan pays for What you must pay

5 Vision care S0
Routine Vision Services

We pay for routine services when provided through
our network of VSP providers. Please visit our provider
directory for a doctor near you. Routine benefits include:

« one routine eye exam* every year and

+ up to $500 for eyeglasses (frames and lenses) or up
to $500 for contact lenses every two years

Medicare-covered services*

We pay for outpatient doctor services for the diagnosis
and treatment of diseases and injuries of the eye. For
example, this includes annual eye exams for diabetic
retinopathy for people with diabetes and 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:

+ people with a family history of glaucoma

+ people with diabetes

+ African-Americans who are age 50 and over
+ Hispanic Americans who are 65 or over

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 cannot get two
pairs of glasses after the second surgery, even if you did
not get a pair of glasses after the first surgery.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Services that our plan pays for What you must pay

é “Welcome to Medicare” preventive visit S0

We cover the one-time “Welcome to Medicare” preventive
visit. The visit includes:

+ areview of your health,

+ education and counseling about the preventive services
you need (including screenings and shots), and

- 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. 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 do not replace benefits that you already
receive under Medi-Cal.

Community Supports may include help finding or keeping housing, medically-tailored
meals, or other help for you or your caregiver. If you need help or would like to find out what
Community Supports may be available for you, call 1-833-522-3767 (TTY:711), 24 hours a
day, 7 days a week, including holidays or call your health care provider. There is no cost to
Members for Community Supports services.

The following are Community Supports offered by L.A. Care Health Plan:
« Housing Transition Navigation Services & Housing Tenancy and Sustaining Services
o Includes services to help members find housing and maintain safe and stable tenancy
« Medically Tailored Meals

« Meal program that helps members manage their health conditions and learn about
healthy foods. Members who qualify can get meals sent straight to their home for up
to 12 weeks.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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e Recuperative Care (Medical Respite)

o Short-term integrated and clinical care for members who no longer require
hospitalization but still need to heal from an injury or iliness (including behavioral
health conditions)

» Housing Deposits

o Assists with identifying, coordinating, securing, or funding one-time services and
modifications necessary to enable a person to establish a basic household, it does
not constitute room and board.

« Sobering Centers

o Alternative destinations for members who are found to be publicly intoxicated and
would otherwise be transported to the emergency department or jail

e Personal Care and Homemaker Services

o Supports members who need assistance with daily activities, such as bathing,
getting dressed, personal hygiene, cooking and eating

» Respite Services

o Short-term services provided to caregivers of those who require occasional
temporary supervision to give relief to the caregiver

« Environmental Accessibility Adaptations (Home Modifications)

o Physical adaptations to a home to ensure the health and safety of the individual, or
enable the member to function with greater independence in the home

e Asthma Remediation

o Provides physical modifications to a home environment that are necessary to ensure
the health, welfare, and safety of the member, or enable the member to function
in the home and without which acute asthma episodes could result in the need for
emergency services and hospitalization

« Nursing Facility Transition/Diversion to Assisted Living Facilities

o Helps members live in the community by facilitating transitions from a nursing
facility back into a home-like, community setting, or preventing nursing facility
admissions for those with imminent need.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« Community Transition Services/Nursing Facility Transition to a Home

o Assists members to live in the community to avoid further institutionalization by
providing non-recurring set-up expenses for members transitioning from a licensed
facility to a living arrangement in a private residence.

« Short-Term Hospitalization Housing

o Provides those who do not have a residence, and who have high medical or
behavioral health needs, the opportunity to continue their medical, psychiatric, or
substance use recovery immediately after exiting an inpatient institutional setting

« Day Habilitation Programs

o Provides services in or out of a person’s home to assist them in acquiring, retaining,
and improving self-help. Socialization, and adaptive skills necessary to reside
successfully in the community

If you need help or would like to find out which Community Supports may be available for
you, call 1-833-522-3767, 24 hours a day, 7 days a week, including holidays (TTY 711) or call
your health care provider.

F. Benefits covered outside of our plan

We don’t cover the following services, but they are available through Original Medicare or
Medi-Cal fee-for service.

F1. California Community Transitions (CCT)

The California Community Transitions (CCT) program uses local Lead Organizations to

help eligible Medi-Cal beneficiaries, who have lived in an inpatient facility for at least

90 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/ltc/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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 does not cover drugs. You continue to get your normal drug benefit
through our plan. For more information, refer to Chapter 5 of your Member Handbook.

Note: If you need non-CCT transition care, call your care coordinator to arrange the services.
Non-CCT transition care is care not related to your transition from an institution or facility.

F2. Medi-Cal Dental

Certain dental services are available through Medi-Cal Dental. More information is on the
SmileCalifornia.org website. Medi-Cal Dental includes but is not limited to, services such as:

« initial examinations, X-rays, cleanings, and fluoride treatments

« restorations and crowns

« root canal therapy

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

For more information regarding dental benefits available in Medi-Cal Dental, or if you need help
finding a dentist who accepts Medi-Cal, contact the customer service line at 1-800-322-6384
(TTY users call 1-800-735-2922). The call is free. Medi-Cal Dental representatives are available
to assist you from 8:00 a.m. to 5:00 p.m., Monday through Friday. You can also visit the website
at smilecalifornia.org/ for more information.

In Sacramento and Los Angeles counties, you may get Medi-Cal dental benefits through a
Dental Managed Care (DMC) plan. If you want more information about Medi-Cal dental plans
or want to make changes, contact Health Care Options at 1-800-430-4263 (TTY users call
1-800-430-7077), Monday through Friday, 8:00 a.m. to 6:00 p.m. The call is free. DMC contacts
are also available here: www.dhcs.ca.gov/services/Pages/ManagedCarePlanDirectory.aspx.

Note: Our plan offers additional dental services. Refer to the Benefits Chart in Section D for
more information.

F3. Hospice care

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. The plan must help you find Medicare-certified hospice programs. Your hospice
doctor can be a network provider or an out-of-network provider.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Refer to the Benefits Chart in Section D for more information about what we pay for while
you are getting hospice care services.

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

« The hospice provider bills Medicare for your services. Medicare pays for hospice
services related to your terminal prognosis. You pay nothing for these services.

For services covered by Medicare Part A or Medicare Part B that are not related to your
terminal prognosis

« The provider will bill Medicare for your services. Medicare will pay for the services
covered by Medicare Part A or Medicare Part B. You pay nothing for these services.

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

« Drugs are never covered by both hospice and our plan at the same time. For more
information, refer to Chapter 5 of your 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
above for more information.

Note: If you need non-hospice care, call your care coordinator to arrange the services.
Non-hospice care is care not related to your terminal prognosis.

F4. In-Home Supportive Services (IHSS)

e The IHSS Program will help pay 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.

« 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.

« Your care coordinator can help you apply for IHSS with your county social service
agency.

F5. 1915(c) Home and Community Based Services (HCBS) Waiver Programs
Assisted Living Waiver (ALW)

« 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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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into a homelike and community setting or prevent skilled nursing admissions for
beneficiaries with an imminent need for nursing facility placement.

« 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.

« Your care coordinator can help you apply for the ALW. A current listing of Care
Coordination Agencies can be found in the following website: https://www.dhcs.
ca.gov/services/Itc/Documents/Care-Coordination-Agencies.pdf.

HCBS Waiver for Californians with Developmental Disabilities (HCBS-DD)

California Self-Determination Program (SDP) Waiver for Individuals with
Developmental Disabilities

« 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 coordinator 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.

« 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.

« Your care coordinator can help you apply for the HCBA.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.

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.

Multipurpose Senior Services Program (MSSP)

The Multipurpose Senior Services Program (MSSP) provides both social and health
care management services to assist individuals remain in their own homes and
communities.

While most of the program participants also receive In-Home Supportive Services,
MSSP provides on-going care coordination, links participants to other needed
community services and resources, coordinates with health care providers, and
purchases some needed services that are not otherwise available to prevent or delay
institutionalization. The total annual combined cost of care management and other
services must be lower than the cost of receiving care in a skilled nursing facility.

A team of health and social service professionals provides each MSSP participant
with a complete health and psychosocial assessment to determine needed services.
The team then works with the MSSP participant, their physician, family, and others to
develop an individualized care plan. Services include:

o care management

o adult day care

o minor home repair/maintenance

o supplemental in-home chore, personal care, and protective supervision services

o respite services

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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o transportation services

o counseling and therapeutic services
o meal services

o communication services.

« Members who are enrolled in the MSSP Waiver can remain enrolled in the MSSP Waiver
while also receiving benefits provided by our plan. Our plan works with your MSSP
provider to coordinate the services you receive.

« Your care coordinator can help you apply for MSSP.

F6. 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 does not 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:

« mental health services

« medication support services

« day treatment intensive

« day rehabilitation

e crisis intervention

o crisis stabilization

« adult residential treatment services

« crisis residential treatment services

« psychiatric health facility services

« psychiatric inpatient hospital services

» targeted case management

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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-y

Drug Medi-Cal Organized Delivery System services are available to you through your county
behavioral health agency if you meet criteria to receive these services. Drug Medi-Cal services
provided by your county include:

* intensive outpatient treatment services

« perinatal residential substance use disorder treatment

» oOutpatient treatment services

e narcotic treatment program

« medications for addiction treatment (also called Medication Assisted Treatment)
Drug Medi-Cal Organized Delivery System Services include:

* oOutpatient treatment services

» intensive outpatient treatment services

« medications for addiction treatment (also called Medication Assisted Treatment)

« residential treatment services

« withdrawal management services

e narcotic treatment program

e recovery services

« Case Management

In addition to the services listed above, you may have access to voluntary inpatient
detoxification services if you meet the criteria.

D-SNP Members who need behavioral health services, including both mental health and
substance use services, can access services through either L.A. Care’s behavioral health
vendor, Carelon Behavioral Health, Los Angeles County Department of Mental Health (DMH),
and Los Angeles County Department of Public Health, Substance Abuse and Prevention
Control (DPH-SAPC). The delivery system in which Members can access care is based on

the type and severity of symptoms and impairment. A PCP referral is not needed to access
behavioral health services and there is a“no wrong door” approach to service access, with
multiple entry points. A service is “medically necessary” or a “medical necessity” when it is
reasonable and necessary to protect life, to prevent significant illness or significant disability,
or to alleviate severe pain.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Coordination of behavioral health services for D-SNP members will be facilitated by

L.A. Care when members are accessing behavioral health services through County entities as
needed, and when necessary, appropriate consents are signed. L.A. Care and County entities
follow a mutually agreed upon review process to facilitate timely resolution of clinical and
administrative disputes.

G. Benefits not covered by our plan, Medicare, or Medi-Cal

This section tells you about benefits excluded by our plan. “Excluded” means that we do not
pay for these benefits. Medicare and Medi-Cal do not 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 do not pay for excluded medical benefits listed in this section (or anywhere else in this
Member Handbook) except under specific conditions listed. Even if you receive the services

at an emergency facility, the plan will not pay for the services. If you think that our plan
should pay for a service that is not covered, you can request an appeal. For information about
appeals, refer to Chapter 9 of your Member Handbook.

In addition to any exclusions or limitations described in the Benefits Chart, our plan does not
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 your Member Handbook for more information on clinical research studies.
Experimental treatment and items are those that are not generally accepted by the
medical community.

« surgical treatment for morbid obesity, except when medically necessary and Medicare
pays for it

« aprivate room in a hospital, except when medically necessary
e 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
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« 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

e cosmetic surgery or other cosmetic work, unless it is needed because of an accidental
injury or to improve a part of the body that is not shaped right. However, we pay for
reconstruction of a breast after a mastectomy and for treating the other breast to
match it

« 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 will reimburse the veteran for the difference. You
are still responsible for your cost-sharing amounts.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Chapter 5: Getting your outpatient
prescription drugs

Introduction

This chapter explains rules for getting your outpatient prescription 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. Key terms and their definitions appear in
alphabetical order in the last chapter of your Member Handbook.

We also cover the following drugs, although they are not discussed in this chapter:

« Drugs covered by Medicare Part A. These generally include drugs given to you while
you are in a hospital or nursing facility.

« 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 are 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 your Member Handbook.

« Inaddition to the plan’s Medicare Part D and medical benefits coverage, your drugs may
be covered by Original Medicare if you are in Medicare hospice. For more information,
please refer to Chapter 5, Section F “If you are in a Medicare-certified hospice program.”

Rules for our plan’s outpatient drug coverage
We usually cover your drugs as long as you follow the rules in this section.

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. Or you can fill your
prescription through the plan’s mail-order service.

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.)

« Ifitis not on the Drug List, we may be able to cover it by giving you an exception.
« Refer to Chapter 9 to learn about asking for an exception.

« 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 before we will cover it. Refer to Section C in this chapter.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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.

To find a network pharmacy, look in the Provider and Pharmacy Directory, visit our website or
contact Member Services.

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 your covered prescription drug.

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. If you can’t pay for
the drug, contact Member Services right away. We will do everything we can to help.

« To ask us to pay you back, refer to Chapter 7 of your Member Handbook.
« Ifyou need help getting a prescription filled, contact Member Services.
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 Member Services.
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, look in the Provider and Pharmacy Directory, visit our
website, or contact Member Services.
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A5. Using a specialized pharmacy
Sometimes prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include:
« Pharmacies that supply drugs for home infusion therapy.

« Pharmacies that supply drugs for residents of a long-term care facility, 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 is not in our network or you have difficulty
getting your drugs in a long-term care facility, contact Member Services.

« Pharmacies that serve the Indian Health Care Provider (IHCP) and Urban Indian
Organization (UIO) Pharmacies Indian Health Service/Tribal/Urban Indian Health
Program. Except in emergencies, only Native Americans or Alaska Natives may use
these pharmacies.

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

To find a specialized pharmacy, look in the Provider and Pharmacy Directory, visit our website,
or contact Member Services.

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 no
more than a 100-day supply. A 100-day supply has the same copay as a one-month supply.

Filling prescriptions by mail

To get order forms and information about filling your prescriptions by mail, please visit our
website at medicare.lacare.org or contact Member Services at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays, for more information.

Usually, a mail-order prescription arrives within 14 days. However, sometimes your mail-order
may be delayed. You must contact your doctor to request a short-term prescription to cover
the period until the mail-order medication arrives.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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

The pharmacy automatically fills and delivers new prescriptions it gets from health care
providers, without checking with you first, if:

« You used mail-order services with our plan in the past, or

« You sign up for automatic delivery of all new prescriptions you get directly from health
care providers. You may ask for automatic delivery of all new prescriptions now or at
any time by visiting our website at medicare.lacare.org or contacting Member Services
at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays.

If you used mail-order in the past and do not want the pharmacy to automatically fill and ship
each new prescription, contact us by calling Member Services at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays.

If you never used our mail-order delivery and/or decide to stop automatic fills of new
prescriptions, the pharmacy contacts you each time it gets a new prescription from a health
care provider to find out if you want the medication filled and shipped immediately.

« This gives you an opportunity to make sure the pharmacy is delivering the correct
drug (including strength, amount, and form) and, if necessary, allows you to cancel or
delay the order before it is shipped.

« 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.

To opt out of automatic deliveries of new prescriptions you get directly from your health
care provider’s office, contact us by calling Member Services at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays.

3. Refills on mail-order prescriptions

For refills of your drugs, you have the option to sign up for an automatic refill program.
Under this program we start to process your next refill automatically when our records
show you should be close to running out of your drug.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« The pharmacy contacts you before shipping each refill to make sure you need
more medication, and you can cancel scheduled refills if you have enough of your
medication or if your medication has changed.

« If you choose not to use our auto refill program, contact your pharmacy 21 days before
your current prescription will run out to make sure your next order is shipped to you
in time.

To opt out of our program that automatically prepares mail-order refills, contact us by
calling Member Services at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week,
including holidays.

Let the pharmacy know the best ways to contact you so they can reach you to confirm your
order before shipping. Please call L.A. Care Medicare Plus Member Services to let us know the
best way to reach you.

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 that 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 100-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 Member Services for more information.

For certain kinds of drugs, 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. In these cases, check with Member Services 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:
« Ifthe covered Part D drug is related to care for a medical emergency.

« Ifa particular covered Part D drug (for example, an orphan drug or other specialty
pharmaceutical typically shipped directly from manufacturers or special vendors) is
not regularly stocked at accessible network retail or mail-order pharmacies.

« Ifacovered Part D drug is dispensed by an institution-based pharmacy while he or she
is a patient in an emergency department, provider-based clinic, outpatient surgery, or
other outpatient setting.

« During any Federal disaster or other public health emergency in which an enrollee is
evacuated or otherwise displaced from their place of residence.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« In emergency situations in which an enrollee is not able to use a network pharmacy,
we will pay for a one-time 30-day supply for generic drugs. For brand drugs, we will
pay for a one-time 30-day supply. In these cases, check with Member Services first to
find out if there’s a network pharmacy nearby.

A9. Paying you back for a prescription

If you must use an out-of-network pharmacy, you must generally pay the full cost when you
get your prescription. You can ask us to pay you back.

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:
medi-calrx.dhcs.ca.gov/home/.

To learn more about this, refer to Chapter 7 of your 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.

B1. Drugs on our Drug List
Our Drug List includes drugs covered under Medicare Part D.

Most of the prescription drugs you get from a pharmacy are covered by your 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 (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 prescription drug that is 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Generic drugs have the same active ingredients as brand name drugs. Biological products
have alternatives that are 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 Member Services.

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:

« Visit our plan’s website at medicare.lacare.org. The Drug List on our website is always
the most current one.

« Call Member Services to find out if a drug is on our Drug List or to ask for a copy of the list.

« Drugs that are not covered by Part D may be covered by Medi-Cal Rx. Please visit the
Medi-Cal Rx website (medi-calrx.dhcs.ca.gov/) for more information

« Use our“Real Time Benefit Tool” at medicare.lacare.org/members/part-d-prescription-
drugs/formulary-search or call Member Services. With this tool you can search
for drugs on the Drug List to get an estimate of what you will pay and if there are
alternative drugs on the Drug List that could treat the same condition.

B3. Drugs not on our Drug List

We don't cover all prescription drugs. Some drugs are not on our Drug List because the law
doesn't allow us to cover those drugs. In other cases, we decided not to include a drug on our
Drug List.

Our plan does not 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 your 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) cannot 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 prescription drug benefits.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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2. Our plan cannot 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 cannot cover the types of drugs listed below.
« Drugs used to promote fertility
« Drugs used for the relief of cough or cold symptoms*
« Drugs used for cosmetic purposes or to promote hair growth

» Prescription vitamins and mineral products, except prenatal vitamins
and fluoride* preparations

« Drugs used for the treatment of sexual or erectile dysfunction
« Drugs used for the treatment of anorexia, weight loss or weight gain*

« Outpatient 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.

C. Limits on some drugs

For certain prescription 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.

If there is 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
should not apply to your situation, ask us 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 your Member Handbook.

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 is a generic

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.

« We usually do not pay for the brand name drug or original biological product when
there is an available generic version.

« However, if your provider told us the medical reason that the generic drug,
interchangeable biosimilar, or other covered drugs that treat the same condition will
not work for you, then we cover the brand name drug.

2. Getting plan approval in advance

For some drugs, you or your prescriber must get approval from our plan before you fill
your prescription. If you don't get approval, we may not cover the drug.

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 does not work for you, then we cover Drug B. This is called 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, 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 Member Services or check our website at
medicare.lacare.org. 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 the 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:

« 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.

« Our plan covers the drug, but there are special rules or limits on coverage. As
explained in the section above, 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 is not 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:

« isnolonger on our Drug List or

e was never on our Drug List or

e isnow limited in some way.

2. You must be in one of these situations:

« 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.

This temporary supply is for up to 30 days.

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.

Long-term care pharmacies may provide your prescription drug in small amounts at
a time to prevent waste.

« You are new to our plan.

o

We cover a temporary supply of your drug during the first 90 days of your
membership in our plan.

This temporary supply is for up to 30 days.

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.

Long-term care pharmacies may provide your prescription drug in small amounts at
a time to prevent waste.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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You have 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 You may experience a change in the level of care received and/or may be required
to transition (move) from one facility or treatment site to another. Exceptions (special
cases) are available to you if you experience a change in the level of care being
received. If you experience a change in level of care, L.A. Care Medicare Plus will cover a
temporary 30-day supply (unless you have a prescription written for fewer days).

D2. Asking for a temporary supply

To ask for a temporary supply of a drug, call Member Services.

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:

Change to another drug.

Our plan may cover a different drug that works for you. Call Member Services 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
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 is not 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.

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:

Decide to require or not require prior approval (PA) for a drug (permission from us
before you can get a drug).

Add or change the amount of a drug you can get (quantity limits).

Add or change step therapy restrictions on a drug (you must try one drug before we
cover another drug).

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 will not remove
or change coverage of that drug during the rest of the year unless:

« anew, cheaper drug comes on the market that works as well as a drug on our Drug List
now, or

« we learn that a drug is not safe, or
e adrugis removed from the market.

What happens if coverage changes for a drug you are taking?

To get more information on what happens when our Drug List changes, you can always:
« Check our current Drug List online at medicare.lacare.org or

« Call Member Services 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:

« A new 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

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 will 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 will 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.

A drug is taken off the market. If the FDA says a drug you are taking is not safe or effective
or the drug’s manufacturer takes a drug off the market, we may immediately take it off our
Drug List. If you are taking the drug, we will send you a notice after we make the change. If you
get one of these letters, please speak with your doctor to find a different drug that is safe for
you. 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:

« The FDA provides new guidance or there are new clinical guidelines about a drug.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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When these changes happen, we:
« Tell you at least 30 days before we make the change to our Drug List or
« Letyou 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:
« Ifthereis a similar drug on our Drug List you can take instead or

« If you should ask for an exception from these changes to continue covering the drug
or the version of the drug you have been taking. To learn more about asking for
exceptions, refer to Chapter 9 of your Member Handbook.

Changes to the Drug List that do not affect you during the current plan year

We may make changes to drugs you take that are not described above and do not affect you
now. For such changes, if you are taking a drug we covered at the beginning of the year, we
generally do not remove or change coverage of that drug during the rest of the year.

For example, if we remove a drug you are taking or limit its use, then the change does not
affect your use of the drug for the rest of the year.

If any of these changes happen for a drug you are 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 will not tell you above these types of changes directly during the current year. You will
need to check the Drug List for the next plan year (when the list is available during the open
enrollment 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 are admitted to a hospital or skilled nursing facility for a stay our plan covers, we
generally cover the cost of your prescription drugs during your stay. You will not 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.

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 prescription drugs through the facility’s pharmacy if it is part of our network.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Check your Provider and Pharmacy Directory to find out if your long-term care facility’s
pharmacy is part of our network. If it is not or if you need more information, contact
Member Services.

F3.In a Medicare-certified hospice program
Drugs are never covered by both hospice and our plan at the same time.

« 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 does not cover because
it is not 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.

« 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 your 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:
« may not be needed because you take another similar drug that does the same thing
« may not be safe for your age or gender
« could harm you if you take them at the same time
« have ingredients that you are or may be allergic to
« have unsafe amounts of opioid pain medications

If we find a possible problem in your use of prescription drugs, we work with your provider to
correct the problem.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 145


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 5: Getting your outpatient prescription drugs

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
« any concerns you have, like medication costs and drug reactions
« how best to take your medications

« any questions or problems you have about your prescription and
over-the-counter medication

Then, they will give you:

o 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.

« 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.

« Take your action plan and medication list to your visit or anytime you talk with your
doctors, pharmacists, and other health care providers.

« 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 do not want to be
in the program, let us know, and we will take you out of it.

If you have questions about these programs, contact Member Services.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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G3. Drug management program for safe use of opioid medications

Our plan has a program that can help members safely use their prescription opioid
medications and other medications that are frequently misused. 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 benzodiazepine medications is not safe, we may limit
how you can get those medications. Limitations may include:

« Requiring you to get all prescriptions for those medications from a certain pharmacy
and/or from a certain prescriber

« Limiting the amount of those medications we cover for you

If we think that one or more limitations should apply to you, we send you a letter in advance.
The letter will tell you if we will 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 will 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. If we decide to limit your coverage
for these medications after you have a chance to respond, we send you another letter that
confirms the limitations.

If you think we made a mistake, you disagree that you are at risk for prescription drug misuse,
or you disagree with the limitation, you and your prescriber can make an appeal. If you make
an appeal, we will review your case and give you our decision. If we continue to deny any part
of your appeal related to limitations to your access to these medications, we automatically
send your case to an Independent Review Organization (IRO). (To learn more about appeals
and the IRO, refer to Chapter 9 of your Member Handbook.)

The DMP may not apply to you if you:
e have certain medical conditions, such as cancer or sickle cell disease,
« are getting hospice, palliative, or end-of-life care, or

« livein along-term care facility.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
O visit medicare.lacare.org. 147


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 6: What you pay for your Medicare and Medi-Cal
prescription drugs

Chapter 6: What you pay for your Medicare and
Medi-Cal Medicaid prescription drugs

Introduction
This chapter tells what you pay for your outpatient prescription drugs. By “drugs,” we mean:

« Medicare Part D prescription drugs, and
e Drugs and items covered under Medi-Cal Rx, and
« Drugs and items covered by our plan as additional benefits.
Because you are eligible for Medi-Cal, you get “Extra Help” from Medicare to help pay for your

Medicare Part D prescription drugs.

Extra Help is a Medicare program that helps people with limited incomes and resources
reduce Medicare Part D prescription 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 your
Member Handbook.

To learn more about prescription drugs, you can look in these places:
« Our List of Covered Drugs.
o We call this the “Drug List." It tells you:
— Which drugs we pay for
— If there are any limits on the drugs

o If you need a copy of our Drug List, call Member Services. You can also find the most
current copy of our Drug List on our website at medicare.lacare.org.

o Most of the prescription drugs you get from a pharmacy are covered by L.A. Care
Medicare Plus. 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 (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.”

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« Chapter 5 of your Member Handbook.
o [t tells how to get your outpatient prescription drugs through our plan.

o [tincludes rules you need to follow. It also tells which types of prescription drugs our
plan does not 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 provided in “real time,” meaning the cost
displayed in the tool reflects a moment in time to provide an estimate of the
out-of-pocket costs you are expected to pay. You can call Member Services for
more information.

«  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 your Member Handbook more information about network pharmacies.
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A. The Explanation of Benefits (EOB)
Our plan keeps track of your prescription drugs. We keep track of 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 get 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, TRICARE,
Indian Health Service, AIDS drug assistance programs, charities, and most State
Pharmaceutical Assistance Programs (SPAPs).

« Your total drug costs. This is the total of all payments made for your covered Part D
drugs. It includes what the plan paid, and what other programs or organizations paid
for your covered Part D drugs.

When you get prescription drugs through our plan, we send you a summary called the
Explanation of Benefits. We call it the EOB for short. The EOB is not a bill. The EOB has more
information about the drugs you take. The EOB includes:

« Information for the month. The summary tells what prescription drugs you got for
the previous month. It shows the total drug costs, what we paid, and what you and
others paying for you paid.

« Year-to-date information. This is your total drug costs and total payments made
since January 1.

« Drug price information. This is the total price of the drug and any percentage change
in the drug price since the first fill.

« Lower cost alternatives. When available, they appear in the summary below your
current drugs. You can talk to your prescriber to find out more.

We offer coverage of drugs not covered under Medicare.
« Payments made for these drugs do not count towards your total out-of-pocket costs.

« Most of the prescription 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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.

Make sure we have the information we need.

Give us copies of receipts for covered drugs that you paid for. You can ask us to pay you
back for the drug.

Here are some examples of when you should give us copies of your receipts:

« When you buy a covered drug at a network pharmacy at a special price or using a
discount card that is not part of our plan’s benefit

« When you pay a copay for drugs that you get under a drug maker’s patient
assistance program

« When you buy covered drugs at an out-of-network pharmacy
« When you pay the full price for a covered drug

For more information about asking us to pay you back for a drug, refer to Chapter 7 of
your Member Handbook.

Send us information about payments others have made for you.

Payments made by certain other people and organizations also count toward your out-of-
pocket costs. For example, payments made by an AIDS drug assistance program (ADAP),
the Indian Health Service, and most charities count toward your out-of-pocket costs.

Check the EOBs we send you.
When you get an EOB in the mail, make sure it is complete and correct.

« Do yourecognize 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?

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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For more information, you can call L.A. Care Medicare Plus Member Services or read the

L.A. Care Medicare Plus Member Handbook. You can ask for a Member Handbook by calling
Member Services at the number at the bottom of the page. You can also refer to the Member
Handbook on our website at the web address at the bottom of the page or download it.

What if you find mistakes on this summary?

If something is confusing or doesn’'t seem right on this EOB, please call us at L.A. Care
Medicare Plus Member Services. You can also find answers to many questions on our website:
medicare.lacare.org.

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 us at L.A. Care Medicare Plus Member Services.

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, 24 hours a day, 7 days a week.

« Ifyou suspect that a provider who gets Medi-Cal has committed fraud, waste, or abuse,
it is 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 Member
Services. You can also view or make information changes using your online L.A. Care Connect
account. L.A. Care Connect is an online account available for L.A. Care Medicare Plus members
who register. You can register and access your L.A. Care Connect account by visiting
medicare.lacare.org. Keep these EOBs. They are an important record of your drug expenses.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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C. You pay nothing for a one-month or long-term supply of drugs
With our plan, you pay nothing for covered drugs as long as you follow our rules.
C1. 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 100-day supply. There is no cost to you for
a long-term supply.

For details on where and how to get a long-term supply of a drug, refer to Chapter 5 of your
Member Handbook or our Provider and Pharmacy Directory.

C2. What you pay

Most of the prescription 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 (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
prescription drug from:

A network Our plan’s A network An out-of-
pharmacy mail-order long-term care | network
service pharmacy pharmacy

A one-month | Aone-month |Uptoa3l-day |Up toa30-day
oruptoa oruptoa supply supply. Coverage is
100-day supply | 100-day supply limited to certain
cases. Refer to
Chapter 5 of your
Member Handbook
for details.

Cost-sharing S0 S0 S0 S0
Tier 1
(All Part D Drugs)

Because you qualify for “Extra Help’, you pay nothing for your prescription drug costs as long
as you follow our rules. If you no longer qualify for Extra Help, your drug costs may change.

For information about which pharmacies can give you long-term supplies, refer to our plan’s
Provider and Pharmacy Directory.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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D. Vaccinations

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 the plan’s List of Covered Drugs
(Formulary). Our plan covers most adult Medicare Part D vaccines at no cost to you. Refer to
your plan’s List of Covered Drugs (Formulary) or contact Member Services for coverage and cost
sharing details about specific vaccines.

There are two parts to our coverage of Medicare Part D vaccinations:

1. The first part of coverage is for the cost of the vaccine itself. The vaccine is a
prescription drug.

2. The second part of coverage 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.

D1. What you need to know before you get a vaccination
We recommend that you call Member Services if you plan to get a vaccination.
« We can tell you about how our plan covers your vaccination.

« 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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Chapter 7: Asking us to pay 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 do not agree with a coverage decision. Key terms and their
definitions appear in alphabetical order in the last chapter of your Member Handbook.
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our share of a bill you got for covered services or drugs

A. Asking us to pay for your services or drugs

You should not get a bill for in-network services or drugs. Our network providers must bill the
plan for your covered services and drugs after you get them. A network provider is a provider
who works with the health plan.

We do not allow L.A. Care Medicare Plus 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 health care or drugs, do not pay the bill and send the bill to us. To
send us a bill, refer to Section B.

If we cover the services or drugs, we will pay the provider directly.

If we cover the services or drugs and you already paid the bill, it is your right to be
paid back.

o If you paid for services covered by Medicare, we will pay you back.

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 are responsible for
paying. We will not reimburse you for a service that is not covered by L.A. Care
Medicare Plus.

o You received the covered service after you became an eligible L.A. Care Medicare
Plus 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 L.A. Care
Medicare Plus’s network. You do not 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).

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.

L.A. Care Medicare Plus will tell you if they will 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, L.A. Care Medicare Plus will pay you back for the full amount you paid. We will
reimburse you within 45 working days of receipt of the claim. If the provider is enrolled

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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in Medi-Cal, but is not in our network and refuses to pay you back, L.A. Care Medicare
Plus will pay you back, but only up to the amount that FFS Medi-Cal would pay.

L.A. Care Medicare Plus 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 do not meet
one of the above conditions, we will not pay you back.

« We will not pay you back if:

o You asked for and received services that are not covered by Medi-Cal, such as
cosmetic services.

o The service is not a covered service for L.A. Care Medicare Plus.

o You went to a doctor who does not take Medi-Cal and you signed a form that said
you want to be seen anyway and you will pay for the services yourself.

« If we do not cover the services or drugs, we will tell you.

Contact Member Services if you have any questions. 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.

Here are examples of times when you may need to ask us to pay you back or to pay a bill you got:

1. When you get emergency or urgently needed health care from an
out-of-network provider

Ask the provider to bill us.

« If you pay the full amount when you get the care, ask us to pay you back. Send us the
bill and proof of any payment you made.

« 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 will pay the provider directly.
o [f you already paid for the Medicare service, we will pay you back.
2. When a network provider sends you a bill

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 Member Services at the number at the bottom of this page if you get any bills.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« Because we pay the entire cost for your services, you are not responsible for paying
any costs. Providers should not bill you anything for these services.

« Whenever you get a bill from a network provider, send us the bill. We will contact the
provider directly and take care of the problem.

« If you already paid a bill from a network provider for Medicare-covered services,
send us the bill and proof of any payment you made. We will pay you back for your
covered services.

If you are retroactively enrolled in our plan

Sometimes your enrollment in the plan can be retroactive. (This means that the first day of
your enrollment has passed. It may have even been last year.)

« If you were enrolled retroactively and you paid a bill after the enrollment date, you can
ask us to pay you back.

« Send us the bill and proof of any payment you made.
When you use an out-of-network pharmacy to get a prescription filled
If you use an out-of-network pharmacy, you pay the full cost of your prescription.

« Inonlyafew cases, we will cover prescriptions filled at out-of-network pharmacies.
Send us a copy of your receipt when you ask us to pay you back.

« Refer to Chapter 5 of your Member Handbook to learn more about
out-of-network pharmacies.

« 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 would pay at an in-network
pharmacy.

. When you pay the full Medicare Part D prescription cost because you don’t have your

Member ID Card with you

If you don’t have your Member ID Card with you, you can ask the pharmacy to call us or
look up your plan enrollment information.

« Ifthe 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.

« Send us a copy of your receipt when you ask us to pay you back.

« 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.

« 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 your 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 your
Member Handbook).

« 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 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 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 your Member Handbook.

B. Sending us a request for payment

Send us your bill and proof of any payment you made for Medicare services. Proof of payment
can be a copy of the check you wrote or a receipt from the provider. It’s a good idea to make
a copy of your bill and receipts for your records. You can ask your Care Manager for help.
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:

L.A. Care Health Plan

Attn: Member Reimbursement Requests
P.O.Box 811610

Los Angeles, CA 90081

You may also call us to ask for payment. Call Member Services at 1-833-522-3767 (TTY:711),
24 hours a day, 7 days a week, including holidays. You may also fax your request for payment
along with your receipts to 213-438-5012.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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You must submit your claim to us within 36 months of the date you got the drug.

You must submit your claim to us within 365 days of the date you got the service or item.

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.

«  We will let you know if we need more information from you.

« If we decide that our plan covers the service, item, or drug and you followed all the rules
for getting it, we will pay for it. If you already paid for the service or drug, we will mail you
a check for what you paid. If you paid the full cost of a drug, you might not be reimbursed
the full amount you paid (for example, if you obtained 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 will pay the provider directly.

Chapter 3 of your Member Handbook explains the rules for getting your services covered.
Chapter 5 of your Member Handbook explains the rules for getting your Medicare Part D
prescription drugs covered.

« If we decide not to pay for the service or drug, we will send you a letter with the
reasons. The letter also explains your rights to make an appeal.

« Tolearn 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 your Member Handbook

« To make an appeal about getting paid back for a health care service, refer to Section F.

o To make an appeal about getting paid back for a drug, refer to Section G.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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

your Member Handbook.
Table of Contents
A. Your right to get services and information in a way that meets your needs .............. 162
B. Our responsibility for your timely access to covered servicesand drugs.................. 173
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C2. Your right to look at your medical records .........c..ouiiiiiiiiiiii i 175
D. Our responsibility to give you information ... 175
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F. Yourrighttoleave our plan. ... e et 176
G. Your right to make decisions about your healthcare.............c.coiiiiiii it 177
G1. Your right to know your treatment choices and make decisions...................... 177
G2. Your right to say what you want to happen if you
are unable to make health care decisions foryourself.......................ool 177
G3. What to do if your instructions are notfollowed ..., 178
H. Your right to make complaints and ask us to reconsider our decisions ................... 178
H1. What to do about unfair treatment or to get more information about your rights........ 179
l. Your responsibilitiesasa planmember........ ... e 179
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A. Your right to get services and information in a way that meets your needs

We must ensure all services are provided to you in a culturally competent and accessible
manner. 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 are in our plan.

To get information in a way that you can understand, call Member Services. Our plan
has free interpreter services available to answer questions in different languages.

Interpreting services are available. To get an interpreter, just call us at 1-833-522-3767
(TTY:711), 24 hours a day, 7 days a week, including holidays.

Our plan can also give you materials in languages other than English including Arabic,
Armenian, Chinese, Punjabi, Hindi, Hmong, Japanese, Laotian, Mien, Cambodian, Farsi,
Korean, Russian, Spanish, Tagalog, Thai, Ukrainian and Vietnamese and in formats such

as large print, braille, or audio. To obtain materials in one of these alternative formats,
please call Member Services or write to:

L.A. Care Medicare Plus

Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

« You can ask that we always send you information in the language or format you need.
This is called a standing request. We will keep track of your standing request so you
do not need to make separate requests each time we send you information. To get
this document in a language other than English and/or in an alternate format, please
contact Member Services at (833) 522-3767,TTY: 711, 24 hours a day, 7 days a week,
including holidays. A representative can help you make or change a standing request.

« Members have the right to make recommendations regarding the organization’s
member rights and responsibilities policy.

If you have trouble getting information from our plan because of language problems or a
disability and you want to file a complaint, call:

» Medicare at 1-800-MEDICARE (1-800-633-4227). You can call 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

« Medi-Cal Office of Civil Rights at 916-440-7370.TTY users should call 711.

« 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org.
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A. Su derecho de obtener servicios e informacion de una manera que
satisfaga sus necesidades

Debemos asegurarnos de que todos los servicios se le brinden de una manera culturalmente
competente y accesible. También debemos informarle sobre los beneficios de nuestro plan y sus
derechos de una manera que pueda comprender. Debemos informarle sobre sus derechos cada
ano que sea miembro de nuestro plan.

« Para obtener informacién en una manera que pueda comprender, llame a Servicios
para los Miembros. Nuestro plan cuenta con servicios gratuitos de interpretacién para
responder a las preguntas en diferentes idiomas.

« Los servicios de interpretacion estan disponibles. Para obtener los servicios de un
intérprete, puede llamarnos al 1-833-522-3767 (TTY: 711), las 24 horas del dia,
los 7 dias de la semana, incluso los dias festivos.

* Nuestro plan también puede brindarle materiales en otros idiomas ademas del inglés,
incluyendo arabe, armenio, chino, punjabi, hindi, hmong, japonés, laosiano, mien,
camboyano, farsi, coreano, ruso, espanol, tagalo, tailandés, ucraniano y vietnamita,

y en formatos como letra grande, braille o audio. Para obtener materiales en uno de
estos formatos alternativos, llame a Servicios para los Miembros o escriba a:

L.A. Care Medicare Plus

Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

« Puede solicitar que siempre le enviemos la informacion en el idioma o formato que
necesite. Esto se denomina “solicitud permanente”. Llevaremos un registro de su
solicitud permanente para que no tenga que hacer solicitudes distintas cada vez
gue le enviemos informacion. Para obtener este documento en un idioma que no
sea inglés o en un formato alternativo, llame a Servicios para los Miembros al
(833) 522-3767, TTY: 711, las 24 horas del dia, los 7 dias de la semana, incluso los
dias festivos. Un representante puede ayudarle a realizar o modificar una solicitud
permanente.

« Los miembros tienen derecho a hacer recomendaciones con respecto a la politica
de derechos y responsabilidades de los miembros de la organizacion.

Si tiene problemas para obtener informacién de nuestro plan debido a problemas con el
idioma o una discapacidad y desea presentar una queja, llame a:

e Medicare al 1-800-MEDICARE (1-800-633-4227). Puede llamar las 24 horas del dia,
los 7 dias de la semana. Los usuarios de TTY deben llamar al 1-877-486-2048.

o Oficina de Derechos Civiles de Medi-Cal al 916-440-7370. Los usuarios de la linea
TTY deben llamar al 711.

« Departamento de Salud y Servicios Humanos, Oficina de Derechos Civiles al
1-800-368-1019. Los usuarios de la linea TTY deben llamar al 1-800-537-7697.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org.
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1-800-537-7697H O 2 HMSISAA| 2.

A. Bawe npaBo Ha nony4yeHne nipopmaLm B COOTBETCTBUN C
BallMMM NOTpeGHOCTAMN

MbI OOMKHBI yOOCTOBEPUTDLCA, YTO BCe yC1yr npefoCTtaBniAlTCA BaM KyJ1IbTYPHO
KOMMETEHTHbIM N AOCTYNMHbIM o6pa30M. MbI 0OMKHBbI yBEOOMJNATb BaC O JIbroTax B paMKax
nJjiaHa N O BallnX NpaBax Tak, yTo6bI 66110 BAM NOHATHO. Mbl 0653aHbI Pa3bACHATb BaM Balln
npaBa KaXkablil rog, B TeyeHne KOTOPOro Bbl ABIA€TECb YYAaCTHMKOM Hallero njiaHa.

ana nonyyeHuA VIH(I)OpMaLI,I/Il/I Hanbonee NOHATHbIM anAa Bac crnocob6om No3BoHUTE B
oTaen O6CJ'I)/)KI/IBaHI/IF| Y4aCTHUKOB MJiaHa. Haw nnaH npeanaraetr 6ecnnaTHble yanyrum
YCTHOIo nepeBoaymnKka, yToObl OTBEYATb Ha BOMPOCbI Ha pPa3HbIX A3blKaX.

Ycnyru ycTHOro nepesopa npefocrasnaTca becnnatHo. Ytobbl BOCNONb30BaTbhCA
ycnyramm yCTHOro nepeBoAumnKa, NpoCcTo No3BoHUTE HaMm no TenedoHy 1-833-522-3767
(MHnMA TTY: 711) KpyrnoCyTOYHO, exefAHEBHO, BK/OUYaA NPa3AHNYHbIE AHU.

Haw nnaH Tak»ke MoXKeT NpefoCTaBAATb BaM MaTepuasnbl Ha ApYrnx A3blkax, Kpome
aHMMMIACKOro, BKJtOUYaA apabCKnii, apMAHCKIWIA, KUTAaWCKUIA, NeHAXKabu, XMHAW,
XMOHT, ANOHCKNI, NAOCCKUN, MUEH, KaMOOIXKUNCKII, papcu, KOPENCKNIA, PYCCKUIA,
MCNAHCKWIA, TaranbCKMUN TaNCKUI, YKPAUHCKNIN 1 BbETHAMCKIWIA, @ TaKXKe B ApYrnx
dopmatax. Hanpumep, KpynHbIn WpndT, wpndTt Bpanna nnm aygmo. Ytobbl nonyumntb
MaTepuanbl B O[HOM W3 3TUX anbTepHaTUBHbIX GOpPMaToB, N03BOHUTE B Cnyx06y
noagepKn y4yaCTHUKOB MW HanuwmTe No agpecy:

L.A. Care Medicare Plus

Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

Bbl MOXkeTe nonpocuTb, 4ToObl Mbl BCEraa OTNpPaBnAnm BaM MHGOPMaLMNIO Ha HY>KHOM
BaM A3blKe unn B popmate. ITO Ha3biBaeTCA NOCTOAHHbIM 3anpocom. Mbl byaem
OTCNeXKMBaTb Ball NOCTOAHHbIN 3aMpoc, MO3TOMY BaM He NpUAeTCA AenaTtb OTAesbHble
3anpocChbl Kaxablil pas, korga Mbl oTnNpasnsem Bam nHGopmaumio. Ytobbl nonyunTsb 3TOT
LOKYMEHT Ha A3blKe, OT/IMYHOM OT aHIIMNCKOrO, U/VNK B anbTePHaATMBHOM popmarTe,
obpaTuTech B Cny»k6y noaaepKu y4acTHUKOB no TenedoHy (833) 522-3767, nuHuA
TTY 711, KpyrnoCcyTouHO, exxeJHEeBHO, BK/KOUaa Npa3aHuYHble gHW. NpegctaButens
MO>KET MOMOYb BaM COCTaBUTb UM U3MEHUTb NOCTOAHHbIN 3anpoc.

Yy Y4aCTHMKOB €CTb NpPaBO BHOCUTb peKOMeHOaUNN, Kacatlowmecd npasBun O npaBax
Y4aCTHMKOB OpraHn3aunn n nx 06a3aHHOCTEN.

Ecnuv Bam TPYAHO NONYYNTb VIH(I)OpMaLI,I/HO OT Hallero rjiaHa no npunynHe A3blIkoOBOIro 6apbepa
WM NHBaNMAgHOCTN, N Bbl XOTUTE NOAaTb >Kano6y, MO3BOHUTE!

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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B nporpammy Medicare: 1-800-MEDICARE (1-800-633-4227) Bbl MO»keTe 3BOHUTb
KPYrnocyTOUYHO 1 exefHeBHO. [onb3oBatenam nuHum TTY cnegyeT 3BOHUTb MO
Homepy 1-877-486-2048.

B odurC YnpaBneHus no rpaxpaHckmm npasam nporpammbl Medi-Cal no Tenedpony
916-440-7370. MNonb3osatenam nuHum TTY cnepyet 38oHuTb 711. [Nonb3oBartenam
nvHum TTY cnepyeTt 3BOHUTL NO HOMepy 711.

3BOHUTE B YnpaBneHue no rpakaaHCckum npasam MmnHucTepcTea 34paBoOOXpaHEHNA U
coumnanbHoro obecneyenus no tenedoHy 1-800-368-1019. Jinvna TTY: 1-800-537-7697.

A. Ang inyong karapatang makakuha ng mga serbisyo at impormasyon sa
paraan na tumutugon sa mga pangangailangan ninyo

Dapat naming tiyaking naibibigay sa inyo ang lahat ng serbisyo sa paraang isinasaalang-alang

ang kultura at madaling i-access. Dapat naming sabihin sa inyo ang tungkol sa mga benepisyo

ng aming plano at ang inyong mga karapatan sa paraan na maiintindihan ninyo. Dapat naming
sabihin sa inyo ang tungkol sa inyong mga karapatan bawat taon na kayo ay nasa aming plano.

Pero kumuha ng impormasyon sa isang paraan na maiintindihan ninyo, tawagan
ang Mga Serbisyo sa Miyembro. Ang aming plano ay may mga libreng serbisyo ng
interpreter na magagamit para sagutin ang mga tanong sa iba’t ibang wika.

Mayroong mga serbisyo ng pagsasalin-wika. Pero makakuha ng interpreter, tawagan
lang kami sa 1-833-522-3767 (TTY: 711), 24 na oras sa isang araw, 7 araw sa isang
linggo, kasama ang mga holiday.

Maaari ding magbigay sa inyo ang aming plano ng mga materyales sa mga wika
maliban sa Ingles kabilang ang Arabic, Armenian, Chinese, Punjabi, Hindi, Hmong,
Japanese, Laotian, Mien, Cambodian, Farsi, Korean, Russian, Spanish, Tagalog Thai,
Ukrainian at Vietnamese at sa mga format tulad ng malalaking titik, braille, o audio.
Para makakuha ng mga materyales sa isa sa mga alternatibong format na ito,
mangyaring tawagan ang Mga Serbisyo sa Miyembro o sumulat sa:

L.A. Care Medicare Plus

Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

Maaari mong hilingin na palagi kaming magpadala sa iyo ng impormasyon sa wika
o format na kailangan mo. Tinatawag itong nagpapatuloy na kahilingan (standing
request). Susubaybayan namin ang iyong kasalukuyang kahilingan para hindi mo
kailangang gumawa ng hiwalay na mga kahilingan sa tuwing magpapadala kami
sa iyo ng impormasyon. Para makuha ang dokumentong ito sa isang wika maliban
sa Ingles at/o sa isang alternatibong format, mangyaring makipag-ugnayan sa Mga
Serbisyo sa Miyembro sa (833) 522-3767,TTY: 711, 24 na oras sa isang araw, 7 araw
sa isang linggo, kasama ang mga holiday. Matutulungan ka ng isang kinatawan na
gumawa o magbago ng isang nagpapatuloy na kahilingan.

Ang mga miyembro ay may karapatang gumawa ng mga rekomendasyon tungkol sa
patakaran sa mga karapatan at responsibilidad ng miyembro ng organisasyon.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Kung nahihirapan kayong makakuha ng impormasyon mula sa aming plano dahil sa mga
problema sa wika o kapansanan at gusto ninyong magsampa ng reklamo, tumawag sa:

» Medicare sa 1-800-MEDICARE (1-800-633-4227). Puwede kang tumawag nang
24 na oras sa isang araw, 7 araw sa isang linggo. Ang mga gumagamit ng TTY ay
dapat tumawag sa 1-877-486-2048.

« Tanggapan para sa Mga Karapatang Sibil ng Medi-Cal sa 916-440-7370. Ang mga
gumagamit ng TTY ay dapat tumawag sa 711

« Departamento ng Mga Serbisyong Pangkalusugan at Pantao ng U.S, Tanggapan para
sa Mga Karapatang Sibil sa 1-800-368-1019. Ang mga gumagamit ng TTY ay dapat
tumawag sa 1-800-537-7697.
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o FAE 1-800-368-1019 EAEREE R AHARTEZ RERIAE I -TTY (FHERE
& 1-800-537-7697°

A. Quy vi c6 quyén dugc nhin dich vu va théng tin theo cach dap ung nhu
cau cua quy vi

Chung t6i phai dam bao tat ca cac dich vu dugc cung cdp cho quy vi theo cach c6 thé tiép
can va phu hgp vé mat van héa. Chiing t6i phai cho quy vi biét cac quyén lgi clia chuong trinh
chung téi va quyén clia quy vi theo cach ma quy vi c6 thé hiéu dugc. Chung tdi phai cho quy
vi biét quyén ctia quy vi méi nam khi quy vi tham gia chuang trinh ching toi.

« DE dugc cdp théng tin bang nhiing hinh thic quy vi hiéu dugc, xin goi cho ban Dich
Vu Héi Vién. Chuong trinh chdng t6i hién cé dich vu théng dich mién phi dé giai dap
cac thac mac bang cac ngbén ngl khac nhau.

« Hién c6 dich vu théng dich. D€ yéu cau thong dich vién, chi can goi chung toi theo s6
1-833-522-3767 (TTY: 711), 24 gid trong ngay, 7 ngay trong tuan, ké ca ngay |é.

« Chuong trinh clia chlng téi cling c6 thé cung cap cho quy vi tai liéu bang cac ngén
ngl khac ngoai tiéng Anh bao gém tiéng A Rap, tiéng Armenia, tiéng Hoa, tiéng
Punjabi, tiéng Hindi, tiEng Hmong, tiéng Nhat, tiéng Lao, tiéng Mién, tiéng Campuchia,
tiéng Farsi, ti€ng Han, tiéng Nga, tiéng Tay Ban Nha, tiéng Tagalog, tiéng Thai, tiéng
Ukraina va tiéng Viét va & cac dinh dang nhu chit in 16n, chit néi hodc am thanh. D€ c6
dugc tai liéu 3 mét trong nhing dinh dang thay thé nay, vui long goi cho ban Dich Vu
Hoi Vién hoac viét thu cho:

L.A. Care Medicare Plus

Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

« Quy vi c6 thé yéu cau ching t6i luén gui cho quy vi thong tin bang ngon nglt hodc dinh
dang quy vi can. Bay dugc goi la yéu cau thudng truc. Ching toi sé theo doi yéu cau
thudng truc cGa quy vi d€ quy vi khéng can phai thuc hién cac yéu cau riéng biét méi khi
ching t6i gli thong tin cho quy vi. D& nhan tai liéu nay bang ngén nglt khac ngoai tiéng
Anh va/hodc & dinh dang thay thé, vui long lién lac véi ban Dich Vu Héi Vién theo s6 (833)
522-3767,TTY: 711, 24 gi& trong ngay, 7 ngay trong tuan, ké ca ngay I&. Mot nhan vién dai
dién cé thé gitip quy vi thuc hién hoac thay d6i mot yéu cau thudng truc.

e HOi vién cé quyén dua ra cac dé nghi lién quan dén chinh sach vé quyén va trach
nhiém cta hodi vién thudc té chiic

Néu quy vi gap kho khan trong viéc ldy thong tin tir chuong trinh chiing toi vi van dé ngén
ng( hodc do tinh trang khuyét tat, va quy vi muén than phién, xin goi:

« Medicare theo s 1-800-MEDICARE (1-800-633-4227). Quy vi ¢4 thé goi 24 gid trong ngay,
7 ngay trong tuan. Ngudi dung TTY can goi 1-877-486-2048.

« Van Phong Dan Quyén ctia Medi-Cal theo s6 1-916-440-7370. Ngudi dung TTY vui long goi 711.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« BO Dich Vu Y Té va Nhan Sinh Hoa Ky, Van Phong Dan Quyén theo s6 1-800-368-1019.
Ngugi dung TTY can goi s6 1-800-537-7697.
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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 your
Member Handbook.

o Call Member Services or look in 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 is not 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 [f 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 is urgently needed without
prior approval (PA).

« You have the right to get your prescriptions filled at any of our network pharmacies
without long delays.

« 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 your Member Handbook.

« 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 your
Member Handbook.

« You have the right to make your own healthcare decisions with help from your care
team and Care Manager.

Chapter 9 of your 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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C. Our responsibility to protect your personal health information (PHI)
We protect your PHI as required by federal and state laws.

Your PHI includes 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 are not required to obtain any other
member’s authorization to receive sensitive services or to submit a claim for sensitive services.
L.A. Care Medicare Plus 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. L.A. Care
Medicare Plus will not disclose medical information related to sensitive services to any other
member without written authorization from the member receiving care. L.A. Care Medicare Plus
will accommodate requests for confidential communication in the form and format requested, if
it is 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 make a confidential communications request, please contact member services at the
phone number on your ID card.

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.

Sometimes we don’t need to get your written permission first. These exceptions are allowed
or required by law:

« We must release PHI to government agencies checking on our plan’s quality of care.
« We may release PHI if ordered by a court, but only if it is allowed by California law.

« We must give Medicare your PHI. If Medicare releases your PHI for research or other
uses, they do it according to federal laws. If you have dual Medicare and Medi-Cal
coverage, to better serve you and improve your health care, we may give Medi-Cal
your health information. If Medi-Cal releases or uses your information, it will be done
according to federal laws. Where required by law, when our business partners work
with us, they must also protect the privacy of any PHI we share with them and are not
allowed to give PHI to others except as allowable by law, and this notice.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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.

« You have the right to know if and how we share your PHI with others.
If you have questions or concerns about the privacy of your PHI, call Member Services.

You can learn more about your privacy rights by requesting a copy of our Notice of Privacy
Practices (NOPP). The NOPP is available on our website (medicare.lacare.org) or by calling
Member Services.

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 Member Services. This is a free service to you. You can get
member material for free in other languages, like Arabic, Armenian, Chinese, Farsi, Khmer,
Korean, Russian, Spanish, Tagalog and Vietnamese. We can also give you information in large
print, braille, or audio.

If you want information about any of the following, call Member Services:
« How to choose or change plans
e Our plan, including:
o financial information
o how plan members have rated us
o the number of appeals made by members
o how to leave our plan
« 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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Covered services and drugs, including:

o services (refer to Chapters 3 and 4 of your Member Handbook) and drugs (refer to
Chapters 5 and 6 of your 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 is not covered and what you can do about it (refer to Chapter 9 of
your Member Handbook), including asking us to:

o putin writing why something is not 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 cannot make you pay for covered
services. They also cannot balance bill or charge you 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 your Member Handbook.

F. Yourright to leave our plan

No one can make you stay in our plan if you do not want to.

You have the right to get most of your health care services through Original Medicare
or another Medicare Advantage (MA) plan.

You can get your Medicare Part D prescription drug benefits from a prescription drug
plan or from another MA plan.

Refer to Chapter 10 of your Member Handbook:

o For more information about when you can join a new MA or prescription drug
benefit plan.

o For information about how you will get your Medi-Cal benefits if you leave our plan.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 therisks. 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 asecond 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 will not 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.

« Askus to cover a service or drug that we denied or usually don’t cover. This is
called a coverage decision. Chapter 9 of your Member Handbook tells how to ask us for
a coverage decision.

G2. Yourright to say what you want to happen if you are unable to make health care
decisions for yourself

Sometimes people are unable to make health care decisions for themselves. Before that
happens to you, you can:

« Fill out a written form giving someone the right to make health care decisions for you.

« Give your doctors written instructions about how to handle your health care if you
become unable to make decisions for yourself, including care you do not want.

The legal document that 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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You are not required to have an advance directive, but you can. Here’s what to do if you want
to use an advance directive:

« Get the form. You can get the form from your doctor, a lawyer, a legal services agency,
or a social worker. Pharmacies and provider offices often have the forms. You can find a
free form online and download it.

« Fill out the form and sign it. The form is a legal document. You should consider
having a lawyer or someone else you trust, such as a family member or your PCP, help
you complete it.

« @Give copies to people who need to know. You should 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.
You may want to give copies to close friends or family members. Keep a copy at home.

« If you are 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 |f 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:
« Have your advance directive placed in your medical records.
« Change or cancel your advance directive at any time.

« Learn about changes to advance directive laws. L.A. Care Medicare Plus will tell you
about changes to the state law no later than 90 days after the change.

Call Member Services for more information.
G3. What to do if your instructions are not 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 office of the Ombudsman
1-888-452-8609, Monday through Friday, between 8:00 a.m. and 5:00 p.m.

H. Your right to make complaints and ask us to reconsider our decisions

Chapter 9 of your 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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You have the right to get information about appeals and complaints that other plan members
have filed against us. Call Member Services 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 is not about discrimination for reasons listed in
Chapter 11 of your Member Handbook — or you want more information about your rights,
you can call:

Member Services.

The Health Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-0222.
For more details about HICAP, refer to Chapter 2.

The Ombuds Program at 1-888-452-8609. For more details about this program, refer to
Chapter 2 of your Member Handbook.

Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. 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/Pubs/pdf/11534-
Medicare-Rights-and-Protections.pdf.)

I. 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 Member Services.

Read the 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 your Member Handbook. Those
chapters tell you what is covered, what is not covered, what rules you need to follow,
and what you pay.

o Covered drugs, refer to Chapters 5 and 6 of your Member Handbook.

Tell us about any other health or prescription drug coverage you have. We must
make sure you use all of your coverage options when you get health care. Call Member
Services if you have other coverage.

Tell your doctor and other health care providers that you are a member of our plan.
Show your Member ID Card when you get services or drugs.

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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o Make sure your doctors and other providers know about all of the drugs you take.
This includes prescription 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.

o Use Emergency Room responsibly; only in the case of an emergency or as directed
by your health care team.

« Work with your care management team 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 toward all health care professionals involved in your
care, including care managers, member services representatives as well as staff in your
provider’s offices and hospitals.

« Pay what you owe. As a plan member, you are responsible for these payments:

o Medicare Part A and Medicare Part B premiums. For most L.A. Care Medicare Plus
members, Medi-Cal pays for your Medicare Part A premium and for your Medicare
Part B premium.

o If you get any services or drugs that are not 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 to learn how to make an appeal.)

« Tell us if you move. If you plan to move, tell us right away. Call Member Services.

o If you move outside of our service area, you cannot stay in our plan. Only
people who live in our service area can be members of this plan. Chapter 1 of your
Member Handbook advises you about our service area.

o We can help you find out if you’re moving outside our service area.

o Tell Medicare and Medi-Cal your new address when you move. Refer to Chapter 2 of
your Member Handbook for phone numbers for Medicare and Medi-Cal.

o If you move and stay in our service area, we still need to know. We need to keep
your membership record up to date and know how to contact you.

« Tell us if you have a new phone number or a better way to contact you.

« Call Member Services for help if you have questions or concerns.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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:
« You have a problem with or complaint about your plan.
« You need a service, item, or medication that your plan said it won't pay for.
* You disagree with a decision your plan made about your care.
« 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 are 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 ctare as a part of your care plan. If you
have a problem with your care, you can call the Medicare Medi-Cal Ombuds 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 Ombuds 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:
« “Making a complaint”instead of “filing a grievance”

« “Coverage decision” instead of “organization determination’, “benefit determination”,
“at-risk determination’, or “coverage determination”

« “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 the Health Insurance Counseling and Advocacy Program

You can call the Health Insurance Counseling and Advocacy Program (HICAP). HICAP
counselors can answer your questions and help you understand what to do about your
problem. HICAP is not 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Help from the Medicare Medi-Cal Ombuds Program

You can call the Medicare Medi-Cal Ombuds Program and speak with an advocate about your
health coverage questions. They offer free legal help. The Ombuds Program is not 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:

« (Call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call
1-877-486-2048.

o Visit the Medicare website (www.medicare.gov).

Help and information from Medi-Cal

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 8:00 a.m. and 5:00 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 1-833-522-3767 (TTY: 711) 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 impaired. The
Department’s internet website www.dmhc.ca.gov has complaint forms, IMR application forms
and instructions online.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 184


http://www.healthconsumer.org
http://www.medicare.gov
https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK

-y

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 of 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 cannot 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 prescription drugs) are covered or not, the way they are covered, and problems
about payment for medical care.

Yes. No.
My problem is about My problem is not about
benefits or coverage. benefits or coverage.
Refer to Section E, “Coverage decisions Refer to Section K, “How to make
and appeals.” a 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
prescription drugs, including payment). To keep things simple, we generally refer to medical
items, services, and Part B prescription drugs as medical care.

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. For example, your plan network doctor
makes a (favorable) coverage decision for you whenever you receive medical care from them
(refer to Chapter 4, Section G of your Member Handbook).

Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)
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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 will cover a medical service
before you get it, you can ask us to make a coverage decision for you.

We make a coverage decision whenever we decide what is covered for you and how much we
pay. In some cases, we may decide a service or drug is not 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 are not 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 have 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 are in severe pain and need
an immediate 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, 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 will 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
your problem is about coverage of a service or item covered by both Medicare and Medicaid,
the letter will give you information regarding both types of Level 2 Appeals.

If you are not 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:

« Member Services at the numbers at the bottom of the page.

+ Medicare Medi-Cal Ombuds Program at 1-855-501-3077.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« Health Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-0222.

« The Help Center at the 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.

« Your doctor or other provider. Your doctor or other provider can ask for a coverage
decision or appeal on your behalf.

« Afriend 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.

« Alawyer. You have the right to a lawyer, but you are not 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 Ombuds 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 Member Services 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 medicare.lacare.org.

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”

« Section G, “Medicare Part D prescription drugs”

« Section H, “Asking us to cover a longer hospital stay”

« Section I, “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 Member Services at the numbers at the bottom of
the page.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 187


http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://medicare.lacare.org
https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint

(coverage decisions, appeals, complaints)

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.

This section is about your benefits for medical care that is described in Chapter 4 of your
Member Handbook. In some cases, different rules may apply to a Medicare Part B prescription
drug. When they do, we explain how rules for Medicare Part B prescription 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 are not getting.
What you can do: You can ask us to make a coverage decision. Refer to Section F2.

. 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.

. You got medical care that you think we cover, but we will not pay.

What you can do: You can appeal our decision not to pay. Refer to Section F5.

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.

. We reduced or stopped your coverage for certain medical care, and you think our decision

could harm your health.
What you can do: You can appeal our decision to reduce or stop the medical care. Refer to
Section F4.

« Ifthe coverage is for hospital care, home health care, skilled nursing facility care, or
CORF services, special rules apply. Refer to Section H or Section I to find out more.

« For all other situations involving reducing or stopping your coverage for certain
medical care, use this section (Section F) as your guide.

. You are experiencing delays in care or you cannot 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.”

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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You, your doctor, or your representative can ask us for a coverage decision by:
« Calling: 1-833-522-3767,TTY: 711.
« Faxing: 1-213-438-5748.

o Writing:
Attn: Member Appeals and Grievances Department
1200 West 7th Street
Los Angeles, CA 90017

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 about a:

« Medical service or item within 14 calendar days after we get your request.
For Knox-Keene plans, within 5 business days, and no later than 14 calendar days after
we get your request.

« Medicare Part B prescription drug within 72 hours after we get your request.

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 and your health
requires a quick response, ask us to make a “fast coverage decision.” A fast coverage decision
means we will give you an answer about a:

« Medical service or item within 72 hours after we get your request, or sooner if your
medical condition requires a quicker response.

« Medicare Part B prescription drug within 24 hours after we get your request.
To get a fast coverage decision, you must meet two requirements:

« You are asking for coverage for medical items and/or services that you did not get. You
can't ask for a fast coverage decision about payment for items or services you already got.

« 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 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.

« 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 will 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:

« ifthe requestisincomplete,
« if someone makes the request on your behalf but isn’t legally authorized to do so, or
« if you ask for your request to be withdrawn.

If we dismiss a request for a coverage decision, we will 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, you, your doctor, or your representative must contact us. Call us at
1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays.

Ask for a standard appeal or a fast appeal in writing or by calling us at
1-833-522-3767 (TTY:711), 24 hours a day, 7 days a week, including holidays.

L.A. Care Health Plan

Attn: Appeals and Grievances
1200 W 7th Street

Los Angeles, CA 90017

« If your doctor or other prescriber asks to continue a service or item you are already
getting during your appeal, you may need to name them as your representative to act
on your behalf.

« 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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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by visiting www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
or on our website at medicare.lacare.org.

« 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 within 44 calendar days after getting
your appeal request:

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.

« 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.”

« If you appeal a decision we made about coverage for care that you did not get, you
and/or your doctor decide if you need 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.

« If 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 we tell you we are 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.

Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)
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« 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
10 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 will get the service or item with no changes while your
Level 1 appeal is pending.

o You will also get all other services or items (that are not the subject of your appeal)
with no changes.

o If you do not appeal before these dates, then your service or item will not be
continued while you wait for your appeal decision.

We consider your appeal and give you our answer.

«  When we review your appeal, we take another careful look at all information about
your request for coverage of medical care.

«  We check if we followed all the rules when we said No to your request.

« 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. We will
give you our answer sooner if your health requires it.

o |f 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. Later in this chapter, 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 the State Hearing section in this Member Handbook.

« 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.

«  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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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If your request is for a Medicare Part B prescription drug you didn't get, we give you
our answer within 7 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, 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 section in this Member Handbook.

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 7 calendar days of the date we got your appeal if your request is for a Medicare Part B
prescription drug.

If we say No to part or all of your request, you have additional appeal rights:

If we say No to part or all of what you asked for, we send you a letter.

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.

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 will send you a letter. This letter tells you if
Medicare, Medi-Cal, or both programs usually cover the service or item.

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.

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.

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 is not available if you
have already presented evidence in a State Hearing.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.

« 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.

« 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 10 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".

« 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.

« You have a right to give the IRO additional information to support your appeal.
« Reviewers at the IRO take a careful look at all information related to your appeal.
If you had a fast appeal at Level 1, you also have a fast appeal at Level 2.

« Ifyou 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.

« Ifyou had a standard appeal to us at Level 1, you automatically get a standard appeal
at Level 2.

« 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.

« If your request is for a Medicare Part B prescription drug, the IRO must give you an
answer to your Level 2 Appeal within 7 calendar days of getting your appeal.

If the IRO gives you their answer in writing and explains the reasons.

« Ifthe IRO says Yes to part or all of a request for a medical item or service, we must
promptly implement the decision:

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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o Authorize the medical care coverage within 72 hours, or

o Provide the service within 5 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.

« Ifthe IRO says Yes to part or all of a request for a Medicare Part B prescription
drug, we must authorize or provide the Medicare Part B prescription 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.

« Ifthe IRO says No to part or all of your appeal, it means they agree that we should
not 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 [f 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.

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) Independent Medical Review

You can file a complaint with or ask for an Independent Medical Review (IMR) from the Help
Center at the California Department of Managed Health Care (DMHC). By filing a complaint,
the DMHC will review our decision and make a determination. An IMR is available for any
Medi-Cal covered service or item that is medical in nature. An IMR is a review of your case by
experts who are not 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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You can file a complaint or apply for an IMR if our plan:

« Denies, changes, or delays a Medi-Cal service or treatment because our plan
determines it is not medically necessary.

« Will not cover an experimental or investigational Medi-Cal treatment for a serious
medical condition.

» Disputes whether a surgical service or procedure was cosmetic or reconstructive in nature.
« Will not pay for emergency or urgent Medi-Cal services that you already received.

« Has not 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.

NOTE: If your provider filed an appeal for you, but we do not get your Appointment of
Representative form, you will need to refile your appeal with us before you can file for a Level
2 IMR with the Department of Managed Health Care 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 are entitled to both an IMR and a State Hearing, but you are not entitled to an IMR if you
have already presented evidence in a State Hearing or had a State Hearing on the same issue.

In most cases, you must file an appeal with us before requesting an IMR. Refer to page 190 for
information, about our Level 1 appeal process. If you disagree with our decision, you can file a
complaint with the DMHC or ask the DMHC Help Center for an IMR.

If your treatment was denied because it was experimental or investigational, you do not 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
are 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 6 months after we send you a written decision about your
appeal. The DMHC may accept your application after 6 months for good reason, such as you
had a medical condition that prevented you from asking for the IMR within 6 months, or you
did not get adequate notice from us of the IMR process.

To ask for an IMR;:

« Fill out the Independent Medical Review Application/Complaint Form available at:
www.dmbhc.ca.gov/FileaComplaint/IndependentMedicalReviewComplaintForms.aspx
or call the DMHC Help Center at 1-888-466-2219.TTY users should call 1-877-688-9891.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« 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 cannot return any documents.

 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.aspx or call the Department’s Help
Center at 1-888-466-2219.TTY users should call 1-877-688-9891.

« Mail or fax your forms and any attachments to:

Help Center

Department of Managed Health Care
980 Ninth Street, Suite 500
Sacramento, CA 95814-2725

FAX: 916-255-5241

« You may also submit your Independent Medical Review Application/Complaint Form
and Authorized Assistant form online: www.dmhc.ca.gov/FileaComplaint.aspx

If you qualify for an IMR, the DMHC will review your case and send you a letter within

7 calendar days telling you that you qualify for an IMR. After your application and supporting
documents are received from your plan, the IMR decision will be made within 30 calendar
days. You should receive the IMR decision within 45 calendar days of the submission of the
completed application.

If your case is urgent and you qualify for an IMR, the DMHC will review your case and send you
a letter within 48 hours of receipt of a completed application telling you that you qualify for
an IMR. After your application and supporting documents are received from your plan, the
IMR decision will be made within 3 calendar days. You should receive the IMR decision within
7 calendar days of the submission of the completed application. If you are not satisfied with
the result of the IMR, you can still ask for a State Hearing.

An IMR can take longer if the DMHC does not receive all of the medical records needed from
you or your treating doctor. If you are using a doctor who is not in your health plan’s network,
it is 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 is not 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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(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 will not approve, or we will not 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 193 for more information.

There are two ways to ask for a State Hearing:

1. You may complete the “Request for State Hearing” on the back of the notice of action.
You should provide all requested information such as your full name, address, telephone
number, the name of the plan or county that took the action against you, the aid
program(s) involved, and a detailed reason why you want a hearing. Then you may submit
your request one of these ways:

« To the county welfare department at the address shown on the notice.
» To the California Department of Social Services:

State Hearings Division
P.O. Box 944243, Mail Station 9-17-433
Sacramento, California 94244-2430

« To the State Hearings Division at fax number 916-309-3487 or toll-free at 1-833-281-0903.

2. You can call the California Department of Social Services at 1-800-743-8525. TTY users
should call 1-800-952-8349. If you decide to ask for a State Hearing by phone, you should
be aware that the phone lines are very busy.

If you still do not agree with this decision, you can:

« Ask for an Independent Medical Review and an outside reviewer that is not related to
the health plan will review your case.

« Ask for a State Hearing and a judge will review your case.

You can ask for both an Independent Medical Review and State Hearing at the same time. You
can also ask for one before the other to see if it will resolve your problem first. For example,

if you ask for an Independent Medical Review first, but do not agree with the decision, you
can still ask for a State Hearing later. However, if you ask for a State Hearing first, and the State
Hearing has already taken place, then you cannot ask for an Independent Medical Review. In
this case, the State Hearing has the final say.

You will not have to pay for an Independent Medical Review or State Hearing.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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INDEPENDENT MEDICAL REVIEW

If you want an Independent Medical Review, you must ask for one within 180 days from
the date of this Notice of Appeal Resolution letter. The paragraph below will provide you
with information on how to request an Independent Medical Review.1 Note that the term
“grievance” is talking about both “complaints”and “appeals.”

“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 1-888-839-9909 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 an 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 impaired. The department’s internet website www.dmhc.ca.gov has
complaint forms, IMR application forms, and instructions online.”’

STATE HEARING

If you want a State Hearing, you must ask for one within 120 days from the date of this Notice
of Appeal Resolution letter. However, if your health plan continued to provide you with the
disputed service(s) (Aid Paid Pending) during the health plan’s appeal process and you want
the service(s) to continue until there is a decision on your State Hearing, you must request for
a State Hearing within 10 days of this Notice of Appeal Resolution letter. Even though your
health plan must give you Aid Paid Pending when you ask for a State Hearing in this way, you
should let your health plan know you want to get Aid Paid Pending until your State Hearing is
decided. You should contact L.A. Care Member Services by calling 1-888-839-9909, 24 hours
a day, 7 days a week. If you cannot hear or speak well, please call TTY 711.

You can ask for a State Hearing in the following ways:
e Online at www.cdss.ca.gov

« 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« 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 9-17-37
Sacramento, CA 94244-2430
Fax: (916) 309-3487 or toll-free 1-833-281-0903

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.

After you ask for a State Hearing, it could take up to 90 days to decide your case and send you an
answer. If you think waiting that long will hurt your health, you might be able to get an answer
within 3 days. Ask your doctor or health plan to write a letter for you. The letter must explain in
detail how waiting for up to 90 days for your case to be decided will seriously harm your life, your
health, or your ability to attain, maintain, or regain maximum function. Then, make sure you ask
for an Expedited Hearing and provide the letter with your request for a hearing.

You may speak at the State Hearing yourself. Or, someone like a relative, friend, advocate,
doctor, or attorney can speak for you. If you want another person to speak for you, then you
must tell the State Hearings Division that the person is allowed to speak on for you. This
person is called an Authorized Representative.

LEGAL HELP

You may be able to get free legal help. Call the Los Angeles County Department of Consumer
and Business Affairs 1-800-593-8222. You may also call the local Legal Aid Society in your
county at 1-888-804-3536.

The State Hearings Division gives you their decision in writing and explain the reasons.

« 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.

« If the State Hearings Division says No to part or all of your appeal, it means they agree
that we should not 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 you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 do not 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
are never required to pay the balance of any bill.

If you get a bill for covered services and items, send the bill to us. You should not pay the bill
yourself. We will 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 your 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 are asking for a coverage decision. We will check if the service
or item you paid for is covered and if you followed all the rules for using your coverage.

« If the service or item you paid for is covered and you followed all the rules, we will send
you the payment 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 will 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.

« Ifthe service or item is not covered or you did not follow all the rules, we will 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:

« 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 you ask us to pay you back for medical care you got and paid for yourself, you can’t
ask for a fast appeal.

If our answer to your appeal is No and Medicare usually covers the service or item, we will
send your case to the IRO. We will send you a letter if this happens.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« Ifthe 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.

« Ifthe IRO says No to your appeal, it means they agree that we should not approve your
request. This is called “upholding the decision” or “turning down your appeal.” You will
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.

G. Medicare Part D prescription drugs

Your benefits as a member of our plan include coverage for many prescription 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 your 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:
« You ask us to make an exception, including asking us to:
o Cover a Medicare Part D drug that is not 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)

« You ask us if adrug 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.”

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« You ask us to pay for a drug you already bought. This is asking for a coverage decision
about payment.

If you disagree with a coverage decision we made, you can appeal our decision. This section

-y

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
G2, then refer to
Sections G3 and G4.

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. 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 is not on our Drug List

« You can't get an exception to the required copay amount for the drug.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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2. Removing a restriction for a covered drug

« Extrarules or restrictions apply to certain drugs on our Drug List (refer to Chapter 5 of
your Member Handbook for more information).

« Extrarules 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.

« If 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.

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 do not approve your
exception request

We can say Yes or No to your request.

« 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.

« 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

« Ask for the type of coverage decision you want by calling 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays, writing, or faxing us. You, your

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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representative, or your doctor (or other prescriber) can do this. Please include your
name, contact information, and information about the claim.

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.

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
your Member Handbook.

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.

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.

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:

It's for a drug you didn’t get. You can’t get a fast coverage decision if you are 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
agree and give it to you. We send you a letter that tells you.

If you ask for a fast coverage decision without support from your doctor or other
prescriber, we decide if you get a fast coverage decision.

If we decide that your medical condition doesn't meet the requirements for a fast
coverage decision, we use the standard deadlines instead.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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o We send you a letter that tells you we will use the standard deadline. The letter also
tells you how to make a complaint 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 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.

« 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.

« 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

« 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.

« 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.

« 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
« 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.

« 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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G5. Making a Level 1 Appeal

An appeal to our plan about a Medicare Part D drug coverage decision is called a plan
“redetermination”.

« Start your standard or fast appeal by calling 1-833-522-3767 (TTY: 711), 24 hours a
day, 7 days a week, including holidays, 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.”

« If 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.

« 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.

« We review your appeal and take another careful look at all of the information about
your coverage request.

«  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

« 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 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.

« 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 7 calendar
days after we get your appeal for a drug you didn’t get.

« 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 7 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:

« We must provide the coverage we agreed to provide as quickly as your health
requires, but no later than 7 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:

« 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 |f 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.

« If we say Yes to part or all of your request, we must pay you within 30 calendar days
after we get your request.

« 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays.

« 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.

« Ifthey agree to a fast appeal, they must give you an answer within 72 hours after
getting your appeal request.

« 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:
« within 7 calendar days after they get your appeal for a drug you didn’t get.

« within 14 calendar days after getting your appeal for repayment for a
drug you bought.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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If the IRO says Yes to part or all of your request:

« We must provide the approved drug coverage within 72 hours after we get the
IRO’s decision.

« We must pay you back for a drug you bought within 30 calendar days after we get the
IRO’s decision.

« Ifthe 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.

« There are three additional levels in the appeals process after Level 2.

« 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 your 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.

« The day you leave the hospital is called your “discharge date.”

« Your doctor or the hospital staff will tell you what your discharge date is.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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If you think you're being asked to leave the hospital too soon or you are 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 are
admitted to a hospital.

If you don’t get the notice, ask any hospital employee for it. If you need help, call Member
Services 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.

« 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 does not mean you agree to a discharge date your doctor or the hospital
staff may have told you.

« Keep your copy of the signed notice so you have the information if you need it.

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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You can look at a copy of the notice in advance if you:
« Call Member Services at the numbers at the bottom of the page

« Call Medicare at 1-800 MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.
TTY users should call 1-877-486-2048.

o Visit www.cms.gov/Medicare/Medicare-General-Information/BNI/
HospitalDischargeAppealNotices.

H2. Making a Level 1 Appeal

If you want us to cover your inpatient hospital services for a longer time, make an appeal.
The Quality Improvement Organization (QIO) 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 are not part of our plan.

In California, the QIO is Livanta. Call them at 1-877-588-1123 (TTY: 1-855-887-6668). 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.

« Ifyou 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.

« If youdo not 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.

« Because hospital stays are covered by both Medicare and Medi-Cal, if the Quality
Improvement Organization will not 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 are 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:
« Call Member Services at the numbers at the bottom of the page.

« (Call the Health Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-0222.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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.

« 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 is 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 Member Services at the numbers at the bottom of the
page or 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. (TTY users
should call 1-877-486-2048.) You can also refer to a sample notice online at www.cms.
gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.

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:

« We will provide your covered inpatient hospital services for as long as the services are
medically necessary.

If the QIO says No to your appeal:
« They believe your planned discharge date is medically appropriate.

« Our coverage for your inpatient hospital services will end at noon on the day after the
QIO gives you their answer to your appeal.

« 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.

« 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 (TTY: 1-855-887-6668).

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:
« Take another careful look at all of the information related to your appeal.

« 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:

« 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.

« We will provide your covered inpatient hospital services for as long as the services are
medically necessary.

If the QIO says No to your appeal:
« They agree with their decision about your Level 1 Appeal and won't change it.

« 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.

I. Asking us to continue covering certain medical services
This section is only about three types of services you may be getting:
« home health care services

« skilled nursing care in a skilled nursing facility, and

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« rehabilitation care as an outpatient at a Medicare-approved CORF. This usually means
you're getting treatment for an illness 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.

11. 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 will 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 does not 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.

« Ask for help if you need it. If you have questions or need help at any time:
o (Call Member Services at the numbers at the bottom of the page.
o (Call the HICAP at 1-800-434-0222.

« Contact the QIO.

o Refer to Section H2 or refer to Chapter 2 of your Member Handbook for more
information about the QIO and how to contact them.

o Ask them to review your appeal and decide whether to change our plan’s decision.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« 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

« 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.

« If the Quality Improvement Organization will not 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 are 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 Member Services at the numbers at the bottom of the page or call
Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. 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.

« Reviewers look at your medical information, talk with your doctor, and review
information that our plan gave them.

« 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”.

« Reviewers provide their decision within one full day after getting all the information
they need.

If the QIO says Yes to your appeal:
« We will provide your covered services for as long as they are medically necessary.
If the QIO says No to your appeal:

« Your coverage ends on the date we told you.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 216


www.cms.gov/Medicare/Medicare-General-Information/BNI/FFS-Expedited-Determination-Notices
www.cms.gov/Medicare/Medicare-General-Information/BNI/FFS-Expedited-Determination-Notices
https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

« We stop paying 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.
I13. 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 (TTY: 1-855-887-6668).

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:
« Take another careful look at all of the information related to your appeal.

« 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:

« We pay you back for the costs of care you got since the date when we said your
coverage would end.

« We will provide coverage for the care for as long as it is medically necessary.
If the QIO says No to your appeal:
« They agree with our decision to end your care and will not change it.

« 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 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. 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 does not meet a certain
minimum dollar amount, you cannot 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 is 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.

« 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 [fthe 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.

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.

« If we decide to appeal the decision, we will 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 you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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

« AFederal 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.

If you still do not agree with this decision, you can:

« Ask for an Independent Medical Review and an outside reviewer that is not related to
the health plan will review your case.

« Ask for a State Hearing and a judge will review your case.

You can ask for both an Independent Medical Review and State Hearing at the same time. You
can also ask for one before the other to see if it will resolve your problem first. For example,

if you ask for an Independent Medical Review first, but do not agree with the decision, you
can still ask for a State Hearing later. However, if you ask for a State Hearing first, and the State
Hearing has already taken place, then you cannot ask for an Independent Medical Review. In
this case, the State Hearing has the final say.

You will not have to pay for an Independent Medical Review or State Hearing.
INDEPENDENT MEDICAL REVIEW

If you want an Independent Medical Review, you must ask for one within 180 days from
the date of this Notice of Appeal Resolution letter. The paragraph below will provide you
with information on how to request an Independent Medical Review.1 Note that the term
“grievance”is talking about both “complaints” and “appeals.”

“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 1-888-839-9909 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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 an 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 impaired. The department’s internet website www.dmhc.ca.gov has complaint forms,
IMR application forms, and instructions online.”

STATE HEARING

If you want a State Hearing, you must ask for one within 120 days from the date of this Notice
of Appeal Resolution letter. However, if your health plan continued to provide you with the
disputed service(s) (Aid Paid Pending) during the health plan’s appeal process and you want
the service(s) to continue until there is a decision on your State Hearing, you must request for
a State Hearing within 10 days of this Notice of Appeal Resolution letter. Even though your
health plan must give you Aid Paid Pending when you ask for a State Hearing in this way, you
should let your health plan know you want to get Aid Paid Pending until your State Hearing is
decided. You should contact L.A. Care Member Services by calling 1-888-839-9909, 24 hours a
day, 7 days a week. If you cannot hear or speak well, please call TTY: 711.

You can ask for a State Hearing in the following ways:

e Online at www.cdss.ca.gov

« 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.

« 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 9-17-37
Sacramento, CA 94244-2430

Fax: (916) 309-3487 or toll-free 1-833-281-0903

A State Hearing form is included with this letter. 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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After you ask for a State Hearing, it could take up to 90 days to decide your case and send you an
answer. If you think waiting that long will hurt your health, you might be able to get an answer
within 3 days. Ask your doctor or health plan to write a letter for you. The letter must explain in
detail how waiting for up to 90 days for your case to be decided will seriously harm your life, your
health, or your ability to attain, maintain, or regain maximum function. Then, make sure you ask
for an Expedited Hearing and provide the letter with your request for a hearing.

You may speak at the State Hearing yourself. Or, someone like a relative, friend, advocate,
doctor, or attorney can speak for you. If you want another person to speak for you, then you
must tell the State Hearings Division that the person is allowed to speak on for you. This
person is called an Authorized Representative.

LEGAL HELP

You may be able to get free legal help. Call the Los Angeles County Department of Consumer
and Business Affairs 1-800-593-8222. You may also call the local Legal Aid Society in your
county at 1-888-804-3536.

J3. Appeal Levels 3, 4 and 5 for Medicare Part D Drug Requests

This section may be appropriate for you if you made a Level 1 Appeal and a Level 2 Appeal,
and both of your appeals have been 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:

« The appeals process is over.

« 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.

« 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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:
« The appeals process is over.

« 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, 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

« AFederal 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
K1. What kinds of problems should be complaints

The complaint process is used for certain types of problems only, such as problems related to
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 + You are unhappy with the quality of care, such as
the care you got in the hospital.
Respecting your privacy + You think that someone did not respect your right
to privacy or shared confidential information
about you.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
visit medicare.lacare.org. 222


https://medicare.lacare.org

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Complaint Example
Disrespect, poor customer + A health care provider or staff was rude or
service, or other negative disrespectful to you.
behaviors

+ Our staff treated you poorly.
+ You think you are being pushed out of our plan.

Accessibility and language + You cannot physically access the health care services
assistance and facilities in a doctor or providers office.

+ Your doctor or provider does not provide an
interpreter for the non-English language you speak
(such as American Sign Language or Spanish).

+ Your provider does not give you other reasonable
accommodations you need and ask for.

Waiting times + You have trouble getting an appointment or wait
too long to get it.

+ Doctors, pharmacists, or other health
professionals, Member Services, or other plan staff
keep you waiting too long.

Cleanliness + You think the clinic, hospital or doctor’s office is
not clean.
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 + You think we don’t meet our deadlines for making a
decisions or appeals 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.

+ 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 1-833-522-3767 (TTY:711),

24 hours a day, 7 days a week, including holidays.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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You can send your complaint to Medicare for external complaints.

The Medicare Complaint Form is available at:
www.medicare.gov/MedicareComplaintForm/home.aspx.

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 Member Services at 1-833-522-3767 (TTY: 711), 24 hours
a day, 7 days a week, including holidays. You can make the complaint at any time unless it

is 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.

« Ifthereis anything else you need to do, Member Services will tell you.

« You can also write your complaint and send it to us. If you put your complaint in
writing, we will respond to your complaint in writing.

« Grievances and Appeals can be submitted using the following methods:

Phone: 1-833-522-3767 (TTY 711), 24 hours a day, 7 days a week, including holidays
Fax: 1-213-438-5748
Mail: L.A. Care Health Plan
Attention: Appeals & Grievance Department -348
1200 W. 7t Street
Los Angeles, CA 90081
Online: https://www.lacare.org/online-grievance-form

« Inthe event that a member would like someone to act on their behalf (e.g. relative,
lawyer), an Appointment of Representative (AOR) form must be completed

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
and sent to L.A. Care through fax or the mailing address listed above. A treating
physician of the member does not have to complete the AOR form when filing an
Appeal on behalf of the member.

« Timeframes for Filing Grievances and Appeals
Appeals
Part C (Reconsideration)

« The member has 60 days from the date of denial to submit an appeal. Appeals may be
accepted beyond the 60 days with good cause.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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» Expedited Timeframe: 72 hours
« Standard Timeframe: pre-service 30 days/post-service 60 days
Part D (Redeterminations)

« The member has 60 days from the date of denial to submit an appeal. Appeals may be
accepted beyond the 60 days with good cause.

« Expedited Timeframe: 72 hours
« Standard Timeframe: 7 days
Grievances
Part D
« The member can file a grievance or expression of dissatisfaction at any time.
All Other Complaints
« The member can file a complaint or expression of dissatisfaction at any time.
« Expedited Grievance Timeframe: 24 hours
« Standard Timeframe: 30 days
« Case may be extended an additional 14 days.

« Thelegal term for “fast complaint” is “expedited grievance.

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 will do that.

« 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.

« 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 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 you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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If we don't agree with some or all of your complaint, we will 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/MedicareComplaintForm/home.aspx. You do not
need to file a complaint with L.A. Care Medicare Plus 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 is not addressing
your problem, you can also call 1-800-MEDICARE (1-800-633-4227).TTY users can 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 8:00 a.m. and 5:00 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 has not
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 are in severe pain, if you
disagree with our plan’s decision about your complaint, or if our plan has not resolved your
complaint after 30 calendar days.

Here are two ways to get help from the Help Center:

« 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.

« Visit the Department of Managed Health Care’s website (www.dmhc.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 have not been treated fairly. For example, you can make a complaint about
disability 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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You may also contact the local OCR office at:

WRITE: Office for Civil Rights
U.S. Department of Health and Human Services
90 7th Street, Suite 4-100
San Francisco, CA 94103

CALL: 1-800-368-1019

TDD: 1-800-537-7697

FAX: 1-202-619-3818

You may also have rights under the Americans with Disability Act (ADA) and under any
applicable state law. You can contact the Ombuds Program for assistance. The phone number
is 1-888-452-8609.

Qlo
When your complaint is about quality of care, you have two choices:
« You can make your complaint about the quality of care directly to the QIO.

« 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 your Member Handbook.

In California, the QIO is called Livanta. The phone number for Livanta is 1-877-588-1123
(TTY: 1-855-887-6668.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 will still be in the
Medicare and Medi-Cal programs as long as you are eligible. Key terms and their definitions
appear in alphabetical order in the last chapter of your Member Handbook.
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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 any month
of the year.

In addition, you may end your membership in our plan during the following periods each year:

o The Annual 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.

« The Medicare Advantage (MA) Open Enrollment 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 are eligible to make a change to your enrollment. For
example, when:

« you move out of our service area,
« your eligibility for Medi-Cal or Extra Help changed, or

« 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 change
your plan. For example, if we get your request on January 18, your coverage with our plan
ends on January 31. 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: Member
Services at the number at the bottom of this page. The number for TTY users is listed too.

« Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.
TTY users should call 1-877-486-2048.

« California Health Insurance Counseling and Advocacy Program (HICAP), at 1-800-434-0222,
Monday through Friday from 8:00 a.m. to 5:00 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

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00 p.m. TTY users should
call 1-800-430-7077.

« Medi-Cal Managed Care Ombudsman at 1-888-452-8609, Monday through Friday from
8:00 a.m. to 5:00 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 your 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 enroll in another Medicare plan or switch to
Original Medicare. However, if you want to switch from our plan to Original Medicare but you
have not selected a separate Medicare prescription drug plan, you must ask to be disenrolled
from our plan. There are two ways you can ask to be disenrolled:

« You can make a request in writing to us. Contact Member Services at the number at
the bottom of this page if you need more information on how to do this.

« Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.
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 231.

« Call Health Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to
6:00 p.m. TTY users should call 1-800-430-7077.

« 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
Annual Enroliment Period and the Medicare Advantage Open Enroliment Period or other
situations described in Section A. By choosing one of these options, you automatically end
your membership in our plan.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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1. You can change to:

A Medicare Medi-Cal Plan (Medi-Medi
Plan) is a type of Medicare Advantage
plan. Itis 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.

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), 24 hours a day, 7 days a
week. 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:

Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8:00 a.m. to 5:00
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 are automatically 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,

visit medicare.lacare.org.
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2. You can change to:

Original Medicare with a separate
Medicare prescription drug plan

Here is what to do:

Call Medicare at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day,

7 days a week. TTY users should call
1-877-486-2048.

If you need help or more information:

« Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8:00 a.m. to
5:00 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 prescription
drug plan.

You are automatically disenrolled from
our plan when your Original Medicare
coverage begins.

3. You can change to:

Original Medicare without a separate
Medicare prescription drug plan

NOTE: If you switch to Original Medicare
and do not enroll in a separate Medicare
prescription drug plan, Medicare may enroll
you in a drug plan, unless you tell Medicare
you do not want to join.

You should only drop prescription 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 8:00 a.m. to
5:00 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), 24 hours a day,

7 days a week. TTY users should call
1-877-486-2048.

If you need help or more information:

« Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8:00 a.m. to
5:00 p.m. For more information or to
find a local HICAP office in your area,

please visit www.aging.ca.gov/HICAP/.

You are automatically disenrolled from
our plan when your Original Medicare
coverage begins.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
7 24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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4. You can change to: Here is what to do:

Any Medicare health plan during certain Call Medicare at 1-800-MEDICARE
times of the year including the Annual (1-800-633-4227), 24 hours a day,
Enrollment Period and the Medicare 7 days a week. TTY users should call
Advantage Open Enrollment Period or 1-877-486-2048.

other situations described in Section A. If you need help or more information:

« Call the California Health Insurance
Counseling and Advocacy Program
(HICAP) at 1-800-434-0222, Monday
through Friday from 8:00 a.m. to 5:00
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 are automatically 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 8:00 a.m. to 6:00 p.m.
TTY users should call 1-800-430-7077. Ask how joining another plan or returning to Original
Medicare affects how you get your Medi-Cal coverage.

« For questions about enrollment, call Health Care Options at 1-800-430-4263
(TTY 1-800-430-7077 or 711). Or go to https://www.healthcareoptions.dhcs.ca.gov.

For questions about Social Security, call the Social Security Administration at
1-800-772-1213. Or visit https://www.ssa.gov/locator/.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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« You can end your L.A. Care coverage and choose another health plan at any time.
For help choosing a new plan, call Health Care Options at 1-800-430-4263
(TTY 1-800-430-7077 or 711). Or visit www.healthcareoptions.dhcs.ca.gov. You can also
ask to end your Medi-Cal.

« L.A. Careis the health plan for Medi-Cal members in Los Angeles County. Find your
local office at http://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx.

« L.A.Care eligibility may end if any of the following is true:
o You move out of Los Angeles County
o You no longer have Medi-Cal

o If you become eligible for a waiver program that requires you to be enrolled in FFS
Medi-Cal.

o You are in jail or prison

« Ifyoulose your L.A. Care Medi-Cal coverage, you may still be eligible for Fee-for-
Service (FFS) Medi-Cal coverage. If you are not sure if you are still covered by L.A. Care,
please call Member Services at 1-888-839-9909 (TTY 711).

« You leave L.A. Care and join another health plan in your county of residence at any
time. Call Health Care Options at 1-800-430-4263 (TTY 1-800-430-7077 or 711).
You can call between 8:00 a.m. and 6:00 p.m. Monday through Friday. Or visit
https://www.healthcareoptions.dhcs.ca.gov/.

It takes up to 30 days to process your request to leave L.A. Care and enroll in another plan in
your county. To find out the status of your request, call Health Care Options at 1-800-430-4263
(TTY 1-800-430-7077 or 711).

Members who can request expedited disenrollment include, but are not limited to, children
receiving services under the Foster Care or Adoption Assistance programs, members with
special health care needs, and members already enrolled in Medicare or another Medi-Cal or
commercial managed care plan.

You can ask to leave L.A. Care by contacting your local county health and human
services office.

Find your local office at http://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx.
Or call Health Care Options at 1-800-430-4263 (TTY 1-800-430-7077 or 711).

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 prescription drugs and
health care through our plan until your new plan begins.

Use our network providers to receive medical care.

Use our network pharmacies including through our mail-order pharmacy services to
get your prescriptions filled.

If you are hospitalized on the day that your membership in L.A. Care Medicare Plus
ends, our plan will cover your hospital stay until you are discharged. This will happen
even if your new health coverage begins before you are 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 is a break in your Medicare Part A and Medicare Part B coverage.

If you no longer qualify for Medi-Cal. Our plan is for people who qualify for both
Medicare and Medi-Cal. Note: if you no longer qualify for Medi-Cal you can temporarily
continue in our plan with Medicare benefits, please see information below on
deeming period. The California Department of Health Care Services (DHCS) or the
Centers for Medicare and Medicaid Services (CMS) may disenroll you from Medi-Cal if it
is determined that you are no longer eligible for the program.

If you move out of our service area.
If you are away from our service area for more than six months.

o If you move or take a long trip, call Member Services to find out if where you're
moving or traveling to is in our plan’s service area.

If you go to jail or prison for a criminal offense.

If you lie about or withhold information about other insurance you have for
prescription drugs.

If you are not a United States citizen or are not lawfully present in the United States.

o You must be a United States citizen or lawfully present in the United States to be a
member of our plan.

o The Centers for Medicare & Medicaid Services (CMS) 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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If you no longer qualify for Medi-Cal or your circumstances have changed that make you no
longer eligible for Dual-eligible Special Needs Plan, you may continue to get your benefits
from L.A. Care Medicare Plus Plan for an additional three-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 L.A. Care Medicare Plus Plan, you must qualify again by the last day
of the three-month period.

If you do not qualify by the end of the three-month period, you'll be disenrolled from
L.A. Care Medicare Plus Plan. We can make you leave our plan for the following reasons only if
we get permission from Medicare and Medi-Cal first:

« If youintentionally give us incorrect information when you are enrolling in our plan
and that information affects your eligibility for our plan.

« If you continuously behave in a way that is disruptive and makes it difficult for us to
provide medical care for you and other members of our plan.

« If youlet 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.)

F. Rules against asking you to leave our plan for any health-related reason

We cannot 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. You may call 24 hours a day, 7 days a week.

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 your
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 Member Services at the number at the bottom of this page.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 your Member Handbook.

Table of Contents
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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 are not included or explained in the 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. Notice about nondiscrimination

We don’t discriminate or treat you differently because of your race, ethnicity, national origin,
color, religion, sex, gender, age, sexual orientation, 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 do not 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 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.

« 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
have been discriminated against and want to file a discrimination grievance, contact.

« By phone: Contact L.A. Care Health Plan Chief Compliance Officer, 24 hours a day,
7 days a week, including holidays, by calling 1-833-522-3767. Or, if you cannot hear or
speak well, please call TTY 711.

e In writing: Fill out a complaint form or write a letter and send it to:

L.A. Care Health Plan
Chief Compliance Officer
1200 West 7th Street

Los Angeles, CA 90017

« In person: Visit your doctor’s office or L.A. Care Health Plan and say you want to file a
civil rights grievance.

« Electronically: Visit L.A. Care Health Plan website at www.lacare.org/members/
member-support/file-grievance/grievance-appeal-form or send an email to
civilrightscoordinator@lacare.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:

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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« By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711
(Telecommunications Relay Service).

e Inwriting: 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

Complaint forms are available at www.dhcs.ca.gov/Pages/Language_Access.aspx.

« 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 Member Services. If you have a complaint, such as a problem with wheelchair access,
Member Services can help.

C. 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 is not 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.

D. 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 cannot 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 L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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Chapter 12: Definitions of important words

Introduction

This chapter includes key terms used throughout your 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 Member Services.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
w24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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: 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 do
not need hospital care and who are not 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 your Member Handbook
explains appeals, including how to make an appeal.

Behavioral Health: An all-inclusive term referring to mental health and substance use
disorder services.

Biological Product: A prescription drug that is made from natural and living sources like
animal cells, plant cells, bacteria, or yeast. Biological products are more complex than other
drugs and cannot be copied exactly, so alternative forms are called biosimilars. (See also
“Original Biological Product” and “Biosimilar”).

Biosimilar: A biological drug that is 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. (See “Interchangeable Biosimilar”).

Brand name drug: A prescription drug that is 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.

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 Plan Optional Services (CPO Services): Additional services that are optional under your
Individualized Care Plan (ICP). These services are not intended to replace long-term services
and supports that you are authorized to get under Medi-Cal.

Care team: Refer to “Interdisciplinary Care Team.”

Centers for Medicare & Medicaid Services (CMS): The federal agency in charge of Medicare.
Chapter 2 of your Member Handbook explains how to contact CMS.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 illness, 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.

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 your
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 of 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.

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 health plans. DMHC helps people with appeals and complaints
about Medi-Cal services. DMHC also conducts Independent Medical Reviews (IMR).

Drug management program (DMP): A program that helps make sure members safely use
prescription opioids and other frequently abused medications.

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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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 are a pregnant woman, loss of an unborn child). The medical symptoms may
be an illness, injury, severe pain, or a medical condition that is 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 are not covered by this health plan.

Extra Help: Medicare program that helps people with limited incomes and resources reduce
Medicare Part D prescription drug costs, such as premiums, deductibles, and copays. Extra
Help is also called the “Low-Income Subsidy”, or “LIS".

Generic drug: A prescription drug approved by the federal government 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 your
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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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 6 months or less.

« Anenrollee who has a terminal prognosis has the right to elect hospice.

« A specially trained team of professionals and caregivers provide care for the whole
person, including physical, emotional, social, and spiritual needs.

« We are 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 Member Services if you get any
bills you don't understand.

Because we pay the entire cost for your services, you do not owe any cost-sharing. Providers
should not bill you anything for these services.

In Home Supportive Services (IHSS): The IHSS Program will help pay for services provided
to you so that you can remain safely in your own home. IHSS is an alternative to out-of-home
care, such as nursing homes or board and care facilities. 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 doctors
who are not 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 is not connected with us and is not 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 will get and how
you will get them. Your plan may include medical services, behavioral health services, and
long-term services and supports.

Inpatient: A term used when you are 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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.

Integrated D-SNP: A dual-eligible special needs plan that covers Medicare and most or all
Medicaid services under a single health plan 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 related to the potential
for automatic substitution. Automatic substitution at the pharmacy is subject to state law.

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 3-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.

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.

« It helps people with limited incomes and resources pay for long-term services and
supports and medical costs.

« It covers extra services and some drugs not covered by Medicare.
« 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.

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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
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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. The State’s definition of medically necessary
medical services includes services that are reasonable and necessary to protect life, to prevent
significant illness or significant disability, or to reduce or get rid of severe pain.

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”).

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 of 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 prescription drug benefit program. We call this program
“Part D" for short. Medicare Part D covers outpatient prescription drugs, vaccines, and some
supplies not covered by Medicare Part A or Medicare Part B or Medicaid. Our plan includes
Medicare Part D.
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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 distinct group of service or group of services
provided by health care providers, including pharmacists, to ensure the best therapeutic
outcomes for patients. Refer to Chapter 5 of your Member Handbook for more information.

Medi-Medi Plan: A Medicare Medi-Cal Plan (Medi-Medi Plan) is a type of Medicare Advantage
plan. It is 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.

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 enrollment 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.

Member Services: 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 Member Services.

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: “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.

« They are licensed or certified by Medicare and by the state to provide
health care services.

« We call them “network providers” when they agree to work with our health plan,
accept our payment, and do not charge members an extra amount.

« While you're a member of our plan, you must use network providers to get covered
services. Network providers are also called “plan providers”.

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.
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Ombudsman: 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 your 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
your Member Handbook explains coverage decisions.

Original Biological Product: A biological product that has been approved by the Food
and Drug Administration (FDA) and serves as the comparison for manufacturers making a
biosimilar version. It is 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.

« 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).

« Original Medicare is available everywhere in the United States.
« If youdon’t want to be in our plan, you can choose Original Medicare

Out-of-network pharmacy: A pharmacy that has not 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 is not
employed, owned, or operated by our plan and is not under contract to provide covered
services to members of our plan. Chapter 3 of your Member Handbook explains out-of-
network providers or facilities.

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"
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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.

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.

« 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.

« Refer to Chapter 3 of your 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.

Our plan covers some network medical services only if your doctor or other network provider
gets PA from us.

« Covered services that need our plan’s PA are marked in Chapter 4 of your
Member Handbook.

Our plan covers some drugs only if you get PA from us.

« 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 for 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 are not 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.

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 your
Member Handbook for information about the QIO.
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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 your Member Handbook.

Rehabilitation services: Treatment you get to help you recover from an illness, accident,
or major operation. Refer to Chapter 4 of your 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.

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 (IV) injections that a registered nurse or a doctor
can give.

Specialist: A doctor who provides health care for a specific disease or part of the body.

Specialized pharmacy: Refer to Chapter 5 of your 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.
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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 are
not the same as Social Security benefits.

Urgently needed care: Care you get for an unforeseen illness, injury, or condition that

is not an emergency but needs care right away. You can get urgently needed care from
out-of-network providers when you cannot get to them because given your time, place,

or circumstances, it is not possible, or it is unreasonable to obtain services from network
providers (for example when you are outside the plan’s service area and you require medically
needed immediate services for an unseen condition but it is not a medical emergency).
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L.A. Care Medicare Plus Member Services

CALL 1-833-522-3767

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

Member Services also has free language interpreter services available for
non-English speakers.

TTY 711

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

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

FAX 1-213-438-5712

WRITE L.A. Care Medicare Plus
Attn: Member Services Department
1200 West 7th Street

Los Angeles, CA 90017

WEBSITE medicare.lacare.org

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711),
7 24 hours a day, 7 days a week, including holidays. The call is free. For more information,
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